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No  injection  after  all! 


Photo  professionally  posed. 


This  penicillin  produces  high,  fast  levels— orally. 


Pen»Vee":i  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin inactions.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity , bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, ammophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion): Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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BROMSULPHALEIN® 
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& ECONOMICAL 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

The  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  dosage  schedule 
imprinted  on  the  barrel,  a sterile  needle, 
alcohol  swab  and  a 7.5  ml.  or  10  ml.  size 
ampule  of  terminally  sterilized  BSP 
solution.  Each  unit  contains  complete 
directions  for  use,  precautions  and 
contraindications. 


PATIENT-UNIT. 


This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor  — the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


(BSP03) 


BALTIMORE,  MARYLAND  21201 

258441 

MAY  2 4 1971 


Volume  67  • January  1969 

Issued  Monthly  Under  the  Direction 
of  the  Board  of  Trustees 

• EDITOR 

Walter  S.  Coe,  M.D. 

• ASSOCIATE  EDITOR 

Sam  A.  Overstreet,  M.D. 

• ASSISTANT  EDITOR 

Walter  I.  Hume,  Jr.,  M.D. 

• MANAGING  EDITOR 

Robert  G.  Cox 

• ASST.  MANAGING  EDITOR 

Peggy  Roberts 

• DEPARTMENTAL  EDITORS 

Charles  C.  Smith,  Jr.,  M.D.,  Scientific 
Eugene  H.  Conner,  M.D.,  Book  Reviews 
Oscar  J.  Hayes,  M.D.,  Case  Discussions 
William  W.  Hall,  M.D.,  Insurance 

• BOARD  OF  CONSULTANTS 

ON  SCIENTIFIC  ARTICLES 

Term  Expires  July  1,  1971 

McHenry  S.  Brewer,  M.D. 

Louis  O.  Giesel,  Jr.,  M.D. 

Joseph  Keith,  Jr.,  M.D. 

Arthur  Lieber,  M.D. 

John  W.  Roddick,  Jr.,  M.D 
Edward  C.  Shrader,  M.D. 

Elliott  P.  Stevens,  M.D. 

Chester  B.  Theiss,  Jr.,  M.D. 

Term  Expires  July  1,  1970 
Douglas  L.  Atherton,  M.D. 

Keith  M.  Coverdale,  M.D. 

William  R.  Gray,  M.D 
Peggy  j-  Howard,  M.D 
Roy  A.  Martin,  M.D 
Charles  R.  Perry,  M.D 
David  C.  Shipp,  M.D. 
lohn  H.  Willard,  M.D. 


journal  of  The 

KENTUCKY 

Medical  Association 

a 

SCIENTIFIC  ARTICLES 
Tuberculosis  Eradication  . . . .? 

N.  A.  Saliba,  M.D 33 

Treatment  of  Non-Tuberculous  Empyema 

Porter  Mayo,  M.D.  and  Richard  B.  McElvein,  M.D.  40 

An  Evaluation  of  the  Therapeutic  Efficacy  of  Intravenous 
Local  Anesthetics 

Ronald  W.  Dunbar,  M.D.  and  Peter  P.  Bosomworth, 
M.D 42 

Laryngeal  Blastomycosis 

Edward  J.  Faded,  M.D.,  George  I.  Uhde,  M.D.  and 
Charles  C.  Smith,  M.D 53 


SPECIAL  ARTICLES 

What  Has  the  AMA  Ever  Done  for  You? 

David  B.  Weihaupt  55 


EDITORIALS 

Tuberculosis  Eradication  in  Kentucky 


R.  E.  Mardis,  M.D 59 

A Face  Lifting  at  Sixty-Six 

Walter  S.  Coe,  M.D 60 


SPECIAL  FEATURES 

KM  A Organizational  Chart 24 


Term  Expires  July  1,  1969 

Paul  E.  Lett,  M.D. 

David  A.  Orrihood,  M.D. 

Harry  A.  Hamilton,  Jr.,  M.D. 
Leslie  W.  Blakey,  M.D. 
Raymond  J.  Timmerman,  M.D. 
William  H.  Gillespie,  M.D. 

J.  J.  Sonne,  M.D. 

John  l.  Creech,  Jr.,  M.D. 


Published  at  3532  Janet  Avenue, 

Louisville,  Ky.  40205 

Phone  (Area  Code  502)  454-6324 

Subscription  $10.00 — single  copy  1.00 
Second-class  postage  paid  at  Louisville,  Kentucky 
Acceptance  foe  mailing  at  special  rates  po\tagt 
provided  in  Section  1103,  act  of  Oct.  3,  1917, 
authorized  May  23,  1920. 


ORGANIZATION  SECTION 

Governor  Nunn  To  Deliver  Keynote  Address  At  Opening  Session 


Of  1969  KMA  Interim  Meeting  March  26-27  in  Lexington  67 

First  Trustee  District  To  Meet  January  22  in  Paducah  67 

U of  L Oral  Cancer  Symposium  To  Be  Presented  February  8 67 

ACS  Sectional  Meeting  To  Be  In  Louisville  Feb.  24-26  68 

AMA  House  Acts  on  94  Matters  During  Clinical  Convention  68 

Ky.  Physician  Attendance  High  At  Annual  SMA  Convention  68 

Know  Your  Congressmen  70 


REGULAR  FEATURES 

President's  Page  6 Blue  Shield  Page  17 

Maternal  Mortality  Page  ....10  Postgraduate  Opportunities  ...21 

Public  Health  Page  22 


4 


He  is  elderly. 

He  is  on  corticosteroids. 
When  lie  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTATIN®  300 


Demelhjlchlorlelraej'eline  HC1  300  mg 
and  Nystatin  500,000  units 
CAPSILE-SH  APED  TABLETS  lederle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  mondial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

y For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
—the  broad-spectrum  therapy  that  prevents  monilial 
o^rgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetraCycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
» exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure  t 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have  ' 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare).  J 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis.  < 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this  j 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug  . 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo-i 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn-f 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy!' 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  infectioi 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIES 


should 


MESSAGE 
FROM  THE 
PRESIDENT 


"Equal,  But  Different"* 

A RECENT  University  of  Kentucky  Centennial  Conference  was  entitled 
“Women:  Equal  But  Different.”  It  gave  me  occasion  to  reflect  upon  the  ex- 
cellence of  our  state’s  physicians’  wives  in  the  woman’s  role  as  pivotal  figure 
in  the  home,  as  prime  mover  in  civic  service,  and  as  essential  associate  in  the 
labor  force. 

Kentucky  physicians’  wives  are  truly  outstanding  as  homemakers,  as  volunteer 
community  leaders  and  as  career  women.  Among  them  are  the  immediate  past 
president  of  the  state  Federation  of  Women’s  Clubs,  the  national  first  vice- 
president  of  the  League  of  Women  Voters,  a Republican  national  committee- 
woman,  a television  personality,  a state  mother-of-the-year,  a nationally  known 
author-journalist,  the  founder  of  an  international  aid  organization,  the  head  of  a 
metropolitan  home  nursing  service,  a state  P.T.A.  leader,  voluntary  health  agen- 
cy workers,  numerous  churchwomen,  and  many  business  and  professional 
women — just  to  mention  a few  which  come  quickly  to  mind  because  of  their  cur- 
rent prominence.  Certainly  our  doctors’  wives  are  making  contributions  to  our  so- 
ciety which  are  the  equal  of  any  like  sized  group  of  women  in  the  state. 

We  are  not  only  equal,  but  also  different.  This  distinctive  difference  stems 
from  our  good  fortune  to  serve  the  medical  profession,  and  thereby  to  share  a 
small  reflection  of  the  honor  of  its  noble  mission.  It  is  the  opportunity  which 
is  cherished  by  each  of  us  as  physicians’  wives — prominent  and  unheralded  alike. 

Your  state  auxiliary  is  in  its  forty-sixth  year  of  service  to  KMA,  by  par- 
ticipation in  support  of  activities  it  endorses,  and  by  cultivating  friendly  rela- 
tions among  physicians’  families.  All  WA-KMA  functions  and  those  of  the  29 
organized  county  auxiliaries  are  directed  at  strengthening  the  medical  profession. 

I trust  you  will  continue  to  call  upon  us  for  support  wherever  “the  woman’s 
touch”  seems  indicated.  We  shall  strive  to  continue  proud  service  deserving  of 
the  distinct  “medical  auxiliary”  accolade. 

Mrs.  William  H.  McBeath,  President 
Woman's  Auxiliary  to  the  KMA 

* This  is  the  first  in  a series  of  articles  written  at  the  request  of  KMA  President  Henry  B. 
Asman,  M.D. 


"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 
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Summation: 

In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  Robinul  Forte  (glycopyrrolate) 
is  indicated  for  other  G-l  conditions  that  may 
benefit  from  anticholinergic  therapy.  Robinul-PH 
Forte  (glycopyrrolate  2 mg.  with  phenobarbital) 
is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  blad- 
der neck  obstruction,  pyloric  obstruction,  stenosis 
with  significant  gastric  retention,  prostatic 
hypertrophy,  duodenal  obstruction,  cardiospasm 
(megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity 
to  phenobarbital. 

Precautions:  Administer  with  caution  in  the 
pretence  of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash. 

Dosage:  Should  be  adjusted  according  to  indi- 
vidual patient  response.  Average  and  maximum 
recommended  dose  is  1 tablet  three  times  a day: 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See 
product  literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.):  Robinul 
Forte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
pyrrolate I mg.)  with  phenobarbital  16.2  mg. 
(Warning:  may  be  habit  forming):  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  may  be  habit  forming),  in 
bottles  of  100  and  500  tablets.  A.  H.  Robins 
Company,  Richmond,  Va.  23220. 


AHDOBINS 


In  peptic  ulcer  therapy,  wont  you 
rive  Robinul  Forte  a FairTrial? 

(glycopyrrolate) 


Six  years  ago  the  A.  H.  Robins 
Company  introduced  glycopyrro- 
late, a unique  anticholinergic  agent 
described  in  the  prescribing  litera- 
te as  more  closely  approaching  the 
ideal  compound  for  controlling 
* gastric  hyperacidity  and  hyper- 
Imotility  of  the  G-I  tract.  Although 
glycopyrrolate  (Robinul  Forte) 
md  good  acceptance  among  numerous  physicians, 
iny  others  just  didn’t  seem  to  want  to  give  it  a try, 
)bably  because  the  anticholinergic  they  were  al- 
dy  using  was  giving  acceptable  results, 
jwever,  we  believe  you’ll  agree  there’s  always 
>m  for  a better  anticholinergic.  This  is  why  we’re 
ring  you  to  give  Robinul  Forte  a fair  trial.  Robinul 
rte  exerts  a highly  specific  antisecretory  action  and 
irked  inhibitory  effect  on  intestinal  tone.  We’re  con- 
iced  you’ll  agree  that  this  is  indeed  an  outstanding 
Jg  when  you  observe  its  outstanding  suppression  of 
:er  symptoms.  Furthermore,  it  is  unique  in  that  it 
luces  intestinal  tone,  yet  has  little  or  no  effect  on 
ristalsis.  In  addition,  the  incidence  of  the  more 
thersome  peripheral  side  effects  is  low. 

) longer  does  the  physician  have  to  look  for  extreme 
y mouth  as  the  measure  of  his  anticholinergic’s  ef- 


fectiveness. The  only  way  we  can  demonstrate  to  you 
firsthand  the  efficacy  of  glycopyrrolate  (Robinul 
Forte)  is  for  you  to  try  it  in  your  practice.  That’s 
why  we’re  asking  you  to  give  it  a Fair  Trial.  How  can 
you  give  it  a Fair 
Trial?  You  do  it  this 
way: 

First:  When  you  see 
your  very  next  ulcer 
patient,  write  him 
script  as  shown . 

Next : Wait  1 0 days 
or  until  your  patient  comes  in  for  his  next  appointment 
and  get  his  “verdict”  as  to  how  he  feels.  Examine  all 
the  evidence  and  make  your  evaluation  of  his  condition. 

Finally:  Render  your  ver- 
dict. If  it’s  “significant  im- 
provement and  marked  relief  of 
symptoms,”  then  we  believe 
you’ll  agree  that  Robinul  Forte 
has  proved  its  worth,  and  we 
rest  our  case.  If  not,  consider 
our  case  for  Robinul  Forte 
closed.  That’s  a Fair  Trial, 
Doctor,  and  it’s  all  we  ask. 


Robinul  Forte 

(glycopyrrolate,  2 mg.) 

The  summation  is  an  important 
part  of  every  case.  Y ou’ll  find  ours 
on  the  preceding  page.  Doctor. 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  17-67.  A 20-year-old,  married,  white 
primigravida  who  had  had  no  prenatal  care 
was  admitted  at  12:30  a.m.  on  September  2, 
1967,  with  light  uterine  contractions.  The  blood  pres- 
sure on  admission  was  110/70.  The  patient  began 
having  stronger  uterine  contractions  at  about  2 a.m., 
and  a vaginal  examination  was  performed.  The  cervix 
was  thinning  and  dilated  to  4 cm,  and  the  presenting 
part  was  described  as  high.  A bloody  show  was 
noted.  The  patient  received  50  mg  of  Demerol  with 
50  mg  of  Phenergan  intramuscularly.  The  mem- 
branes ruptured  spontaneously  at  2:48  a.m.,  and  the 
patient  was  observed  to  be  having  a moderate  amount 
of  vaginal  bleeding.  The  blood  pressure  was  now 
120/90.  Vaginal  examination  at  3 a.m.  showed  the 
cervix  to  be  dilated  to  7 cm,  and  the  presenting 
part  was  low.  At  3:25  a.m.  the  cervix  had  dilated 
to  8 cm.  The  patient  was  transferred  to  the  delivery 
room  and  her  physician  was  called  at  3:35  a.m. 

She  was  delivered  of  a living  male  infant  weighing 
8 pounds  2 ounces  by  low  forceps  extraction  with 
Trimar  analgesia  at  4:29  a.m.  The  placenta  was 
expressed  intact.  A perineal  tear  was  repaired.  The 
patient  was  returned  to  the  postpartum  floor  at  4:45 
a.m.  in  good  condition.  Her  blood  pressure  was 
112/84,  and  the  uterus  was  firm.  She  was  still  sleep- 
ing when  checked  at  5:10  a.m.;  the  uterus  remained 
firm,  but  she  continued  to  have  a moderate  amount 
of  bleeding.  At  6 a.m.  her  blood  pressure  was  132/90 
and  her  pulse  was  74.  The  uterus  was  massaged 
until  firm  at  6:20  a.m.,  when  the  bleeding  was 
described  as  moderate.  At  6:45  a.m.  the  bleeding 
was  brisk  once  more;  the  blood  pressure  was  now 
104/84.  An  ampule  of  Ergotrate  was  administered 
slowly  intravenously,  and  an  infusion  of  1000  cc  of 
5 per  cent  dextrose  in  water  was  started.  The  blood 
pressure  had  dropped  to  90/70,  the  uterus  was  high, 
and  excessive  vaginal  bleeding  continued.  The  uterus 
was  massaged.  The  patient  was  pale  and  unrespon- 
sive. At  8 a.m.  the  patient’s  private  physician  ordered 
her  to  be  typed  and  cross  matched  for  blood  and 
issued  a call  for  donors.  An  ampule  of  Thytuitary 
was  given  intramuscularly.  Oxygen  was  started  by 
mask  and  a Foley  catheter  was  inserted  in  the 
bladder,  and  the  patient  was  given  50  mg.  of  Demerol 
and  50  mg  of  Phenergan  for  restlessness;  500  cc  6% 
Dextran  were  added  to  the  intravenous  infusion, 
and  two  ampules  of  Adrenosen  were  given  intra- 


muscularly. The  patient  was  cold  to  touch  in  spite 
of  external  heat.  Her  pupils  were  dilated  and  she 
continued  to  bleed,  passing  large  clots  vaginally. 

At  1 1 a.m.,  one  ampule  of  Levophed  and  one 
ampule  of  vitamin  K were  added  to  the  intravenous 
fluids,  and  a second  ampule  of  Thytuitary  was  ad- 
ministered intramuscularly.  She  continued  to  pass 
clots  vaginally;  her  pulse  was  weak,  and  her  blood 
pressure  was  90/60.  At  noon  her  blood  pressure 
was  undetectable.  Her  physician  then  ordered  4 
grams  of  fibrinogen  to  be  given  as  soon  as  avail- 
able. Her  pulse  was  164  and  very  weak.  Blood  was 
finally  available  and  started  at  1:20  p.m.  Her  phy- 
sician administered  artificial  respiration;  but  she  died 
at  1:30  p.m.  There  was  no  autopsy.  From  the  in- 
formation supplied,  the  patient  was  apparently  never 
returned  to  the  delivery  room  for  re-examination  to 
determine  the  source  of  bleeding. 

The  cause  of  death  was  listed  as:  Term  pregnancy, 
labor,  delivery  with  postpartum  hemorrhage,  shock 
and  death. 

Comments 

The  Committee  classified  this  case  as  a direct 
obstetrical  death  with  preventable  factors  on  the 
part  of  the  physician.  Hemorrhage  continues  to  be 
one  of  the  principal  causes  of  maternal  death,  and 
on  its  recognition  and  prompt  treatment  depends  the 
life  of  the  patient  who  develops  it.  Although  the 
protocol  suggests  that  the  hemorrhage  was  probably 
secondary  to  uterine  inertia,  no  direct  examination 
was  performed  to  rule  out  a tear  as  the  source  of 
the  bleeding;  such  an  examination  should  be  under- 
taken as  a preliminary  measure  in  all  cases  of  post- 
partum hemorrhage.  Unfortunately  for  this  patient, 
blood  was  not  immediately  available  for  transfusion, 
and  this  circumstance  almost  certainly  decided  the 
outcome.  There  appeared  to  be  no  rationale  for  or- 
dering fibrinogen  in  this  patient  since  there  was  no 
evidence  of  a clotting  defect.  It  has  been  truly  stated 
that  the  prognosis  of  a severely  bleeding  postpartum 
patient  depends  in  large  degree  upon  what  is  done 
within  the  first  15  minutes  after  the  onset  of  signifi- 
cant blood  loss.  All  physicians  responsible  for  the 
management  of  obstetric  patients  must  be  completely 
familiar  with  the  treatment  of  acute  hemorrhagic 
emergencies  if  deaths  from  this  cause  are  to  be  pre- 
vented. 
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her  grandmother  who 


has  lapses  of  memory 
. . . is  forgetful" 

is  careless  in  personal  habits 
. . . has  lost  interest" 

sometimes  gets  dizzy"  r 

is  confused  . . . sometimes 
wanders  off"  v 

gets  excited  very  easily" 
changes  night  into  day" 
has  leg  pains  and  cramps" 


Relief  of  these  symptoms  of  cerebral  and  peripheral  vascular 
insufficiency  may  be  " most  gratifying " with  a regimen  of 


PAVABID 

(papaverine  HCi  150  mg)  b.i.d. 
Prolonged  action  by  microdialysis 

LaBrecque1  on  Cerebral  Ischemia 

"Fully  realizing  the  handicap  of  attempting 
to  evaluate  subjective  responses,  it  was 
definitely  concluded  that  papaverine 
hydrochloride  (Pavabid)  proved  a valuable 
aid  in  the  treatment  of  the  mentally  confused 
geriatric  patient." 

Dunlop2  on  Cerebral  Ischemia 

"Even  in  patients  in  whom  the  cause  of 
symptoms  is  in  doubt,  papaverine  (Pavabid) 
merits  consideration  as  a therapeutic  trial. 

The  occasional  favorable  response  in  such 
instances  is  most  gratifying." 

Stern345  on  Peripheral  Ischemia 

Substantial  relief  of  the  symptoms  typical  of 
peripheral  vascular  disease  was  demonstrated 
in  three  double-blind,  crossover  studies 
covering  80  patients.  A total  of  73  patients 
reported  mild,  good  and  excellent 
symptom  relief. 

Dunlop2  sums  it  up— 

"With  the  return  of  memory  function  there  was 
often  noted  an  improvement  in  energy,  ambition 
and  desire  to  return  to  a productive  life." 

Aren't  these  the  therapeutic 
results  most  desired  in  the 
ischemic  geriatric  patient? 

Give  Pavabid  Time—  LaBrecque 
suggests  two  to  three  months. 

A Secure  Regimen— with  Pavabid  you 
can  concern  yourself  with  results, 
not  side  effects. 

1.  LaBrecque,  D.  C. : Papaverine  Hydrochloride 
as  Therapy  for  Mentally  Confused  Geriatric 
Patients,  Cur.  Ther.  Research  8 :1 06-109 
(March)  1966. 

2.  Dunlop,  E. : Chronic  Cerebral  Vascular 
Insufficiency  Treated  with  Papaverine,  J.  Am. 

Geriatrics  Soc.  (Accepted  for  publication.) 

3.  Stern,  F.  H. : Papaverine  in  the  treatment  of 
Peripheral  Vascular  Disease.  J.  Am.  Geriatrics 
Soc.  75:815  (Sept.)  1965. 

4.  Stern,  F.  H.:  Leg  Cramps  in  Geriatric  Diabetics 
with  Peripheral  Vascular  Ischemia  : Treatment, 

J.  Am.  Geriatrics  Soc.  75 :609  (June)  1 966. 

5.  Stern,  F.  H.:  Further  Evaluation  of  Papaverine 

for  Peripheral  Vascular  Ischemia,  J.  Am.  Geriatrics 
Soc.  75:386-393,  1967. 


Pavabid®  Plateau  CAPS-  (Papaverine  HCI,  1 50  mg) 
Each  capsule  contains  papaverine  hydrochloride, 
USP,  150  mg  in  a special  base  for  prolonged  thera- 
peutic effect.  Class  M narcotic. 

Indications:  For  the  relief  of  cerebral  and  periph- 
eral ischemia  associated  with  arterial  spasm  and 
myocardial  ischemia  complicated  by  arrhythmias. 

Dosage:  One  capsule  every  12  hours.  In  difficult 
cases,  administration  may  be  increased  to  one  capsule 
every  8 hours,  or  two  capsules  every  1 2 hours. 

Precaution:  Use  with  caution  in  patients  with 
glaucoma. 

Side  Effects:  Infrequently  reported  side  effects 
of  papaverine  include  nausea,  abdominal  distress, 
anorexia,  constipation,  malaise,  drowsiness,  vertigo, 
sweating  and  headache. 


M MARION  LABORATORIES.  INC. 
Kansas  City,  Missouri  64137 


Of  the  more  than  100  different  types  of  cancer,  colon 
and  rectal  cancers  are  unique  for  two  compelling 
reasons: 


High 

incidence: 

Annual  new  cases  number  about 

73,000.  Deaths  now  total  46,000 

a year. 

High 

Early  diagnosis  and  prompt 

curability 

treatment  could  save  almost  75%. 

potential: 

Survival  rate  is  now  only  44%. 

How  to  close  the  critical  gap  between  possible  and 
actual  survivals? 

The  “procto”  can  today  help  save  more  lives  from 
cancer  than  any  other  step  in  the  checkup.  Which  is 
why,  in  our  constant  emphasis  on  the  importance  of 
annual  checkups,  we  urge  the  inclusion  of  a “procto" 
...and  make  available  films  and  other  pertinent 
materials  for  the  layman  and  the  physician.  We  are 
closing  the  “communications"  gap. 

Joint  action  by  people  and  their  doctors  can  help 
close  the  “action"  gap  to  reach  a cure  rate  of  almost 
75%  for  colon  and  rectal  cancer. 


American  Cancer 


Society  y® 


ANSWERS  TO  YOUR  QUESTIONS  ABOUT  BLUE  SHIELD 


Q.  Please  define  a medical  endorsement  (rider). 

A.  A medical  endorsement  is  an  addition  to  the  basic  Blue  Shield  Certificate  of  Membership 
which  provides  benefits  to  a physician  for  the  in-hospital  care  of  a patient  for  the  medical 
treatment  of  an  illness  or  injury.  The  reduction  of  fractures  and/or  surgical  services  would 
not  be  covered  under  these  endorsements;  however,  there  would  be  an  allowance  for  these 
procedures  under  the  basic  Blue  Shield  coverage. 


Q.  Do  all  Blue  Shield  subscribers  have  a medical  endorsement? 

A.  Every  level  of  Blue  Shield  benefits  offered  to  the  public  includes  coverage  for  in-hospital 
care,  and  a great  percentage  of  Blue  Shield  subscribers  have  one  of  these  medical  endorse- 
ments. Since  Blue  Shield,  however,  is  a voluntary  organization,  there  is  a small  percentage 
of  Blue  Shield  subscribers  who  have  chosen  not  to  carry  medical  endorsement  coverage. 


Q.  How  do  I determine  on  a Blue  Cross  and  Blue  Shield  I.D.  card  if  my  patient  has  a medical 
endorsement? 

A.  This  determination  can  be  made  using  the  last  two  digits  of  the  Blue  Shield  Coverage  Code. 
Each  endorsement  (not  only  medical  endorsements  but  also  anesthesia,  x-ray,  lab,  radiation 
therapy  and  others)  is  identified  by  number  and  explained  in  the  Blue  Shield  Participating 
Physicians’  Manual  beginning  on  page  XIII. 


Q.  Under  the  medical  endorsement  is  there  a plan  that  starts  providing  benefits  for  in-hospital 
medical  care  prior  to  the  third  or  fourth  day  of  the  hospital  confinement? 

A.  Approximately  75%  of  all  Blue  Shield  subscribers  have  coverage  for  in-hospital  care  begin- 
ning prior  to  the  fourth  day  of  hospitalization.  Only  25%  have  Standard  Blue  Shield  with 
the  fourth  day  medical  endorsement.  As  recently  as  1967  the  number  of  Blue  Shield  sub- 
scribers having  Standard  Blue  Shield  was  as  high  as  45% , and  it  has  been  largely  due  to  the 
efforts  of  our  enrollment  staff  that  this  percentage  has  been  reduced  to  its  present  low.  We 
will  continue  to  make  available  higher  levels  of  benefits  and  an  increased  effort  will  be  made 
to  upgrade  the  coverage  of  those  few  subscribers  having  Standard  Blue  Shield. 


Q.  Will  the  medical  endorsement  provide  benefits  for  more  in-hospital  care  to  more  than  one 
physician  (i.e.,  my  physician  cares  for  the  patient  from  the  first  through  the  fifteenth  day 
and  another  physician  cares  for  the  patient  from  the  sixteenth  through  the  thirtieth  day  of 
hospitalization)? 

A.  Yes.  Each  physician  should  file  for  that  time  in  which  he  actually  treated  the  patient.  Medical 
endorsements  will  not  provide  benefits  to  two  physicians  for  concurrent  in-hospital  medical 
care. 


17 


'wra 


Geigy 


Regroton  produces  a smooth,  long-acting  effect  that 
usually  reduces  both  systolic  and  diastolic  pressures. 
At  the  same  time  it  often  acts  to  allay  anxiety  and 
nervous  tension  associated  with  hypertension. 


chlorthalidone  50  mg. 
reserpine  0.25  mg. 


One  Regroton  tablet  a day  usually  helps 
you  and  your  patient  bring  high  blood  pressure 


Although  Regroton  is  generally  well  tolerated,  adverse  reactions 
may  occur.  This  drug  is  contraindicated  in  mental  depression, 
demonstrated  hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases.  For  a complete  list  of  side  effects,  please  see  the 
Prescribing  Information  summarized  on  the  following  page. 


Regroton* 

chlorthalidone  50  mg. 
reserpine  0.25  mg. 


One  Regroton  tablet  a day 
usually  helps  you  and  your  patient 
bring  high  blood  pressure  down 
and  keep  it  down. 


Indications:  Hypertension.  Contraindications: 

History  of  mental  depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or  hepatic 
diseases.  Warning:  With  the  administration  of 
enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary 
supplementation  is  not  practical,  the  possibility 
of  small-bowel  lesions  (obstruction,  hemor- 
rhage, and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been 
required  and  deaths  have  occurred.  Discontinue 
coated  potassium-containing  formulations  im- 
mediately if  abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  ther- 
apy, and  if  depression  or  peptic  ulcer  occurs. 
Use  in  pregnancy:  Because  chlorthalidone  may 
cross  the  placental  barrier  and  appear  in  cord 
blood  and  thiazides  may  appear  in  breast  milk, 
this  drug  should  be  used  with  care  in  pregnant 
patients  and  nursing  mothers.  When  used  in 
women  of  childbearing  age,  the  potential  bene- 
fits of  the  drug  should  be  weighed  against  the 
possible  hazards  to  the  fetus.  Use  of  chlorthali- 
done may  result  in  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse 
reactions  which  have  occurred  in  the  adult.  In- 
creased respiratory  secretions,  nasal  conges- 
tion, cyanosis  and  anorexia  may  occur  in  infants 
born  to  reserpine-treated  mothers.  Precautions: 
Antihypertensive  therapy  with  this  drug  should 
always  be  initiated  cautiously  in  postsympathec- 
tomy patients  and  in  patients  receiving  gangli- 
onic blocking  agents,  other  potent  antihyperten- 
sive drugs,  or  curare.  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  at  least 
one-half.  To  avoid  hypotension  during  surgery, 
discontinue  therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  procedures.  In  emer- 
gency surgery,  use,  if  needed,  anticholinergic 
or  adrenergic  drugs  or  other  supportive  meas- 
ures as  indicated.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic  kidney 
function  tests  are  indicated.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion 
may  occur.  If  potassium  depletion  should  occur 


during  therapy,  the  drug  should  be  discontinued 
and  potassium  supplements  given,  provided  the 
patient  does  not  have  marked  oliguria.  Take 
particular  care  in  cirrhosis  or  severe  ischemic 
heart  disease  and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Severe  salt  restric- 
tion is  not  recommended.  Use  cautiously  in 
patients  with  ulcerative  colitis  or  gallstones 
(biliary  colic  may  be  precipitated).  Bronchial 
asthma  may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is  generally  well 
tolerated.  The  most  frequent  side  effects  are 
nausea,  gastric  irritation,  vomiting,  diarrhea, 
constipation,  muscle  cramps,  headache,  dizzi- 
ness and  acute  gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety,  depression, 
bradycardia  and  ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis),  drowsiness,  dull 
sensorium,  hyperglycemia  and  glycosuria, 
hyperuricemia,  lassitude,  restlessness,  transient 
myopia,  impotence  or  dysuria,  orthostatic  hypo- 
tension which  may  be  potentiated  when  chlor- 
thalidone is  combined  with  alcohol,  barbiturates 
or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranulocytosis, 
nasal  stuffiness,  increased  gastric  secretions, 
nightmare,  purpura,  urticaria,  ecchymosis,  weak- 
ness, uveitis,  optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing  of  the  skin,  a 
reversible  paralysis  agitans-like  syndrome, 
blurred  vision,  conjunctival  injection,  increased 
susceptibility  to  colds,  dyspnea,  weight  gain, 
decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric 
pain  or  unexplained  G.l.  symptoms  develop  after 
prolonged  administration.  Jaundice,  xanthopsia, 
paresthesia,  photosensitization  and  necrotizing 
angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink, 
single-scored  tablets  in  bottles  of  100  and  1000. 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation  tfajay 

Ardsley,  New  York  10502  £ 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 


JANUARY 

15  Methodist  Evangelical  Hospital,  Fourth  An- 
nual Postgraduate  Day  Symposium,  “Clini- 
cal Disturbances  in  Electrolyte  and  Acid 
Base  Metabolism,”  Louisville 


FEBRUARY 

8 Fifth  Oral  Cancer  Symposium,  University 

of  Louisville,  Rankin  Amphitheatre,  Gen- 
eral Hosital,  Louisville 

24-26  Kentucky  Chapter,  American  College  of 
Surgeons  Sectional  Meeting,  Brown  Hotel, 
Louisville 


MARCH 

26-27  KMA  INTERIM  MEETING,  “The  Chal- 
lenge We  Face  in  1969,”  Continental  Inn, 
Lexington 


APRIL 

29-May  2 “Current  Concepts  in  Bone  and  Joint  Dis- 
ease,” Symposium,  University  of  Kentucky 
Medical  Center,  Lexington 


IN  SURROUNDING  STATES 


JANUARY 

15-16  Cleveland  Clinic  Educational  Foundation 

Postgraduate  Course,  “Surgical  Problems  of 
the  Liver,  Biliary  System,  Pancreas  and 
Spleen,”  Cleveland,  Ohio 

20-21  Cleveland  Clinic  Educational  Foundation 

Postgraduate  Course,  “Cardiovascular  and 
Renal  Clinical  Pharmacology,”  Cleveland, 
Ohio 

20-Feb.  28  Six-Week  Seminar,  “Educational  Science 
for  Medical  Teachers,”  Division  of  Regional 
Medical  Programs.  Dept,  of  HEW,  Univer- 
sity of  Illinois  College  of  Medicine,  Chicago, 


22  University  of  Cincinnati  College  of  Medicine 
Symposium.  “Man  and  the  Value  of  Life,” 
Cincinnati,  Ohio 


22-24  Lakeland  Graduate  Medical  Assembly, 
“Frontiers  of  Medicine  1969,”  Cypress 
Gardens  Sheraton  Motor  Inn,  Cypress 
Gardens,  Fla. 

FEBRUARY 

5-6  Postgraduate  Continuation  Course,  “Gen- 

eral Practice,”  Cleveland  Clinic  Educa- 
tional Foundation,  Cleveland,  Ohio 

12- 13  Postgraduate  Continuation  Course,  “Con- 

troversies in  Angiography,”  Cleveland 
Clinic  Educational  Foundation,  Cleve- 
land, Ohio 

MARCH 

13- 15  American  Electroencephalographic  So- 

ciety Course  in  “Current  Problems  in 
Electroencephalography:  Advances  To- 
ward Their  Solution,”  Houston,  Texas 

19  “Man  and  His  Urban  Environment”  Col- 

loquium, Losantiville  Room,  University  of 
Cincinnati  Tangeman  Center,  Cincinnati, 
Ohio 

21-22  Twenty-second  National  Conference  on 

Rural  Health,  American  Medical  Asso- 
ciation, Philadelphia  Marriott  Motor 
Hotel,  Philadelphia,  Pa. 

25-28  Center  for  the  Study  of  Medical  Educa- 

tion Workshop,  “Instructional  Skills  for 
the  Medical  Teacher”.  University  of  Illi- 
nois College  of  Medicine,  Chicago,  111. 

28-29  Third  National  Congress  on  “The  Socio- 

Economics  of  Health  Care,”  American 
Medical  Association,  Palmer  House, 
Chicago,  111. 


TWO  INTERNISTS— Board  Eligible 
or  Certified,  wanted  by  multi-spe- 
cialty group  in  Central  Texas  As- 
sociated with  100-bed  hospital;  $20- 
$24,000  annual  salary;  early  partner- 
ship; no  investment.  Write  G.  H. 
Wahle,  Jr.,  M.  D.  King’s  Daughters 
Clinic,  Temple,  Texas,  or  call  collect 
817  778-5501. 


itucky  Medical  Association 


January  1969 


21 


PUBLIC  HEALTH  PAGE 


Infectious  Syphilis  Outbreak  in  Kentucky 


Russell  E.  Teague,  M.D.,  M.P.H. 


Commissioner  of  Health 


Commonwealth  of  Kentucky 


IT  IS  important  that  cooperation  exist  between 
practicing  physicians  and  health  departments  in  the 
control  and  eradication  of  syphilis.  There  are  many 
specific  examples  of  how  this  cooperation  can  result 
in  effectively  reducing  the  incidence  of  syphilis; 
however,  the  most  significant  result  occurs  when 
prompt  reporting  of  an  infectious  case  leads  to  the 
diagnosis  and  treatment  of  additional  infectious  cases. 

Depicted  and  described  below  is  an  outbreak  of 
infectious  syphilis  that  has  recently  been  investigated 
in  Southwestern  Kentucky.  Thanks  to  a private 
physician  who  diagnosed  a case  of  primary  syphilis 
and  promptly  reported  the  case  to  the  health  depart- 
ment, trained  field  epidemiologists  were  able  to  bring 
1 1 additional  infectious  or  recently  infectious  cases 
to  medical  examinations  and  treatment. 

A total  of  50  persons  were  involved  in  this  out- 
break and  their  ages  range  from  14-28.  Only  in- 
fected persons  are  shown  on  the  chart. 

Patient  A:  Initial  case,  primary  syphilis,  diagnosed 
and  reported  by  a private  physician.  This  19-year- 
old  female  named  one  sex  contact — Patient  B. 

Patient  D:  Diagnosed  secondary.  Contracted  her 
infection  from  Patient  B.  She  is  a housewife,  ex- 
pecting her  third  child. 

Patient  E:  Diagnosed  secondary.  Was  not  named 
as  sex  contact,  but  brought  to  examination  because 
of  an  alert  local  health  department  nurse  who 
recognized  signs  and  symptoms. 

Patient  F:  Diagnosed  primary.  Husband  of  Patient 
D.  Also  spread  from  Patient  D.  This  21-year-old 
male  was  very  active  sexually.  Provided  additional 
information  on  other  persons  involved. 

Patient  G:  Diagnosed  secondary.  Was  not  named 
as  sex  contact  but  as  a friend  of  a named  sex 
contact.  She  lived  at  home  with  her  parents.  She 
named  six  sex  partners,  two  of  whom  were  infected. 

Patient  H:  Diagnosed  secondary.  This  19-year-old 
female  had  two  illegitimate  children.  She  named 
nine  sex  partners  involving  four  counties  in  Ken- 
tucky and  three  different  states. 

t This  article  was  prepared  by  The  Office  of  the 
Venereal  Disease  Program,  Division  of  Epidemiol- 
ogy, Kentucky  State  Health  Department,  275  East 
Main  Street,  Frankfort,  Kentucky 


■J 


Patient  /;  Diagnosed  primary.  Not  named  as  sex 
contact  but  found  at  home  of  Patient  J. 

Patient  J:  Diagnosed  primary.  This  20-year-old 
male  was  diagnosed  as  having  primary  syphilis  by 
a private  physician  in  April  1968  but  not  reported. 
Consequently,  he  became  reinfected  in  August  1968. 
Results:  source  of  five  needless  infections. 

Patient  K:  Diagnosed  early  latent.  Was  located 

and  examined  in  Florida.  He  named  nine  sex  part- 
ners in  Florida,  Tennessee  and  Kentucky. 

Patient  L:  Diagnosed  secondary.  Very  promiscuous, 
with  both  heterosexual  and  homosexual  sex  contacts. 
He  was  named  as  a sex  contact  in  May  1968,  was 


22 


January  1969  • The  Journal  of  t 


examined  but  not  prophylactically  treated.  Results: 
Two  unnecessary  infections. 

Patient  M:  Diagnosed  early  latent  syphilis.  Based 
on  incomplete  epidemiological  information,  this 
patient,  who  was  located  and  treated  in  Tennessee, 
is  believed  to  be  the  probable  source  of  the  infec- 
tions that  occurred  in  Kentucky. 

Patient  N:  Diagnosed  primary  syphilis  by  a Ken- 
tucky physician  but  was  treated  in  Tennessee.  This 
18-year-old  female,  who  attends  high  school,  was  a 
spread  case  from  Patient  K.  She  named  three  sex 
contacts  in  three  different  states. 

While  the  above  outbreak  is  small  in  comparison 
to  others  that  have  occurred  in  the  state,  it  is  pre- 
sented on  this  page  because  it  adequately  demon- 
strates the  need  for  constant  statewide  syphilis 
surveillance.  It  also  points  out  the  urgent  need  for 
prompt  case  reporting  by  private  physicians,  alert 
local  health  department  personnel,  confidential 
epidemiologic  follow-up,  and  the  administration  of 
epidemiologic  treatment  to  sex  contacts  found  to  be 
clinically  and  serologically  negative. 

The  Venereal  Disease  Program  of  the  Kentucky 
Department  of  Health  is  staffed  with  skilled  field 
epidemiologists  who  are  thoroughly  trained  and 
experienced  in  syphilis  epidemiological  procedures 
as  well  as  darkfield  microscopy  techniques.  Physi- 
cians can  utilize  these  services  by  contacting  their 
local  health  department  or  the  State  Department  of 
Health.  The  eradication  of  syphilis  as  a public  health 
problem  will  depend  on  a cooperative  effort  between 
public  and  private  medicine. 
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Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 


Cotta  make  a 
pit  stop  to  take 
my  cough  syrup, 


Cough  Calmers 


Each  Cough  Calmer'”  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM®:  Glyceryl  guaiaco. 
late,  50  mg.  Dextromethorphan  hydrobromide,  7.5  mg. 
A.  H Robins  Company,  Richmond,  Virginia  23220 
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Medical  Economics  says: 

t/ 

GENERAL  LEASING’S  I'LAN  IS 

"The  Winning  Way” 

TO  LEASE  A EAR! 

SEE  ARTICLE,  JUNE.  1968  ISSUE, 

BY  CHARLES  WALTER,  MIDWEST  EDITOR 


GENERAL 

LEASING 

is  grateful  for  this  tribute  to  its  “Doctor's 
Lease  Plan.”  Thank  you.  Doctors,  for  your 
participation  in  the  plan  which  is  so  formably 
commented  on  by  Editor  Charles  Walter 
in  “Medical  Economies.” 


LEASE 

Any  Make  or  Model 

NEW  1969  CAR 

LEASE 

Medical  or  Surgical 

EQUIPMENT 

★ Leasing  better  than 

k A plan  for  young  doc- 

buying 

tors 

★ No  capital  investment 

k Medical  and  Surgical 

k Dependable  car  at  all 

equipment 

times 

k Complete  office  fur- 

* Certain  tax  advan- 

nishings 

tages 

k Enlarging  facilities 

* Call  us  for  particulars 

k Call  us  for  full  details 

PHONES:  897-1641-895-2451 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 
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See  next  page  for  prescribing  info 


You’ve  made  it  one 
pecifics  in  acute  otitis 

DECLOMYCIN’ 


You’ve  made  it 
one  of  your  specific 
in  acute  otitis  medi< 

DECLOMYCIN  acts  against  many  strains  of 
H.  influenzae,  pneumococci  and  streptococci,  til 
most  common  invaders.  In  otitis  media,  where  il 
is  difficult  to  isolate  the  causative  organism,  thi 
coverage  may  be  important.  However,  some  stra 
may  be  resistant  and  other  pathogens  can  be 
involved. 

You’ve  found  the  high  serum  levels  of 
DECLOMYCIN  important,  too.  Its  prolonged  acti 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system -ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enteroco: 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes;  a 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensiti' 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-  rise  in  B 
apparently  dose-related.  Transient  increase  in  urinary  output,  so 
times  accompanied  by  thirst  (rare).  Hypersensitivity  reactions-t 
caria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental  staining  I 
low-brown)  in  children  of  mothers  giventhisdrugduringthe  latter 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  f 
od,  infancy  and  early  childhood.  Enamel  hypoplasia  has  been  see 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  disconti 
medication  and  institute  appropriate  therapy.  Demethylchlorte 
cycline  may  form  a stable  calcium  complex  in  any  bone-formingtis 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  She  j 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorptio 
impaired  by  the  concomitant  administration  of  high  calcium  coni 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptoco< 
infections  should  continue  for  10  days,  even  though  symptoms  h 
subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  i 
mg,  150  mg  and  75  mg  of  demethylchlorte 
cycline  HCI. 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


heavenly  relief 
for  unearthly  cough 


ABTB 


Benylin 

EXPECTORANT 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


“The  inconvenience  of  a cold” 


:old  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

inusitis  deterrent,  NTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied.  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  jj//nfhrof 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 
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The  two-stage 
power  of  the 
pink  pill  for 
U.R.I.  symptoms 
is  nothing  to  be 
sneezed  at. 


e immediate  and  continuous-release 
tions  built  into  each  Novahistine 
tglet  can  give  most  of  your  patients 
)mpt  and  long-lasting  relief  from 
nptoms  of  upper  respiratory  infection, 
'.luding  fever,  aches  and  pains. 

>t  only  does  Novahistine  Singlet 
bvide  a vasoconstrictor-antihistamine 
mulation  to  reduce  congestion  and 
Ip  restore  normal  ciliary  activity;  it 
o contains  an  antipyretic-analgesic 
mpound  to  relieve  the  fever,  aches 
d pains  that  so  frequently  accom- 


pany upper  respiratory  infections. 

A total  daily  dosage  of  3 or  4 tablets 
will  normally  provide  the  continuous 
relief  your  patient  expects.  Use  with 
caution  in  patients  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness 
may  result. 

Pitman-Moore  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Novahistine 

decongestant- 

analgesic 

(Each  tablet  contains:  phenylephrine  hydrochloride. 

40  mg.;  chlorpheniramine  maleate,  8 mg.; 
acetaminophen,  500  mg.) 


It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


i / *»■ 

V-Cillin  K , Pediatric  dependable  oral  penicillin  therapy 


Potassium  Phenoxymethyl  Penicillin 

Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful).  [042567*] 

900,34  Additional  information  available 

to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Present  trends  in  tuberculosis  manage- 
ment and  control  are  discussed  and  a 
tuberculosis  program  outlined.  Most  cases 
in  Kentucky  are  first  reported  in  moder- 
ate or  far  advanced  disease,  pointing  to 
need  for  a wider  application  of  available 
tools. 
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THE  eradication  of  tuberculosis  has  been 
predicted  on  many  occasions  in  the  past, 
and  yet  this  disease  today  is  still  very 
prevalent  in  many  parts  of  the  world  and  in 
certain  areas  of  the  U.  S.1-2  In  the  real  sense 
of  the  word,  eradication  in  any  part  of  the 
world  is  probably  a myth  more  than  reality, 
at  least  for  the  foreseeable  future.  Much  has 
been  achieved  in  the  treatment  and  control  of 
tuberculosis  in  this  country  and  throughout 
the  world;  much  remains  to  be  done.3  4 Even 
in  these  United  States  complete  control  is  some- 
thing one  looks  forward  to  in  the  future. 

At  the  local  level,  Kentucky  occupies  the 
second  highest  position  as  regards  case  rate, 
and  the  case  rate  for  1966  was  still  about  the 
same  as  for  1959  (40  per  100,000).  This,  as 
in  the  case  of  other  states,  is  substantially  high- 
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er  than  the  national  average.  Therefore  some 
states  have  more  of  a problem  to  cope  with 
than  others;  within  individual  states  there  are 
pockets  of  remarkable  persistence  of  this  “an- 
cient disease”.  Similarly  different  countries  face 
different  problems  regarding  tuberculosis,  the 
more  underdeveloped  nations  of  Asia,  South 
America,  etc.,  still  dealing  with  an  enormous 
tuberculosis  morbidity  and  mortality.  By  and 
large,  a major  tuberculosis  incidence  in  any 
part  of  the  world  is  one  that  should  interest 
all  medical  agencies. 

Changing  Times 

We  have  the  means  to  achieve  a marked 
improvement  in  this  situation  if  the  tools  we 
already  possess  are  applied  wisely.  Tubercu- 
losis has  reached  a phase  where  the  overall 
hospital  program  is  gradually  playing  a smaller 
role,  with  greater  emphasis  being  placed  on 
the  outpatient  clinics  and  home  environment. 
In  this  sense  then,  the  health  departments  and 
field  clinics  should  play  a major  role  in  the 
supervision  of  patients.  The  family  physician 
has  in  the  past  had  a minor  role  in  the  treat- 
ment and  control  of  tuberculosis  but  here  again 
with  changing  concepts,  the  family  physician 
should  now  play  a much  larger  and  increasing- 
ly important  role.  The  proper  evaluation  and 
supervision  of  contacts  of  an  active  case,  regu- 
lar tuberculin  testing  as  a part  of  office  prac- 
tice, chemoprophylaxis  — these  are  areas  in 
which  the  general  practitioner  could  participate 
and  thus  help  the  overall  program  of  tuber- 
culosis control5.  The  chest  clinics  could  be  de- 
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veloped  as  regional  centers  for  the  supervision 
of  out-patient  treatment,  follow-up  care  and 
diagnostic  services  in  full  cooperation  with  lo- 
cal health  departments  and  medical  societies. 
Proper  coordination  is  of  utmost  importance. 

Tuberculosis  Control  Program 

This  subject  is  approached  from  different 
angles  in  different  areas,  influenced  mainly  by 
local  factors.  An  adequate  program  would  in- 
clude most  or  all  of  the  following: 

1.  Permanent  out-patient  follow-up  of  all 
known  cases.  Not  uncommonly  patients  have 
been  dismissed  from  clinics  after  a number  of 
years.  This  practice  is  not  recommended  be- 
cause it  at  times  gives  rise  to  a degree  of  com- 
placency in  patients  who  then  fail  to  report 
an  early  change  in  symptoms  and  thus  fail  to 
detect  a possible  early  breakdown  in  their  dis- 
ease. A follow-up  evaluation  should  therefore 
be  maintained  for  the  rest  of  the  patient’s  life. 
This  would  imply  an  increase  in  home  visits  by 
nurses,  writing  to  patients  when  they  fail  to 
keep  a clinic  appointment,  or  the  transfer  of 
records  to  health  departments  whenever  pa- 
tients change  their  residence.  Here  again, 
close  cooperation  with  family  physicians  is  es- 
sential. 

2.  Adequate  and  appropriate  treatment  of 
all  active  cases.  This  implies  a sufficient  com- 
bination of  drugs  in  the  proper  dosage,  espe- 
cially the  selection  of  drugs  to  which  the 
bacilli  are  susceptible,  and  which  the  patient 
tolerates  well.6-7 

3.  Examination  of  all  contacts.  This  should 
include  household  members  as  well  as  other 
periodic  visitors  to  the  household  such  as  rela- 
tives. Other  contacts  such  as  people  in  connec- 
tion wtih  one’s  occupation,  school  bus  drivers, 
baby  sitters,  food  handlers,  etc.  would  be  in- 
cluded. Here  adequate  follow-up  is  also  indi- 
cated. 

4.  Regular  skin  testing  in  schools.  This  is  an 
effort  that  should  be  aimed  at  the  entire  school 
population,  including  teachers  and  employees, 
and  should  ideally  be  carried  out  at  least  every 
other  year.  Appropriate  permanent  records 
should  be  kept  such  as  number  of  positive  re- 
actors and  number  of  skin  test  converters, 
classified  by  grade,  by  school  and  by  county. 
Thus  a reasonable  estimate  of  the  size  of  the 


problem  can  be  available  at  each  survey.  All 
doubtful  reactions  should  be  repeated,  great 
care  being  taken  regarding  technique. 

5.  Increasing  scope  of  chemoprophylaxis. 
Groups  of  positive  reactors  in  the  school  popu- 
lation, if  there  is  no  evidence  of  clinical  disease, 
will  be  considered  for  prophylactic  treatment.8 
The  drug  presently  used  is  Isoniazid  usually  in 
a dosage  of  300  mg.  per  day  while  the  chil- 
dren maintain  their  normal  activities.  It  is  usual- 
ly given  for  a period  of  one  - two  years.  All 
those  with  a skin  reaction  of  15  to  20  mm.  in- 
duration or  over  should  be  considered  for 
chemoprophylaxis;  also  those  with  a positive 
reaction  of  less  than  15  mm.  and  with  a strong 
family  history  of  tuberculosis  or  a close  contact 
history;  those  recently  converted  to  positive 
within  a period  of  six  to  twelve  months.  Some 
will  also  include  those  children  with  a nega- 
tive tuberculin  reaction  in  a household  with 
an  active  case  of  tuberculosis.  This  is  some- 
what debatable  because  in  certain  areas  others 
might  prefer  to  use  BCG  vaccination  on  an 
individualized  basis;  in  most  cases,  however, 
such  children  are  supervised  with  repeated  tu- 
berculin testing  and  the  active  cases  treated. 
Chemoprophylaxis  is  also  indicated  in  old 
treated  cases  of  tuberculosis  who  may  have 
complicating  diabetes  that  is  unstable,  inactive 
cases  of  tuberculosis  during  pregnancy,  or  those 
who  require  corticosteriods.  Patients  who  have 
abnormal  x-ray  findings  apparently  healed,  but 
who  never  had  a positive  diagnosis  or  specific 
treatment  and  where  previous  tuberculosis  is 
a likely  diagnosis  could  be  considered  for 
preventative  measures  using  single  or  combined 
drug  regimens.  All  patients  who  need  pro- 
longed corticosteroid  treatment  and  whose  tu- 
berculin reaction  is  positive  should  also  be 
placed  on  Isoniazid.  Other  groups  would  be 
those  with  anthracosilicosis  and  a positive  tu- 
berculin reaction,  and  patients  who  have  sur- 
gery for  peptic  ulcer.  Other  clinical  entities 
may  come  under  the  realm  of  chemopro- 
phylaxis as  we  learn  of  the  benefits  of  such  a 
program. 

6.  A re-evaluation  of  BCG  for  highly  se- 
lected groups.  In  many  parts  of  the  world 
BCG  is  used  as  a major  part  of  tuberculosis 
control.  In  this  country  there  is  general  agree- 
ment that  mass  BCG  vaccination  should  have 
no  consideration,  but  some  feel  that  it  could 
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still  be  indicated  for  properly  selected  small 
groups  in  areas  where  tuberculosis  remains 
highly  prevalent,  in  selected  households,  for 
groups  of  personnel  with  a high  degree  of  ex- 
posure to  tuberculosis,  and  for  those  going 
overseas  in  a high  prevalence  area.  Under  such 
conditions  BCG  might  possibly  still  play  a use- 
ful role  together  with  chemoprophylaxis  and 
other  measures  to  insure  better  tuberculosis 
control. 

The  Problem  in  Kentucky 

Much  remains  to  be  done  in  Kentucky.  The 
state  at  present  ranks  second  highest  in  the 
nation  as  regards  case  rate.  Both  the  case  and 
death  rates  are  above  the  national  average 
although  in  the  past  several  years  the  trend 
has  been  downward.  (Figure  1)  There  are 
undoubtedly  many  problems  in  Kentucky  but 
probably  this  situation  in  tuberculosis  is  re- 
lated to  socioeconomics.  The  lack  of  a unified 
medical  agency  that  is  responsible  for  an  ef- 
fective program  also  plays  a role  and  the  re- 
cruiting of  adequately  trained  professional 
personnel  has  usually  been  difficult.  The  fami- 
ly physician,  too,  may  have  much  to  contrib- 
ute towards  the  alleviation  of  the  tuberculosis 
problem  in  this  state. 

At  present  over  50%  of  newly  diagnosed 
cases  of  tuberculosis  are  seen  already  in  a 
moderate  or  far  advanced  stage  of  the  disease; 
some  of  these  are  admitted  in  a critical  status. 
This  would  indicate  that  there  is  an  education 
gap  or  a neglect  of  symptomatology  to  such  an 
extent  that  these  people  may  be  ill  many 
months  before  actually  receiving  a diagnosis. 
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FIGURE  2B 


FIGURE  2A  shows  the  extremely  poor  nutritional  status  of 
the  patient  on  admission  on  3-21-68.  The  extensive 
bilateral  cavitary  tuberculosis  on  his  chest  x-ray  is  shown 
in  FIGURE  2B. 

The  danger  lies  in  the  risk  of  further  progres- 
sion of  the  disease  in  the  patients  themselves 
and  the  possible  transmission  of  the  infection 
to  others  when  these  patients  are  more  than 
likely  highly  contagious,  before  the  initiation 
of  treatment. 

The  number  of  admissions  to  the  tubercu- 
losis hospitals  in  the  last  five  years  has  in- 
creased, thus  suggesting  that  new  cases  are 
being  brought  under  proper  evaluation  and 
treatment.  The  duration  of  hospitalization  is 
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FIGURE  3.  A 24  year  old  female  admitted  8-3-65  with 
far  advanced  pulmonary  tuberculosis.  Chest  x-ray  showed 
multiple  cavities  in  the  right  lung  and  a large  cavity  in 
the  left  apex,  besides  disseminated  nodular  and  infiltra- 
tive lesions  bilaterally.  Her  sputum  converted  in  the  third 
month  of  treatment  and  she  subsequently  continued  with 
outpatient  chemotherapy. 

gradually  decreasing,  and  there  is  room  for 
further  improvement  in  this  direction.  The 
number  of  out-patient  visits  throughout  the 
state  field  clinics  is  rapidly  increasing.  The  cur- 
rent figure  is  close  to  40,000  per  year.  This 
suggests  that  greater  supervision  is  being  main- 
tained on  a larger  number  of  patients.  In  spite 
of  this,  however,  one  not  infrequently 
sees  old  cases  of  tuberculosis  that  have  re- 
ceived inadequate  follow-up  and  have  thus  re- 
sulted in  massive  extension  of  the  disease  when 
relapse  is  first  discovered. 

The  following  is  an  example  of  such  a 
patient  who  was  diagnosed  at  a late  stage.  A 
64  year  old  white  male  was  recently  admitted 
to  our  hospital  on  3-21-68.  His  condition 
was  extremely  critical  and  he  expired  after 
two  days  of  hospitalization.  Figure  2 shows 
the  extent  of  the  man’s  cachectic  condition 
and  the  severe  bilateral  cavitary  pulmonary 
disease  on  his  chest  x-ray.  His  hemoglobin 
was  1 1 .4  grams,  hematocrit  34  volumes  per- 
cent, WBC  5000,  with  polys  76,  stabs  7, 
lymphs  16,  monos  1.  The  serum  sodium  was 
128  meq/1,  potassium  4.2  meq/1,  chloride  88 
meq/1,  calcium  5.2  mgs.  %,  BUN  20  mgs.  %. 
The  blood  pH  was  7.37,  pCOL>  45  mm.  Hg., 
total  protein  6.0  gm.  with  albumin  3.0  and 
globulin  3.0.  Liver  function  studies  were  with- 


FIGURE  4.  This  13  year  old  girl  was  admitted  in  February, 
1966.  She  had  an  essentially  destroyed  left  lung,  with 
a spread  into  her  right  upper  lobe  mainly.  In  keeping 
with  her  clinical  improvement  her  sputum  converted  in  the 
second  month  of  treatment.  A left  pneumonectomy  was 
still  necessary  because  of  the  irreversible  destructive  process. 


in  normal  limits.  The  patient  was  treated  with 
intravenous  fluids  and  a blood  transfusion, 
antimycobacterial  drugs  and  other  supportive 
measures  with  no  improvement.  At  autopsy 
there  was  “evidence  of  extensive  cavitary  dis- 
ease with  caseation  necrosis  in  both  lungs, 
fibrosis  and  emphysema  and  superimposed 
pneumonia.  Tissue  stains  were  positive  for 
acid  fast  bacilli”. 

Figures  3 to  8 are  some  further  examples  of 
patients  that  are  fairly  regularly  admitted  to 
our  hospital  and  fit  the  above  descriptions. 
These  are  patients  with  an  initial  diagnosis  of 
tuberculosis  when  the  disease  has  already  ex- 
tensively involved  both  lungs  in  most  cases 
with  large  cavities.  It  is  unfortunate  that  even 
young  people  can  reach  such  a state  without 
previous  diagnosis  in  spite  of  all  available 
knowledge  and  resources.  In  this  example 
(Figure  4)  such  a delay  resulted  in  a left 
pneumonectomy  in  a 13  year  old  girl.  This 
could  well  have  been  avoided  with  an  earlier 
diagnosis. 

Discussion 

The  concepts  of  tuberculosis  control  have 
certainly  changed,  but  one  needs  to  see  more 
general  agreement  on  some  of  the  outlines 
by  the  committee  on  chest  x-ray .n  That  is,  that 
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FIGURE  5.  A 34  year  old  female  was  admitted  in  August, 
1965  with  extensive  tuberculous  pneumonia  on  the  left 
and  a spread  to  the  right  lung.  Her  sputum  converted  dur- 
ing the  second  month  of  treatment  and  there  was  marked 
clinical  and  radiologic  improvement. 

“overoptimism  and  complacency  could  result 
in  a resurgence  of  tuberculosis  from  its  present 
state,  as  happened  in  the  case  of  gonorrhea 
and  syphilis”;  also  the  fact  that  tuberculosis 
may  be  expected  to  continue  in  one  outbreak 
after  another  if  the  tools  we  now  have  are 
not  properly  used. 

These  changing  concepts  should  imply 
changing  attitudes  on  the  part  of  physicians. 
For  example  it  has  been  shown  by  the  Madras 
studies  that  under  certain  conditions  treat- 
ment of  active  tuberculosis  in  the  home  en- 
vironment can  yield  comparable  results  to  hos- 
pital treatment.  This  is  obviously  not  recom- 
mended for  areas  where  hospital  facilities  are 
readily  available,  but  in  some  instances  it  may 
become  necessary.  One  should  at  least  ami  for 
a rapid  reduction  in  the  number  of  weeks  or 
months  that  most  patients  need  to  remain  in 
the  hospital.  Mitchell"  suggests  that  rather 
than  keeping  patients  longer  in  hospital  to 
supervise  their  drug  intake,  a more  logical  ap- 
proach would  be  a vastly  increased  visiting 
nurse  service  for  out-patient  management.  He 
further  emphasizes  that  unless  intensified  ef- 
forts are  directed  to  the  field  of  tuberculosis 
control,  further  major  improvements  from  the 
present  status  cannot  be  expected. 
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FIGURE  6.  This  47  year  old  female  was  admitted  in 
August,  1965  with  very  extensive  bilateral  tuberculous 
disease  on  her  chest  x-ray.  Multiple  cavities  were  present, 
including  an  excavated  right  upper  lobe.  Her  sputum  con- 
verted during  the  third  month  of  treatment,  with  marked 
clinical  and  moderate  radiologic  improvement. 

Ideally  all  newly  diagnosed  or  suspect  cases 
should  be  hospitalized  initially  for  intensive 
bacteriologic  and  other  studies10,  a trial  of 
chemotherapy,  followed  in  many  instances  by 
an  early  discharge  as  soon  as  there  is  evidence 
of  beginning  sputum  conversion. 

It  was  suggested  several  years  ago  that  with 
increasing  knowledge  of  the  mechanism  and 
beneficial  effects  of  chemotherapy,  bed  rest 
was  no  longer  indicated  for  the  majority  of 
cases  and  might  even  be  considered  antagonis- 
tic to  the  optimal  action  of  antimicrobial 
drugs11.  A clinical  and  laboratory  study  re- 
vealed no  deleterious  effect  of  physical  activity 
on  the  course  of  the  patient’s  recovery.  This 
holds  true  even  today  in  that  prolonged  bed 
rest  is  only  occasionally  indicated. 

A similar  study  with  a different  goal  showed 
that  mild  cases  of  tuberculosis  treated  with 
chemotherapy  at  work  did  as  well  as  those 
treated  with  chemotherapy  and  bedrest.1-  This 
approach  was  not  to  be  taken  lightly,  because 
extreme  patient  cooperation  and  supervision 
and  a non-infectious  status  would  be  manda- 
tory. 

In  an  interesting  paper1'1  Lester  points  out 
that  although  historically  tuberculosis  has  been 
related  to  socioeconomic  pathology,  and  its 
residual  concentrations  will  persist  in  those 
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FIGURE  7 

FIGURES  7 and  8 are  examples  of  two  patients  with  far 
advanced  pulmonary  tuberculosis  who  expired  within  a 


areas  of  overcrowding  and  poverty,  he  shows 
that  these  conditions  are  not  unique  to  large 
cities.  For  example,  they  can  also  be  found  in 
rural  areas  such  as  Appalachia.  However,  be- 
cause of  the  larger  concentration  of  persons  in 
urban  centers,  he  felt  that  the  majority  of  new 
cases  in  the  future  will  come  from  such  centers. 
He  predicted  that  as  the  morbidity  and  mor- 
tality continued  to  decline,  so  will  the  need 
for  large  clinical  and  hospital  facilities.  The 
need  for  accurate  diagnosis  and  proper  treat- 
ment would  persist  and  become  more  urgent, 
because  if  this  is  not  properly  done  failures 
would  ensue.  This  danger  would  become  in- 
creasingly realistic  in  the  future,  for  if  such 
cases  are  not  seen  by  experienced  physicians, 
unfortunate  and  otherwise  avoidable  errors  will 
result.  Drug  resistant  tuberculosis  can  present 
special  difficulties.14'15 

Much  can  be  achieved  in  the  treatment  of 
patients,  even  those  with  massive  disease  as 
have  been  presented  here.  (Figures  9-10). 
One  needs  to  emphasize  the  fact  that  an  earlier 
diagnosis  and  earlier  and  adequate  treatment 
would  insure  optimum  results  with  fewer  se- 
quelae. It  is  estimated  that  between  96  and  98 
percent  of  newly  diagnosed  cases  could  be 
rendered  noninfectious  with  a variable  degree 
of  radiological  improvement  within  a few 
months  of  the  onset  of  treatment.  An  earlier 
diagnosis  would  mean  the  prevention  of  much 


FIGURE  8 


short  time  of  hospitalization.  The  patient  in  FIGURE  7 
had  complicating  renal  tuberculosis. 

disability.  Such  disability  results  in  prolonged 
hospital  and  medical  care  for  many  of  these 
patients;  many  of  them  become  incapacitated 
for  most  occupations. 

Finally,  one  must  conclude  that  a review  of 
the  above  suggests  that  there  is  no  reason  for 
Kentucky  to  be  lagging  at  the  bottom  of  the 
50  states  in  the  field  of  tuberculosis  control. 
The  school  skin  testing  program  should  be  ex- 
panded rapidly  and  uniformly  to  include  all 
grades  in  all  schools  over  the  entire  state.  For 
this  to  be  meaningful  a thorough  evaluation 


FIGURE  9.  An  example  of  a patient  with  very  extensive 
bilateral  pulmonary  tuberculosis. 
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FIGURE  9A  shows  a marked  radiologic  improvement  during 
treatment,  although  the  left  upper  lobe  cavity  persisted. 
Sputum  converted  during  the  second  month  of  treatment. 


FIGURE  10  shows  another  far  advanced  case  of  tuberculosis 
with  bilateral  cavitation. 


of  all  reactors  and  their  contacts  is  of  para- 
mount importance  as  is  the  adequate  recording 
of  data.  All  available  resources  should  be  ap- 
plied to  such  a program  in  this  state  without 
delay. 

It  is  indeed  a more  logical  approach  and  a 
more  economic  undertaking  to  find  these  pa- 
tients at  the  stage  of  infection  or  the  early 
phases  of  the  disease  and  see  that  they  receive 
the  appropriate  care  they  need  at  the  right 
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FIGURE  10A  shows  marked  bilateral  improvement  during 
treatment  with  re-expansion  of  the  partially  collapsed 
right  upper  lobe  and  contraction  of  the  large  cavity  in  the 
left  upper  lobe.  Sputum  converted  during  the  fourth  month 
of  treatment. 


time.  This  would  be  extremely  beneficial  both 
to  the  patients  themselves  and  to  the  communi- 
ty as  the  cure  rate  can  be  high  indeed.  This 
would  result  in  a marked  advance  towards 
tuberculosis  control,  and  as  some  progress  is 
already  being  made,  we  need  to  realize  an 
overall  intensification  of  our  efforts. 
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Treatment  of  Non-Tuberculous  Empyemaf 

Porter  Mayo,  M.D.  and  Richard  B.  McElvein,  M.D. 

Lexington,  Kentucky 


Early  thoracotomy  and  decortication  in 
the  treatment  of  non-tuherculous  empye- 
ma offer  prompt  relief  of  toxicity  and 
excellent  long-term  results. 

NON-TUBERCULOUS  empyema  con- 
tinues to  occur  despite  wide-spread  use  of 
antibiotics.  Purulent  content  in  the  pleural 
space  usually  results  from  preceding  lung  in- 
fections. Other  causes  include  chest  injury, 
foreign  bodies,  bronchiectasis,  esophageal  per- 
foration and  sub-diaphragmatic  disease.  Diag- 
nosis may  be  made  without  difficulty.  Symp- 
toms include  chills,  fever,  cough,  chest  pain, 
dyspnea  and  toxicity.  Physical  findings  include 
decreased  breath  sounds  throughout  the  af- 
fected hemithorax  and  marked  impairment  of 
expansion  of  the  diseased  side.  Patients  fre- 
quently are  anemic.  Chest  x-ray  shows  cloud- 
ing or  complete  opacification  of  a portion  of 
the  involved  lung  and  pleural  space.  Intra- 
pleural and/or  intrapulmonary  fluid  levels 
may  be  present. 

Theoretically,  all  cases  of  empyema  could 
be  diagnosed  in  the  acute  exudative  phase, 
when  appropriate  therapy  could  in  a large 
number  of  patients,  prevent  progression  of 
the  fibrinopurulent  phase  and.  ultimately,  to 
the  organizing  phase.  Several  methods  of  treat- 
ment of  empyema  are  available.  Two  most 
common  means  include  thoracentesis  and  tube 
drainage  which,  all  too  often,  are  distressingly 
inadequate.  We  have  advocated  an  early 
thoracotomy  with  evacuation  of  all  purulent 
content,  combined  with  decortication  of  the 
fibrinous  peel  and  complete  lung  re-expansion 
as  the  primary  drainage  procedure.  Each  pa- 
tient in  this  report  had  a heavy  purulent  con- 
tent in  the  pleural  space  and  a thick  fibrinous 
peel  enveloping  part  or  all  of  the  lung.  This 
method  does  not  pertain  to  amber  pleural 
fluid  collections  subsequent  to  pulmonary  in- 


fPresented  at  the  Kentucky  Chapter,  American  Col- 
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fections  which  can  easily  be  treated  by  thora- 
centesis and/or  tube  drainage. 

During  the  past  12  years,  we  have  per- 
formed 44  early  open  thoracotomies  as  the 
initial  procedure  in  the  treatment  of  nontuber- 
culous  empyema.  Patients  so  treated  have 
shown  prompt  loss  of  toxicity  and  restoration 
of  normal  pulmonary  function.  When  a deci- 
sion has  been  made  for  drainage,  it  should  be 
one  which  completely  eliminates  all  purulent 
content  with  restoration  of  a normally  func- 
tioning lung.  The  disease  not  only  is  brought 
under  control — it  is  eliminated. 

Bacteria  most  often  responsible  for  non-tu- 
berculous  empyema  are  Staphylococcus  aureus 
and  Hemolytic  Streptococcus.  Staphylococcus 
aureus  predominates  in  children  and  Hemoly- 
tic Streptococcus  in  adults.  Type  of  infection 
does  not  affect  the  surgical  approach  or  out- 
come of  empyema. 

Operative  Procedure 

We  open  the  chest  by  posterolateral  inci- 
sion, enter  the  pleural  space  through  the  bed 
or  interspace  of  the  fifth  or  sixth  rib,  and  evac- 
uate all  intrapleural  debris.  We  next  remove 
the  thick  fibrinous  peel  from  the  lung,  chest 
wall,  mediastinum,  pericardium,  and  dia- 
phragm. The  trapped  lung  usually  shows  min- 
imal damage.  Fifteen  to  20  percent  of  our  pa- 
tients show  a fistulous  communication  and/or 
necrotic  disease  representing  a ruptured  ab- 
scess. We  excise  the  necrotic  material  and  close 
small  bronchial  air  leaks  with  catgut  sutures. 
Complete  mobility  of  the  motionless  dia- 
phragm can  be  restored  by  removing  the  sur- 
face peel  and  the  same  is  true  for  the  media- 
stinum and  chest  cage.  The  expanded  lung  and 
return  of  mobility  to  the  diaphragm  and  chest 
cage  restore  normal  pulmonary  function.  In- 
tercostal tubes  are  inserted  and  the  chest  closed 
with  non-absorbable  suture.  Prompt  drop  in 
temperature,  pulse  rate,  and  respiratory  rate 
occurs  with  an  obvious  loss  of  toxicity.  We 
remove  chest  tubes  within  48  to  72  hours  and 
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discharge  most  patients  within  one  week,  post- 
operatively. 

Comment 

In  our  series  of  44  patients,  the  ratio  of  men 
to  women  has  been  seven  to  one.  Twenty  pa- 
tients were  under  the  age  of  10.  Age  range 
of  patients  was  from  five  months  to  66  years. 

Duration  of  symptoms  varied  from  one  to 
four  weeks  with  seven  other  patients  having 
had  symptoms  for  more  prolonged  periods. 
There  is  no  pre-set  optimum  time  interval 
from  onset  of  symptoms  to  surgery.  Progress 
of  the  disease  varies  and  a short  period  of 
symptoms  does  not  necessarily  indicate  low- 
viscosity  fluid  which  may  be  easily  removed  by 
needle  or  tube.  We  have  been  impressed  by 
the  extensive  loculation,  gelatinous  consistency 
and  marked  fibrous  reaction  in  patients  having 
a short  medical  history.  Stage  of  disease  does 
not  necessarily  correspond  to  duration  of 
symptoms.  Rather  than  waiting  a certain  pre- 
determined number  of  days  or  weeks,  we 
surgically  intervene  and  convert  a toxic,  feb- 
rille,  dyspneic  patient  to  good  health. 

An  initial  period  should  not  be  spent  pre- 
paring patients  for  thoracotomy  and  decortica- 
tion. Toxicity,  fever,  malaise,  pain  and  other 
related  symptoms  are  more  rapidly  brought 
under  control  by  complete  elimination  of  the 
empyema  and  lung  re-expansion.  Several  chil- 
dren have  been  operated  upon  the  day  of 
admission  and  results  have  been  far  superior 
to  those  patients  in  which  preoperative  prepar- 
ation delayed  the  essence  of  treatment,  specifi- 
cally, complete  drainage.  The  patient  is  not 
just  discharged  but  discharged  well.  Of  equal 
importance,  they  stay  well. 

We  are  so  convinced  that  this  method  of 
treatment  provides  the  best  management  of  pa- 
tients having  heavy  fibrinopurulent  empyema 
that  we  have  stopped  the  use  of  antibiotics 
postoperatively.  Rare  exceptions  include  those 
patients  having  residual  severe  pneumonitis 
and/or  other  underlying  lung  disease.  Patients 
in  our  group  receiving  no  postoperative  anti- 
biotics have  included  those  with  mixed  infec- 
tion and  also  post-Staphylococci  pneumonic 
empyema.  These  latter  four  patients  were  dis- 
charged an  average  of  seven  days  postopera- 
tively. They  had  the  same  temperature  curve 
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as  other  patients  and  a progressive  decrease  in 
the  white  blood  cell  count. 

We  have  had  no  mortality  and  minimal 
complications.  Three  skin  stitch  abscesses  and 
one  minimal  bronchopleural  fistula  occurred. 
The  latter  healed  promptly.  No  patients  have 
required  secondary  surgical  procedures  and  no 
chest  tubes  have  been  re-introduced  into  the 
chest.  There  has  been  no  recurrence  of  em- 
pyema. 

Hesitancy  in  utilizing  early  thoracotomy  and 
decortication  has  been  due  to  the  belief  that 
empyema  can  be  adequately  treated  in  most 
instances  by  a medical  regimen  with  the  as- 
sistance of  thoracentesis  and/or  variations  of 
tube  drainage;  also,  the  commonly  held  er- 
roneous view  persists  that  such  a major  pro- 
cedure in  patients  having  toxic  symptoms  sec- 
ondary to  empyema  may  cause  a fulminating 
crisis  or  at  least  aggravate  an  already  seriously 
ill  patient.  To  the  contrary  and  now  thoroughly 
documented,  we  believe  the  reluctance  to  more 
actively  attack  empyema  in  the  fibrino-puru- 
lent  and  organizing  stage  denies  the  patient  an 
opportunity  to  avoid  prolonged  hospitalization 
and  the  repugnant  allies  of  tube  drainage, 
namely  pain,  multiple  dressings,  increasing 
protein  deficit,  thoracic  contracture,  scoliosis 
and  pulmonary  function  impairment.  The  odor 
of  prolonged  tube  drainage  often  saps  the  pa- 
tient’s appetite.  Tube  thoracotomy,  an  un- 
necessary delaying  procedure,  is  inadequate 
and  ill-advised.  Follow-up  of  our  44  patients 
over  a period  of  12  years  allows  one  to  em- 
phasize the  absence  of  mortality  and  the  scarcity 
of  complications. 

Conclusions 

Early  thoracotomy  and  decortication  for  non- 
tuberculous  empyema  has  been  performed  in  a 
series  of  44  patients  with  prompt  physiological 
response,  short  hospitalization,  no  mortality, 
minimal  complications  and  excellent  long  term 
results. 
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Local  anesthetics  have  proven  to  be  valu- 
able therapeutic  adjuncts  when  used  in- 
travenously. The  purpose  of  this  review 
will  be  to  evaluate  the  indications  and 
therapeutic  effectiveness  of  intravenous 
local  anesthetics  in  various  medical  situa- 
tions. 

IN  RECENT  years  the  intravenous  use  of 
local  anesthetics  has  gained  increasing  ac- 
ceptance in  a wide  variety  of  conditions. 
These  include  the  production  of  analgesia,  con- 
trol of  arrhythmias,  suppression  of  reflexes 
such  as  coughing,  prevention  of  succinylcholine 
induced  fasciculations  and  muscle  pains,  con- 
trolling the  convulsions  of  status-epilepticus, 
and  as  an  adjunct  to  general  anesthesia.  Al- 
though these  applications  have  been  demon- 
strated, it  is  increasingly  clear  that  indiscrimi- 
nate and  improper  use  of  intravenous  local 
anesthetics  can  lead  to  serious  and  conceiva- 
bly tragic  complications.  The  purpose  of  this 
review  is  to  describe  and  evaluate  the  efficacy 
and  hazards  of  intravenous  administration  of 
local  anesthetics  in  several  medical  situations. 

Anti-arrhythmic  Effects  of  Local  Anesthetics 

Lidocaine  is  being  used  in  increasing  num- 
bers of  patients  for  the  treatment  of  ventricular 
arrhythmias,  both  in  and  out  of  the  operating 
room.  The  drug  can  terminate  ventricular 
tachycardia,  suppress  multifocal  ventricular  ex- 
tra-systoles, and  suppress  an  impulse  arising 
from  an  irritable  focus  in  the  ventricle.  Harri- 
son, Sprouse  and  Morrow  in  a study  of  the 
anti-arrhythmia  properties  of  lidocaine  and 
procaine  amide  have  shown  that  the  use  of 
both  compounds  resulted  in  an  increase  in  the 
stimulation  threshold  of  the  ventricle  during 
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diastole1.  Neither  drug  caused  a significant 
change  in  the  duration  of  the  absolute  refrac- 
tory period.  Lidocaine  in  doses  of  1 to  2 mg. 
per  kilogram  body  weight  produced  no  signifi- 
cant circulatory  depression  but  every  patient 
given  procaine  amide,  2 to  4 mg.  per  kilogram 
of  body  weight,  evidenced  a fall  in  arterial 
pressure  and  a decrease  in  the  contractile  force 
of  the  right  ventricle.  These  physiologic  obser- 
vations and  the  clinical  experiences  with  the 
use  of  lidocaine  indicate  that  it  is  an  effective 
anti-arrhythmic  agent  and  it  is  preferable  to 
procaine  amide  in  the  management  of  ventric- 
ular arrhythmias. 

A single  bolus  of  1-2  mg.  per  kilogram  of 
lidocaine  will,  in  most  instances,  terminate 
ventricular  tachycardia  and  abolish  premature 
ventricular  contractions.  The  duration  of  the 
anti-arrhythmic  effect  of  a single  bolus  of  lido- 
caine is  relatively  brief,  being  in  most  instances 
10  to  20  minutes.  This  property  of  the  drug 
makes  it  particularly  suitable  for  use  in  surgical 
patients,  since  arrhythmias  in  the  operative  or 
postoperative  period  are  usually  precipitated 
by  some  acute  stimulus  which  can  be  correct- 
ed. Lidocaine  has  been  found  useful  in  the 
course  of  cardiac  catherization  where  a ventric- 
ular arrhythmia  may  be  precipitated  by  the 
physical  contact  of  the  catheter  with  the  ven- 
tricular wall.  It  has  been  used  prophylactical- 
ly  when  ventricular  irritability  was  present  be- 
fore the  cardiac  catherization. 

Chronic  administration  of  lidocaine  to  con- 
scious patients  has  been  recently  recommend- 
ed for  the  prevention  of  arrhythmias  occurring 
subsequent  to  myocardial  infarction2’3.  Under 
these  circumstances  toxic  effects  are  most 
frequently  observed.  Three  major  side  effects 
during  chronic  intravenous  administration  are 
hypotension,  central  nervous  system  depres- 
sion and  convulsions.  It  has  been  shown  the 
toxic  level  is  approximately  5 fi.  per  ml.  of 
lidocaine  in  the  plasma  in  the  conscious  patient 
while  anesthesia  increases  the  tolerance  to  10 
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fi.  ml45.  It  appears  necessary  to  achieve  a 
blood  concentration  of  2 to  4 /x . per  ml. 
in  order  to  prevent  or  reverse  arrhythmias  sec- 
ondary to  myocardial  infarction,  thus  the  recom- 
mended intravenous  infusion  rate  is  20  to  50 
/x.  per  kilogram  of  body  weight  per  minute. 
The  arterial  pressure  and  EKG  should  be 
monitored  during  lidocaine  administration.  In 
the  presence  of  heart  block  with  a slow  heart 
rate  the  drug  should  rarely  be  used  and  then 
only  with  extreme  caution  since  lidocaine  may 
intensify  the  block. 

Intravenous  Regional  Anesthesia 

In  April  of  1908  August  Bier  reported  on  a 
series  of  30  patients  anesthetized  with  the  in- 
travenous administration  of  procaine6.  The 
local  anesthetic  was  introduced  into  the  vein 
and  confined  to  a limited  area  of  the  extremity 
with  the  application  of  two  tourniquets,  one 
above  and  one  below  the  surgical  site.  Bier  re- 
ported that  60  to  80  ml.  of  procaine,  0.25  to 
0.5%  was  required  for  knee  surgery,  40  to  50 
ml.  for  surgery  of  the  elbow  and  25  ml.  for 
surgery  of  the  extremity  in  children.  The  pro- 
cedure was  abandoned  in  1910  with  the  re- 
port of  a fatal  complication.  In  1963  Holmes 
reintroduced  the  technique  and  its  use  has 
since  become  widespread  due  to  the  fact  that  it 
is  easy  to  administer,  highly  effective  and  most 
important,  free  of  toxic  side  reactions  when 
properly  handled7. 

In  recent  years  surgery  of  the  upper  ex- 
tremity has  been  frequently  managed  by  su- 
praclavicular brachial  plexus  block  and  axil- 
lary arm  block,  while  subarachnoid  and  epi- 
dural blocks  have  been  recommended  for  low- 
er extremity  procedures.  These  methods  re- 
quire frequent  application  by  the  anesthesiolo- 
gist if  he  is  to  maintain  a high  success  rate. 
Furthermore,  the  complications  of  these  blocks 
which  include  pneumothorax,  spinal  headache, 
hypotension,  systemic  absorption  of  large 
quantities  of  the  drug  and  possible  total 
spinal  anesthesia  are  all  potentially  serious  ones. 

Intravenous  regional  anesthesia  is  quickly 
and  easily  administered  and  requires  little 
practice  to  obtain  good  results.  However,  the 
safety  of  the  technique  has  been  questioned9  9. 
Therefore,  some  comments  on  toxicity  and  ef- 
fectiveness are  in  order.  There  are  many  re- 
ports on  this  method  of  anesthesia  with  most 
investigators  indicating  successful  results.  Only 
one  adverse  reaction  has  been  reported  if  a 
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dosage  schedule  based  on  body  weight  is  used. 
The  most  commonly  employed  drug  is  0.5% 
lidocaine  administered  in  a dose  of  3 mg.  per 
kilogram  body  weight.  Fifteen  minutes  has 
been  arbitrarily  set  as  the  minimum  time  prior 
to  tourniquet  release  to  avoid  serious  reactions 
due  to  high  blood  anesthetic  concentrations.  A 
pneumatic  tourniquet  should  be  used  to  pre- 
vent gradual  deflation  frequently  seen  with  a 
standard  blood  pressure  apparatus. 

In  a previous  study  Dunbar  and  Mazze 
reported  average  peak  plasma  lidocaine  con- 
centrations after  intravenous  regional  anesthe- 
sia as  1 .5  fx.  per  ml.  with  no  single  value 
greater  than  2.7  fx.  per  ml.  6 n.  It  is  generally 
accepted  that  the  single  most  important  factor 
in  local  anesthetic  toxicity  is  the  peak  plasma 
concentration.  Using  these  criteria,  intra- 
venous regional  anesthesia  is  at  least  as  safe  as 
axillary  block  or  lumbar  epidural  anesthesia 
on  the  basis  of  comparative  blood  levels 
among  the  three  techniques.  It  is  generally  ac- 
cepted that  patients  cannot  tolerate  a peak 
blood  level  above  5 /x.  per  ml.  when  they 
are  conscious  and  10  fx.  per  ml.  when  they  are 
anesthetized4-512.  Factors  which  control  the 
peak  blood  level  are  the  concentration  of  the 
drug  used,  total  dose  and,  in  the  case  of  intra- 
venous regional  anesthesia,  the  amount  re- 
maining in  the  vessels  after  absorption  by  the 
tissues  which  can  subsequently  be  washed 
back  into  the  systemic  circulation  with  defla- 
tion of  the  tourniquet. 

In  general  the  central  effects  of  lidocaine 
after  intravenous  regional  anesthesia  have 
been  reported  at  2%  or  less1310.  These  effects 
are  characterized  in  the  early  stages  by  disori- 
entation, extreme  talkativeness,  tinnitus,  slur- 
ring of  speech,  drowsiness  and  more  seriously, 
central  nervous  system  depression  and/or  con- 
vulsions. Cardiovascular  complications  are  less 
likely  but  significant  and  again  relate  in  part 
to  the  concentration  and  total  dose  of  the  drug 
selected,  plus  the  particular  pharmacologic  ef- 
fect of  the  local  anesthetic  on  the  cardiovas- 
cular system. 

Prilocaine,  which  has  an  amide  structure 
quite  similar  to  lidocaine,  is  equally  potent  but 
only  two-thirds  as  toxic  and  can  be  used  for 
intravenous  regional  anesthesia.  It  is  reported 
to  have  better  distribution  between  the  cells 
and  extracellular  fluids  with  complete  and  rapid 
onset  of  anesthesia14.  Detoxification  is  faster 
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than  lidocaine  due  to  the  rapid  breakdown 
of  the  drug  by  liver  enzymes.  Three  mg.  of  pri- 
locaine  per  kilogram  of  body  weight  will  give 
satisfactory  anesthesia  and  this  dosage  is  not 
associated  with  significant  methemoglobin  for- 
mation. although  the  latter  has  been  a reported 
complication  of  prilocaine11.  Methemoglobine- 
mia is  not  a problem  unless  a dose  greater 
than  10  mg.  per  kilogram  is  administered  13'  15- 

16,  17 

TECHNIQUE  OF  BLOCK 

The  technique  illustrated  in  Figures  1,2,3 
and  4 involves  the  placement  of  a tourniquet 
high  on  the  arm  for  upper  extremity  surgery. 
A scalp  vein  needle  is  then  introduced  in  a 
superficial  vein  as  close  as  possible  to  the  op- 
erative site.  The  extremity  is  elevated  and  ex- 
sanguinated with  a rubber  (Esmarch)  band- 
age. If  the  cannulated  vein  is  in  the  hand 
the  application  of  the  rubber  bandage  is  start- 
ed at  the  wrist  to  avoid  dislodging  the  needle. 
A more  expensive  alternative  to  the  use  of  a 
scalp  vein  needle  is  the  insertion  of  a plastic 
cannula  into  a vein.  The  tourniquet  is  inflated 


FIGURE  1.  Basic  equipment  necessary  for  intravenous 
regional  anesthesia. 


FIGURE  2.  A scalp  vein  needle  is  inserted  as  close  as 
possible  to  the  operative  site. 


FIGURE  3.  The  extremity  is  tightly  wrapped,  tourniquet 
inflated,  and  anesthetic  injected  after  un- 
wrapping to  isolate  the  area  of  surgery. 


FIGURE  4.  Esmarch  bandage  is  removed,  second  tourni- 
quet applied,  and  patient  prepared  for  sur- 

gery. 


to  approximately  twice  the  systolic  blood  pres- 
sure. The  operative  area  is  exposed  by  parti- 
ally unwrapping  the  Esmarch  bandage,  leav- 
ing the  rest  of  the  extremity  tightly  wrapped. 
Three  mg.  per  kilogram  body  weight  of  a 0.5% 
solution  of  lidocaine  or  prilocaine  is  then  in- 
jected into  the  vein.  The  remaining  portion  of 
the  bandage  is  removed  and  a second  pneuma- 
tic tourniquet  placed  distal  to  the  first.  This 
tourniquet  is  inflated  and  the  first  tourniquet 
deflated  if  the  patient  experiences  tourniquet 
pain.  Onset  of  analgesia  is  usually  immediate 
with  paralysis  of  the  extremity  occurring  with- 
in 10  minutes.  At  the  termination  of  the  pro- 
cedure the  tourniquet  is  deflated  and  sensation 
can  be  expected  to  return  completely  within  10 
to  15  minutes.  The  procedure  is  basically  iden- 
tical when  anesthesia  of  the  foot  or  ankle  is 
required.  The  pneumatic  tourniquet  is  placed 
on  the  calf  at  least  three  inches  below  the 
head  of  the  fibula  to  avoid  compression  of  the 
peroneal  nerve  as  it  crosses  the  fibula.  The 
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dose  of  anesthetic  is  the  same  as  that  used 
for  the  upper  extremity. 

When  the  extremity  is  painfully  injured  and 
the  patient  cannot  tolerate  the  application  of 
a rubber  bandage  over  the  injury,  blood  is 
drained  from  the  extremity  by  gravity,  holding 
the  extremity  as  high  as  possible  above  the 
level  of  the  heart  for  60  seconds  followed  by 
rapid  inflation  of  the  tourniquet. 

MECHANISM  OF  ACTION 

The  mechanism  of  action  of  this  method  of 
anesthesia  has  not  been  definitely  identified. 
There  are  two  schools  of  thought  on  the  mat- 
ter. One  theory  states  that  the  block  works 
through  the  mechanism  of  blocking  peripheral 
nerves  at  distal  sites  18,19.  The  other  suggests 
that  the  block  is  due  to  the  interruption  of  sen- 
sory impulse  passage  through  large  nerves20. 
The  latter  has  been  proven  by  applying  two 
tourniquets  and  injecting  the  local  anesthetic 
between  the  two  tourniquets  and  demonstra- 
ting that  peripheral  anesthesia  below  the  distal 
tourniquet  does  result. 

Status  Epilepticus 

The  classical  treatment  of  status  epilepticus 
generally  involves  the  intravenous  administra- 
tion of  barbiturates  or  in  some  cases  muscle 
relaxants  used  to  paralyze  the  patient.  More 
recently  the  anti-convulsant  effect  of  intraven- 
ously administered  lidocaine  has  been  reported 
in  abolishing  attacks  of  status  epilepticus  in 
humans21.  Normally  a 1 per  cent  solution  of 
lidocaine  is  used  as  an  intravenous  injection  at 
the  rate  of  1 mg.  of  lidocaine  per  kilogram  of 
body  weight  per  hour.  This  dose  has  been  in- 
creased to  4 mg.  per  kilogram  of  body  weight 
per  hour  in  some  instances,  in  order  to  control 
and/or  abolish  the  attack22. 

The  concurrent  use  of  barbiturates  in  low 
dosages  in  conjunction  with  lidocaine  has  been 
reported  and  served  to  decrease  the  toxicity 
of  the  latter  while  avoiding  oversedation  with 
the  barbiturates23.  One  should  be  prepared  to 
control  the  airway  and  support  ventilation  if 
this  method  of  treatment  is  selected. 

Suppression  of  Cough  Reflex  and  Supplement 
to  General  Anesthesia 

Steinhaus  and  Gaskin  have  demonstrated 
the  efficacy  of  suppression  of  cough  reflex 
with  the  intravenous  administration  of  lido- 
caine. The  average  dose  of  lidocaine  reported 
in  their  study  was  245  mg.  although  the  dose 
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they  reported  did  not  appear  to  be  based  on 
body  weight24.  They  compared  lidocaine  and 
meperidine  as  depressants  of  the  cough  reflex 
during  general  anesthesia  and  concluded  that 
the  local  anesthetic  could  completely  suppress 
cough  without  severe  respiratory  depression, 
whereas  the  opiate  caused  respiratory  arrest 
in  a high  percentage  of  patients  before  this  re- 
flex was  suppressed.  The  technique  has  not 
been  used  as  a method  of  cough  suppression 
in  conscious  patients  and,  indeed,  has  not  been 
recommended  for  that  purpose. 

The  use  of  intravenous  lidocaine  in  con- 
junction with  sodium  thiopental  for  laryngos- 
copy and  bronchoscopy  has  been  advocated25. 
The  patients  were  anesthetized  with  thiopental 
(2  to  4 mg.  per  pound  and  halothane,  nitrous 
oxide  and  oxygen  for  four  minutes.  The 
patients  were  then  given  lidocaine  intravenous- 
ly in  the  same  milligram  dosage  range  as  thio- 
pental over  a four  minute  span.  The  endoscopist 
was  able  to  insert  the  laryngoscope  or  broncho- 
scope without  difficulty  in  about  90%  of 
cases.  Thiopental  and  lidocaine  were  given  in 
supplemental  doses  every  three  to  five  min- 
utes and  the  patient  insufflated  with  oxygen 
or  an  oxygen-halothane  mixture.  This  report 
stated  blood  gases  were  unchanged  and  pa- 
tients tolerated  the  procedure  well.  Blood  gas 
parameters  and  circulatory  studies  need  to  be 
done  in  a larger  series  of  patients  to  prove 
the  safety  of  this  technique  before  it  can  be 
universally  recommended. 

Others  have  used  essentially  the  same  tech- 
nique with  good  results  in  various  operative 
procedures,  but  these  patients  were  maintained 
on  nitrous  oxide  and  oxygen  via  mask  or  en- 
dotracheal tube  throughout  the  procedure26,27. 
The  dose  of  lidocaine  varied  from  250  mg.  to 
1000  mg.  The  primary  advantages  of  the 
technique  were  stated  to  be  the  suppression 
of  pharyngeal  and  laryngeal  reflexes  without 
respiratory  depression,  a stable  cardiovascular 
system,  and  a smooth  emergence. 

Prevention  of  Succinylcholine  Induced 
Fasciculations  and  Muscle  Pains 

Lidocaine  and  procaine  have  been  reported 
to  prevent  the  muscle  fasciculations  seen  after 
succinylcholine  administration28.  The  dose  of 
procaine  necessary  to  produce  this  result  was 
6-10  mg.  per  kilogram  with  the  highest  dose 
preventing  fasciculations  in  ninety  percent  of 
patients. 
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Lidocaine  has  also  been  shown  to  prevent 
postoperative  muscle  pain  following  succinyl- 
choline29. Lidocaine,  6 mg.  per  kilogram,  sig- 
nificantly reduced  the  frequency,  intensity  and 
duration  of  muscle  pain  following  succinylcho- 
line  administration.  Lidocaine  also  increased  the 
duration  of  apnea  induced  with  succinylcholine 
by  about  30  seconds.  The  above  side  effects  of 
succinylcholine  administration  can  also  be  de- 
creased by  the  prior  administration  of  a non- 
depolarizing neuromuscular  blocking  agent.'"’0 
The  latter  procedure  seems  easier  and  as- 
sociated with  fewer  potential  complications. 


Summary 

Local  anesthetics  are  used  intravenously  for 
several  medical  indications,  both  in  and  out  of 
the  operating  room.  Intravenous  regional  anes- 
thesia and  control  of  arrhythmias  are  accept- 
able uses  of  these  anesthetics. 

Intravenous  anesthetics  for  control  of  status 
epilepticus,  cough  reflex  suppression,  adjunct 
to  general  anesthesia,  and  prevention  of  suc- 
cinylcholine induced  fasciculations  and  muscle 
pains  may  have  a place  in  medical  practice  but 
their  permanent  niche  in  the  armamentarium 
of  the  physician  needs  additional  evaluation. 
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,et’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


No  two  women  are 

quite  alike... 


and  no  other  oral 
contraceptive  is  quite 
like  Ovulen-21 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 


The  progestin  is  distinctive,  and  for  some  women  this  may  mean  a 
different  clinical  response.  The  Compack®  tablet  dispenser 
is  distinctive;  its  functional  simplicity  makes  it  virtually 
patient-proof.  The  acceptance  of  Ovulen-2 1 is  distinctive. . . 
together  with  Ovulen®,  it  is  more  often  prescribed  than  any  other 
individual  contraceptive  product  currently  available. 


Indication— Oral  contraception. 

Contraindications— Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis)  ; if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  19681'2  estimate  there  is  a seven- 
to  tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The 
British  data,  especially  as  they  indicate  the  magnitude  of  the  in- 
creased risk  to  the  individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of  spontaneously 
occurring  thromboembolic  disease  may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis, 
diplopia  or  migraine.  Withdraw  medication  if  papilledema  or  retinal 
vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  pregnancy  be  ruled  out  for  any 
patient  who  has  missed  two  consecutive  periods  before  continuing 
the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  pre- 
scribed schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time. 

Precautions— Pretreatment  physical  examination  should  include 
special  reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 


migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression 
and  discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when 
relevant  specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocular 
lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement,  secretion),  change  in  weight,  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post  partum,  cholestatic  jaundice,  migraine, 
allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals,  men- 
tal depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII, 
IX  and  X;  thyroid  function:  increase  in  PBI  and  butanol  extractable 
protein  bound  iodine,  and  decrease  in  TJ  uptake  values;  metyrapone 
test;  pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Brit.  Med. 
J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R : Brit. 
Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing,  see  Detailed  Product  Information. 
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G.  D.  SEARLE  &:  CO.,  P.  O.  Box  51 10, Chicago,  Illinois  60680 


“Breathing’s 
a snap  again” 
he  said 
gingerly. 

( COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done  ...  in  a hurry. 

in  sinusitis,  colds,  U.R.I. 

DiiiietapirExtentahs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient's 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 
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TUBEX 

offers 

so  complete 
a line  of 
closed 
system 
injectables 

and 
it's  still 
growing. 


To  meet  your  present  needs  more  pre- 
cisely, the  Tubex  line  comprises  37  dif- 
ferent products  in  69  dosage  variations. 
And  more  are  on  the  way. 

Tubex  offers  these  unit  dose  advantages: 

• accuracy— premeasured,  clearly  labeled  to  help 
ensure  correct  medication 

• convenience— no  filling,  no  needle-sharpening, 
no  sterilization,  no  cleanup 

• simplicity — precision-made,  well  balanced 
syringe  breech  loads  in  seconds,  permits  easy 
aspiration 

• reduces  risk— single-use  cartridge-needle  units 
reduce  risk  of  cross  contamination;  less  chance 
of  spillage  reduces  risk  of  contact  sensitization 
for  doctor  or  nurse 

• stability— glass  cartridges  can’t  deteriorate  or 
react  with  medication 

• acceptability— presharpened,  siliconized  nee- 
dles lessen  pain  of  injection;  patients  appreciate 
single-use  equipment 


Just  select,  inject,  throw  away 

TUBEX 


sterile  cartridge-needle  unit 
Wyeth  Laboratories  Philadelphia,  Pa. 
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Laryngeal  Blastomycosis! 

Edward  J.  Fadell,  M.D.,  George  I.  Uhde,  M.D. 
and  Charles  C.  Smith,  M.D. 

Louisville,  Kentucky 


A case  of  blastomycosis  presenting  as 
hoarseness  with  a laryngeal  lesion  is  re- 
ported to  illustrate  that  this  lesion,  seen 
frequently  in  Kentucky , has  many  pri- 
mary manifestations. 

CONANT1  defines  North  American  blas- 
tomycosis as  a chronic  infection,  caused 
by  Blastomyces  dermatitidis,  characterized 
by  the  formation  of  suppurative  and  granulo- 
matous lesions  in  any  part  of  the  body  but  with 
a predilection  for  the  skin,  lungs,  and  bones. 
Furcolow'-  states  that  Kentucky  has  the  highest 
incidence  of  this  disease  in  the  United  States. 
In  reports  from  this  state,  the  most  common 
lesion  is  cutaneous. 

Laryngeal  blastomycosis  has  been  regarded 
as  a rare  site  of  the  disease.  In  a review  by 
Kunkel  et  al.3  eight  reported  instances  of  such 
involvement  were  described  together  with  an 
additional  four  cases  which  were  on  record  at 
the  Mayo  Clinic.  More  recently,  Witorsch  and 
Utz4  in  a comprehensive  review  cite  two  in- 
stances. Kunkel  suggested  that  laryngeal  le- 
sions are  not  being  recognized  or  are  not 
being  reported.  In  view  of  the  paucity  of  laryn- 
geal blastomycotic  involvement,  the  following 
case  is  reviewed. 

Report  of  Case 

This  39-year-old  white  male  was  seen  in 
November  1966  by  his  family  physician  for 
pharyngitis.  This  was  diagnosed  as  Streptococ- 
cal in  type  and  was  treated  with  antibiotics. 
At  this  time  hoarseness  was  noted  which  was 
periodic  until  February,  at  which  time  the 
hoarseness  became  persistent.  He  was  re- 
ferred to  an  otolaryngologist.  Indirect  laryn- 
goscopy revealed  a growth  involving  the  en- 
tire left  vocal  cord  extending  into  the  anterior 
commissure.  Extension  to  the  ventricular  fold 


fFrom  the  Methodist  Evangelical  Hospital,  Louisville 


was  present.  However,  there  was  no  subglottic 
extension.  The  left  vocal  cord  had  no  fixation. 
The  clinical  impression  was  epidermoid  carci- 
noma of  the  left  vocal  cord.  On  5-31-67,  under 
general  anesthesia,  a Hollinger  adult  laryngo- 
scope was  passed  and  a superficial  excision  of 
the  growth  was  accomplished.  Microscopic  ex- 
amination of  this  tissue  revealed  one  surface 
of  the  section  to  be  lined  by  markedly  thick- 
ened stratified  squamous  epithelium  with  ir- 
regular acanthotic  downgrowth  in  the  form  of 
pseudoepitheliomatous  hyperplasia.  In  the 
loose  underlying  connective  tissue  stroma  num- 
erous acute  and  chronic  inflammatory  infil- 
trates with  abundant  histiocytes  were  present. 
Giant  cells  were  frequent,  many  of  which 
were  of  the  Langhans’  type.  Within  these  cells 
vacuoles  were  noted  containing  walls.  Gomori 
methenamine  silver  nitrate  fungus  stain  on 
duplicate  sections  revealed  the  organism  to 
have  single,  broad-based  budding  with  the 
morphology  characteristic  of  Blastomyces. 
(Figure  1 ) Cultures  confirmed  this  observa- 
tion. 

Hematological  and  biochemical  blood 
studies  were  normal.  Roentgenograms  of  the 
chest  were  also  normal. 


FIGURE  1.  Broad  based,  budding  yeasts  occupy  a giant 
cell  surrounded  by  acanthotic  squamous  epithelium. 
(Gomori  methenamine  silver  strain.  x450.) 
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The  only  significant  historical  observation 
was  that  the  patient  worked  as  a mailer  for 
the  local  newspaper.  The  papers  were  stacked 
by  machine  which  created  a large  amount  of 
dust. 

Amphotericin  therapy  was  instituted  with 
an  initial  dose  of  20  mgm.  daily  for  three 
days,  then  increased  5 mgm.  daily  until  50 
mgm.  per  day  was  reached.  A total  of  1110 
mgm.  was  administered.  On  7-15-67,  the  vocal 
cord  lesion  was  much  improved.  His  speech 
was  much  better  but  on  examination  slight 
thickening  of  the  cord  persisted.  He  is  being 
followed  with  periodic  chest  x-rays  and  physi- 
cal examination  for  the  possible  development 
of  lesions  elsewhere  within  the  body. 

Discussion 

Gilchrist  in  18945,  described  the  micro- 
scopic appearance  of  the  causative  organism 
of  North  American  blastomycosis  at  the  meet- 
ing of  the  American  Dermatological  Associa- 
tion. Following  much  confusion  there  is  now 
general  agreement  that  the  proper  name  for  the 
organism  is  Blastomyces  dermatitidis.  On 
blood  agar  at  37 °C  growth  is  slow  with  the 
development  of  wrinkled,  waxy  colonies.  Mi- 
croscopy shows  budding  yeast-like  cells,  with 
abortive  attempts  at  development  of  mycelia. 
On  Sabouraud’s  glucose  agar  at  room  tempera- 
ture a mycelial  phase  predominates,  with  the 
development  of  a white  cottony  growth  which 
becomes  tan  to  brown  with  age. 

Examination  of  excised  tissue  with  routine 
hematoxylin  and  eosin  staining  reveals  the  fun- 
gus as  a rounded  structure  having  a double- 
contoured  appearance.  A marked  proliferation 
of  the  overlying  squamous  epithelium  with 
pronounced  acanthosis  is  present.  Confusion 
with  carcinoma  is  possible.  Subjacent  and 
about  this  acanthotic  pseudoepitheliomatous 
proliferation  a granulomatous  infiltrate  con- 
sisting of  lymphocytes,  polymorphonuclear 
leukocytes  and  epitheloid  cells  are  present. 
Giant  cells  of  the  Langhans’  type  are  frequent. 
The  single  broad-based  budding  blastomycete 
is  diagnostic.  Special  stains  in  the  form  of  the 
periodic  acid-Schiff  or  those  employing  silver 
are  helpful  in  identification. 

The  mode  of  infection  by  Blastomycoces 
dermatitidis  is  elusive.  Attempts  at  isolation 
from  soil  in  areas  in  which  infected  persons 
have  lived  have  been  negative.  The  only  re- 


cent pertinent  observation  has  been  that  the 
infection  is  endemic  within  dogs  in  Kentucky6. 

In  autopsy  studies  of  known  infections,  ap- 
proximately 95%  of  the  cases  have  a pulmonic 
lesion.  Pulmonic  involvement  evidently  oc- 
curs by  inhalation.  Although  there  is  a high 
incidence  of  pulmonic  involvement,  the  clinical 
symptomatology  is  related  to  organism  dis- 
semination and  localization.  If  this  localization 
is  predominantly  pulmonic,  as  is  noted  in  one- 
third  to  one-half  of  the  cases,  fever,  cough,  and 
expectoration  of  purulent,  foul-smelling,  some- 
times bloody  sputum  may  be  noted.  Asymp- 
tomatic pulmonic  lesions  often  are  found  on 
x-ray  films  after  other  lesions  develop.  The 
term  “disseminated”  is  applied  to  systemic 
mycoses  other  than  pulmonic.2  The  skin  and 
bone  are  the  most  prominent  sites.  The  geni- 
tourinary system  is  less  frequently,  although 
not  uncommonly  involved.  Epididymitis,  in  all 
probability,  is  the  most  common  genitourinary 
condition  encountered.  Involvement  of  the 
central  nervous  system  has  been  well  described 
and  Gilchrist  initially  confused  B.  dermatitidis 
with  Torula.3  The  gastrointestinal  tract  ap- 
pears more  resistant.  As  noted  in  the  introduc- 
tory statements,  laryngeal  involvement  has 
very  infrequently  been  reported. 

The  manifestations  of  laryngeal  involve- 
ment are  usually  those  of  any  lesion  interfering 
with  phonation.  Hoarseness  is  the  most  com- 
mon observation,  although  neck  swelling  may 
be  noted  as  a result  of  associated  cervical 
lymph  node  enlargement.  The  primary  differ- 
ential diagnosis  is  carcinoma,  both  clinically 
and  histologically. 

Although  difference  of  opinion  exists  con- 
cerning chemotherapy  of  this  infection,  am- 
photericin B is  active  against  the  organism 
and  the  likelihood  of  relapse  of  infection  is  less 
when  20  gm.  are  given.  The  major  objection 
to  amphotericin  is  its  toxicity,  especially  ren- 
al impairment.  2-hydroxystilbamidine  is  also 
effective  and  may  be  used  in  the  future.4 
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What  Has  the  AMA  Ever  Done  for  You? 

David  B.  Weihaupt* 


AS  YOU  know,  and  as  I well  know,  the  ques- 
tions are  asked  many  thousands  of  times 
per  year  by  physicians — What  is  the  AMA 
doing?  What  have  they  ever  done  for  me?  What’s 
going  on  at  535  North  Dearborn?  What  am  I getting 
for  my  dues? 

I think  these  questions  are  rightly  asked,  for  a 
membership  card  in  the  AMA  does  not  automati- 
cally endow  its  holder  with  a sophisticated  knowledge 
about  the  functions  and  purpose  of  the  AMA.  I do 
believe  that  the  answers  to  these  questions  are  avail- 
able, throughout  the  course  of  the  year,  but  they’re 
supplied  in  a piece-meal  basis  of  letters,  pamphlets, 
and  literature  that  come  through  the  mail,  most  of 
which,  physicians  do  not  have  the  time  to  read,  as 
you  well  know.  I am  offering  the  correct  informa- 
tion, facts  and  figures  about  the  American  Medical 
Association  and  what  it  is  doing  for  you,  the  public, 
and  for  the  nation  as  a whole — the  truth,  if  you  will. 
I hope  you  accept  what  I say,  as  well  as  many 
people  apparently  accept  the  fallacies  printed  about 
us  in  local  newspapers  and  national  magazines.  I am 
confident  I can  prove  to  you  that  the  AMA  is  a 
tremendously  functionable  and  productive  Associa- 
tion doing  an  enormous  job  in  serving  the  profession 
and  the  people  of  this  country. 

In  the  following  information,  I would  like  to  ask 
you  to  read  into  the  facts  and  figures,  the  benefits 
that  you  have  and  will  derive  from  what  we’re  do- 
ing. The  general  purpose  of  the  Association,  is  of 
course,  to  promote  the  science  and  art  of  medicine 
and  the  betterment  of  public  health.  I think  the  fol- 
lowing will  prove  that  this  is  the  truth. 

I will  not  defend,  apologize,  or  excuse  AMA,  its 
policies,  or  philosophy,  which  may  be  different  from 
yours,  or  the  lost  battles  of  the  past. 

Now  let  me  give  you  the  following  information 
and  facts,  not  in  the  expectation  that  you  will  re- 
member them,  but  in  hopes  that  you  will  compre- 
hend the  whole  picture  and  carry  it  in  your  philos- 
ophy to  your  community,  your  friends,  and  physici- 
ans of  your  county  medical  society.  These  figures 
come  from  the  AMA  and  not  through  your  local 
newspapers. 

A.  There  are  approximately  317,000  physicians  in 
this  country,  of  which  215,000  are  AMA  members. 

* Member , Division  of  Public  Affairs,  American 
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B.  Of  these,  only  164,000  are  dues-paying  mem- 
bers and  not  all  are  full  dues-paying  members. 

C.  Approximately  28%  of  our  total  budget  is 
from  physicians’  dues.  The  remainder  we  have  to 
plan,  program,  and  work  for  through  our  advertis- 
ing and  exhibit  revenues. 

D.  Your  dues  of  $70  would  have  to  be  over  $220 
to  make  up  the  needed  funds  to  operate  if  it  weren’t 
for  the  abilities  and  the  hard  work  of  the  people 
at  AMA  in  obtaining  these  revenues. 

E.  Approximately  $5  million  of  the  budget  goes 
for  salaries  for  the  922  employees.  In  these  group 
are  physicians,  attorneys,  chemists,  journalists,  bio- 
statisticians, and  accountants  who  are  high  calibre 
people. 

F.  We  have  real  estate  taxes  of  approximately 
$275,000  and  social  security  payments  of  approxi- 
mately $350,000. 

The  AMA  is  one  of  the  world’s  largest  publishers, 
and  about  $12  million  of  our  budget  goes  into  paper, 
printing  and  mailing.  I ask  you  to  consider  all  the 
following  figures  on  a basis  of  a cost  of  1 1 $ per 
page  to  produce  and  mail.  These  costs,  by  the  way, 
are  up  approximately  181%  in  the  last  seven  years. 
I would  like  you  to  consider  the  following  as  bene- 
fits not  only  to  the  general  public,  and  AMA  mem- 
bers, but  also  as  benefits  derived  by  non-members, 
for  AMA  serves  the  profession,  as  a whole. 

1.  Since  1960,  over  3 million  pieces  of  literature 
have  been  sent  to  students  of  medical  schools. 

2.  The  AMA  NEWS  has  a circulation  of  approxi- 
mately 340,000  and  is  published  each  week.  That’s 
about  17  million  newspapers  per  year.  Each  physi- 
cian, member  or  not,  members  of  Congress  and  ma- 
jor newspapers  all  over  the  country  receive  copies. 

3.  We  have  approximately  3,500  different  pamph- 
lets— child  care,  health  education,  health  tips,  sex 
education  and  many  others.  We  send  out  over  100.- 
000  copies  per  year  of  each  of  the  major  pamphlets 
and  thousands  of  the  others. 

4.  We  have  sent  out  over  2 million  copies  of  the 
AMA  First-Aid  Manual  in  the  past  several  years. 

5.  We  publish  10  specialty  journals  with  a cir- 
culation of  226,000  and  we  recently  released  311,000 
pieces  of  mail  to  physicians  in  this  country  on  health 
education  materials. 

6.  Every  two  years,  we  publish  the  AMA  Direc- 
tory, 6,500  copies,  which  contains  biographical  and 


ntucky  Medical  Association  • January  1969 


55 


educational  data  on  every  licensed  physician  in  the 
United  States.  It  is  a three-volume  set  and  they  are 
sent  to  every  state  and  county  medical  society,  all 
journal  editors,  and  the  libraries  of  94  medical 
schools. 

7.  The  magazine  "Today’s  Health”  comes  out 
monthly  with  a circulation  of  700,000  each  month, 
a mailing  of  about  8V2  million  magazines  each 
year. 

8.  “Horizons  Unlimited”  on  health  careers  has 
been  sent  in  quantities  of  tens  of  thousands  to 
schools,  colleges,  and  medical  societies,  free. 

9.  In  one  month,  we  sent  out  30,000  copies  of  our 
booklet  “Selective  Service,  Military  Service,  and  the 
MD”,  to  medical  schools  and  other  organizations  re- 
questing it. 

In  addition,  you  may  be  familiar  with  our  books 
“Current  Medical  Terminology”  and  “New  Drugs”, 
which  are  sent  out  by  the  thousands  each  year. 

10.  JAMA,  the  Journal  of  the  American  Medical 
Association,  has  a circulation  of  219,000,  and  it 
comes  free  to  all  members  of  the  AMA.  This, 
“Today’s  Health”,  AMA  NEWS,  and  the  specialty 
journals  cost  the  AMA  about  $50  per  year  to  send 
to  each  physician  member.  The  AMA  specialty 
journals  and  JAMA  are  published  by  the  McCall 
Corporation  in  Dayton,  Ohio.  With  all  these  publi- 
cations and  materials  distributed,  the  members  of 
the  AMA  carry  some  of  the  burden  of  the  non- 
members. 

11.  Each  year,  thousands  of  manuscripts  are  sub- 
mitted to  us  for  review,  and  actually,  we  are  able  to 
publish  over  1,000  each  year. 

12.  We  check  over  500  medical  publications  each 
month  for  useful  information  to  relay  to  you  through 
our  publications. 

13.  In  1967,  over  25,000  copies  of  “Winning 
Ways  With  Patients”  were  sent  free. 

This  is  actually  a small  percentage  of  the  tremen- 
dous publishing,  printing  and  mailing  burden  that  we 
have  every  year,  and  this  is  done  for  the  benefit 
of  the  public,  the  medical  profession,  component  so- 
cieties, and  other  organizations  in  the  country.  The 
natural  question  is — Why  all  this  paper? 

The  reason  is  that  these  publications  have  been 
asked  for  by  the  242  members  of  the  AMA  House 
of  Delegates,  by  the  public  of  this  country,  the 
schools  of  the  nation,  allied  health  professions  and 
health  institutions,  and  also  the  more  than  1,900 
state  and  county  medical  societies.  We  publish  these 
materials  as  answers  to  the  needs  of  these  organiza- 
tions. As  a result  of  the  asking  by  these  organiza- 
tions, we  research,  plan,  design,  publish,  print,  and 
mail  these  tens  of  millions  of  pieces  every  year.  Lit- 
erally thousands  of  pieces  of  different  types  of  mater- 
ial are  relayed  to  your  component  medical  societies. 
Information  on  legislation,  state  laws,  federal  laws, 
plans  and  programs  of  the  AMA,  and  just  normal 
everyday  correspondence  between  component  or- 
ganizations. I realize  this  is  a lot  of  time,  work  and 
a lot  of  paper,  but  this  is  the  responsibility  of  the 
AMA  to  the  people  of  this  country,  and  it  is  a re- 
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sponsibility  that  we  must  keep,  or  would  you  have  us 
yield  and  give  this  job  to  someone  else — shall  we  say, 
industry,  state  government,  the  federal  government, 
or  labor.  Who  else  but  the  AMA  is  more  qualified, 
more  dedicated,  more  capable  and  more  unbiased  to 
do  this  job  for  the  physicians  and  the  people  of  this 
country- — and  the  job  must  be  done. 

I gave  you  small  packaging  of  the  total  statistics 
available  and  what  actually  goes  out  of  the  AMA. 
Now  for  some  of  the  things  that  come  into  the  AMA. 

1.  In  one  day,  there  are  1,000  long  distance  and 
many  more  local  calls  coming  into  our  office. 

2.  Over  21,000  pieces  of  first  class  mail  are  han- 
dled by  the  AMA  every  day.  This  is  about  6 mil- 
lion pieces  of  mail  every  year.  Consider  the  fact  that 
to  serve  membership  and  the  public,  it  takes  people 
to  receive,  open,  distribute,  reply  to  and  file  this  enor- 
mous load  of  correspondence. 

3.  Each  year,  we  receive  30,000  requests  from 
the  general  public  for  help  and  information,  and  we 
get  many  thousands  more  requests  for  information 
and  help  from  physicians,  the  profession — not  just 
members. 

4.  In  our  card  catalog  of  physicians,  there  are 

6.000  changes  every  week  in  physicians’  home  and 
office  addresses. 

5.  The  Archive  Library  of  the  AMA  handles  in 
an  average  month: 

A.  2,400  research  requests 

B.  750  requests  for  books 

C.  Loans  of  400  library  items 

D.  Photocopying  and  mailing  of  approximately 

19,000  pages  of  material 

E.  40.000  books  in  the  Library  itself 

F.  2,500  periodicals 

G.  610  magnetic  tapes  with  medical  informa- 
tion 

H.  In  the  film  library,  there  are  500  films,  avail- 

able to  the  public,  medical  societies  and  the 
individual  physician  to  be  used  in  learning 
or  speaking.  A cross  file  in  the  film  library 
has  over  7,000  cards.  Although  you  may 
never  use  these  benefits,  tens  of  thousands 
of  people  do  each  year,  and  will  in  the 
future.  They  are  available  for  you. 

6.  The  film  “Medical  Careers”  has  been  shown 

90.000  times  and  the  film  “Careers  Unlimited”  has 
been  shown  over  !4  million  times.  A new  film  called 
“Faith”  is  being  made  and  publicity  spots  have  been 
sent  out  to  over  2,000  radio  stations.  Recently,  we 
sent  out  health  tips  to  over  600  TV  stations  and 
2,600  radio  stations — a 60  second  spot,  for  the  public 
benefit. 

7.  In  the  past  year,  we  have  arranged  for  over 
1,300  health  films  to  be  shown  32,000  times  at 

7.000  appearances  before  13  million  people. 

Conceivably  these  are  very  boring  figures,  but  if 

you  consider  them  carefully,  you  will  see  the  enor- 
mous job  that  the  Association  is  doing  in  almost  all 
fields  of  medicine.  It  would  be  a wonderful  thing  if 
the  general  public  and  physicians  had  an  awareness 
of  this  enormous  job.  Then,  the  many  misconceptions 
about  the  AMA  would  most  certainly  be  cleared  up. 
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8.  We  have  designed  and  built  110  medical  exhibits 
for  use  by  the  public,  medical  societies,  and  medical 
schools.  Some  of  them  were  at  the  Kentucky  Medi- 
cal Association  Annual  Meetings  last  year  and  this 
year. 

9.  I am  sure  many  of  you  are  familiar  with  the 
page,  the  “Legislative  Roundup”  which  goes  to  all 
state,  county  medical  societies,  and  physician  leader- 
ship in  the  states.  It  is  a one-page  piece  with  a brief 
summation  of  the  status  of  current  legislation  in 
Washington. 

10.  It  is  hoped  that  in  the  near  future,  we  can 
initiate  a new  program  called  “Report  of  the  Na- 
tion”, which  will  be  a coast-to-coast  one-hour  net- 
work TV  program  put  on  3 or  4 times  a year  by  the 
AMA  to  provide  accurate  and  truthful  information 
to  the  public.  We  doubt  that  we  will  be  able  to  af- 
ford equal  time  with  the  President  of  the  United 
States. 

Now  I have  covered  what  goes  out  of  AMA,  also 
what  comes  in.  Here  is  more  information  on  what 
goes  on  in  the  AMA.  Considering  the  preceding,  it’s 
possible  that  these  questions  have  already  been  an- 
swered. But  let  me  continue. 

1.  There  are  over  1,000  meetings  held  every  year 
and  over  800  physicians  serve  without  pay  on  the 
80  commissions,  councils,  and  committees.  That’s 
one  physician  for  every  200  in  the  country.  There 
are  80  committees,  16  councils,  4 commissions,  22 
scientific  sections,  10  specialty  journals,  50  depart- 
ments and  8 divisions,  which  are  the  Communica- 
tions Division,  Law  Division,  Management  Services 
Division,  Scientific  Activities,  Scientific  Publications, 
Health  Service,  Medical  Education,  and  my  Division, 
Field  Service.  Under  these  are  the  Council  on  Drugs, 
Committee  on  Quackery,  Committee  on  Cutaneous 
Health  and  Cosmetics,  Committee  for  Research  on 
Tobacco  and  Health,  and  on  and  on  to  a total  of  80. 
All  of  this  was  created  by  the  actions  of  the  House 
of  Delegates,  for  the  needs  of  medical  societies,  the 
general  public  and  the  profession. 

2.  Throughout  the  course  of  the  year,  we  sponsor 
400  scientific  lectures,  400  scientific  exhibits  at  the 
Annual  and  Clinical  Sessions  and  300  exhibits  on 
New  Drugs.  There  were  39,000  registrants  at  the 
1967  Annual  Meeting  in  Atlantic  City  and  these 
people  had  an  opportunity  to  see  the  latest  de- 
velopments in  American  Medicine. 

3.  I am  sure  you  have  heard  of  the  AMA-ERF 
Student  Loan  Program,  sponsored  by  the  AMA.  Un- 
der this  program,  the  AMA  has  arranged  over  45 
million  dollars  in  loans,  involving  28, COO  separate 
loans  to  19,000  medical  students,  interns  and  resi- 
dents. In  Kentucky  alone,  we’ve  arranged  over  852 
loans  encompassing  over  $963,000.00  to  your  medi- 
cal students.  The  average  physician  contribution  in 
this  country  is  $2.50.  Since  1955,  we  have  re- 
ceived and  distributed  over  $35  million  to  medical 
schools  in  this  country.  We  have  Councils  and  Com- 
mittees who  are  also  working  very  hard  to  increase 
the  enrollment  in  medical  schools,  expansion  of  the 
facilities  of  those  that  exist,  plus  assisting  in  the 
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forming  of  new  medical  schools.  Sixteen  are  now  in 
the  making,  and  AMA  has  made  major  contribu- 
tions to  their  beginnings. 

4.  Woman’s  Auxiliary,  with  headquarters  at  AMA, 
has  received  and  distributed  over  $3  million  for 
medical  schools  and  $4  million  to  the  Student  Loen 
Program. 

5.  We  have  also  available  some  direct  benefits, 
such  as  the  AMA  Retirement  Program  and  the 
Disability  Program  that  physician  members  can  take 
advantage  of. 

6.  Our  Speakers’  Services  Department  writes 
and  supplies  speeches  and  other  materials  for  re- 
search for  physicians  throughout  the  country  and 
officers  of  the  Association.  We  also  supply  building 
plans,  partnership  agreements,  and  a variety  of  other 
services  are  at  the  disposal  of  physicians. 

7.  Our  Communications  Division  has  literature, 
program  aids,  films,  speeches,  press  materials,  and 
other  services  available  to  state  and  county  medical 
societies,  as  well  as  physicians.  For  the  Director  of 
the  Communications  Division,  there  is  an  advisory 
committee  which  consists  of  state  executive  secre- 
taries. Mr.  Joe  Sanford  was  a member,  who  lended 
a respected  voice  to  this  Committee  and  their  pro- 
grams for  many  years  till  his  recent  untimely  death. 

8.  The  Department  of  Medicine  and  Religion  con- 
sists of  a four-man  staff  working  with  medical 
schools,  theological  seminaries,  hospitals,  physicians 
and  clergy  in  a very  successful  attempt  to  bring 
together  the  healing  of  the  body  and  soul. 

9.  As  I mentioned  earlier,  there  are  over  1,000 
meetings  held  by  AMA  each  year.  Just  to  give  you 
an  idea  of  what  these  meetings  are  week  to  week, 
beginning  June  10  through  June  17.  the  following 
were  scheduled: 

A.  Regional  Workshop  for  State  Chairmen  of 

Medicine  and  Religion 

B.  Committee  on  Planning  and  Development 

C.  Conference  Committee  on  Graduate  Train- 

ing and  Surgery 

D.  Symposium  on  Exercise  and  Heart 

E.  Residency  Review  Committee  on  Neurologi- 

cal Surgery 

F.  Committee  on  Environmental  Health 

G.  Committee  on  Aerospace  Medicine 

This  schedule  of  meetings  goes  on  52  weeks  a year 
including  weekends,  once  again  to  serve  the  purpose 
of  advancement  of  the  science  and  art  of  medicine 
and  the  betterment  of  public  health.  These  and  all 
others  cannot  be  eliminated  for  we  would  sacrifice 
not  only  the  well  being  of  the  profession  and  public 
health,  but  the  leadership  of  the  physicians  in  medi- 
cine. 

10.  Undoubtedly,  you  have  heard  of  the  Ameri- 
can Medical  Association  Institute  for  Biomedical  Re- 
search. This  was  created  by  the  AMA  House  of  Dele- 
gates. There  are  30  scientists  doing  research  in  im- 
munology, medical  ecology,  virology,  molecular  bio- 
physics, regulatory  biology  and  neurobiology.  This, 
too,  is  a service  to  all  mankind. 

11.  Project  Viet  Nam  is  a program  initiated  by 
the  federal  government,  which  was  not  functioning 
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too  well,  naturally,  and  the  government  asked  the 
AMA  to  take  it  over,  naturally.  It  is  a program 
whereby  physicians  volunteer  to  go  to  Viet  Nam 
and  serve  the  civilian  public  of  that  nation.  In  two 
years  since  we  have  been  handling  the  program,  ap- 
proximately 293  physicians  have  served  in  Viet  Nam. 
Last  month  alone,  we  had  75  inquiries  and  28  appli- 
cations were  filed.  This  month  there  were  9 physi- 
cians going  to  Viet  Nam  to  serve  under  this  pro- 
gram. 

One  of  the  most  active  divisions  of  the  AMA  is 
the  Law  Division  which  supplies  to  all  departments 
and  the  Board  of  Trustees  and  the  physicians  through- 
out the  country,  legal  opinions,  guidance,  informa- 
tion on  medical  liability,  taxation,  insurance,  ad- 
vertising, copyrights,  and  specific  information  on 
libel  and  slander.  Thousands  of  physicians  write 
every  year  and  receive  guidance  on  state  problems, 
retirement  problems,  partnership  agreements,  and  fed- 
eral and  state  laws.  Under  the  Law  Division,  the 
Department  of  Investigation  wages  a relentless  battle 
against  quacks  and  charlatans  throughout  the  country, 
as  a service  to  the  public  health  and  the  profession. 

12.  Let  me  briefly  give  you  the  box  score  of  the 
AMA  Political  Action  Committee,  which  was  in- 
volved in  131  Congressional  races  in  1966.  Of  those, 
104  races  were  successful.  They  were  involved  in  15 
Senate  races,  and  won  13  of  them,  and  some  of 
these  major  victories  were  made  in  the  state  of  Ohio 
as  a result  of  the  tremendous  and  effective  effort 
of  your  Ohio  Medical  Political  Action  Committee. 

And  now,  after  all  this  information  about  the  AMA 
and  its  services  to  the  physicians  and  the  public  of 
this  nation,  I would  like  to  discuss  that  which  the 
press  dearly  likes  to  write  about  as  a major  and 
almost  total  function  of  the  AMA  — The  Washing- 
ton Lobby. 

Some  say  all  they  do  is  try  to  enhance  the  income 
of  physicians  of  this  country.  They  write  about 
this  group,  the  Lobby,  as  a huge  multi-million  dollar 
organization  — those,  who  it  is  written,  hate  children, 
old  people,  the  unborn,  handicapped,  and  the  poor. 
This  is  a huge,  unjust  burden  which  we  carry.  When 
this  Lobby  tries  and  succeeds  in  excluding  the  dis- 
abled persons  from  the  new  social  security  amend- 
ments, the  press  of  this  country  generally  says  that 
the  physicians  hate  the  handicapped.  In  truth,  these 
unfortunate  people  are  not  only  treated  free  or  at  a 
decreased  charge  by  physicians,  but  they’re  also  cov- 
ered under  Title  XIX  of  Medicare,  and  several  other 
federal  and  state  programs.  This  is  a prime  example 
of  federal  duplication.  Only  a fraction  of  one  percent 
of  the  budget  of  the  AMA  goes  to  lobbying.  Let  me 
tell  you  more  about  this  so-called  multi-million  dol- 
lar lobbying  staff.  In  truth,  it  consists  of  four  full- 
time registered  lobbyists.  Yes,  we  have  only  four 
men  in  Washington  compared  to  Labor’s  125  regis- 
tered lobbyists  and  300  unregistered  lobbyists.  Each 
of  our  four  men  has  12  senators  and  approximately 
110  congressmen  to  learn  about,  work  with  and  con- 
vince. A small  force  indeed.  But  don’t  let  me 
minimize  their  abilities,  their  influence,  their  ef- 
fectiveness and  their  successes.  They  do  an  out- 


standing job  and  this  can  be  proven  by  our  past  and 
present  successes  in  Washington.  It  can  also  be 
proven  by  some  of  the  adverse  publicity  that  we 
get.  There  were  some  rather  uncomplimentary  quo- 
tations in  one  of  the  nation’s  leading  magazines  not 
too  long  ago.  Senator  Stephen  Young  (Ohio)  re- 
ferred to  this  huge  AMA  lobby  in  the  November,  67 
issue  of  Playboy  Magazine,  as  follows:  “One  of  the 
slickest,  best  financed  in  the  nation”  and  “it  has 
been  the  spendingest  lobby  in  Washington  in  recent 
years.”  Not  only  is  his  choice  of  words  uncompli- 
mentary, but  inaccurate. 

So  you  can  see,  we  have  immunity  nowhere  and 
it  is  popular  to  discuss  this  huge  four-man  lobby  in 
Playboy,  adding  sophistication  to  the  magazine,  and 
supposedly  some  degree  of  credence  by  quoting  Sena- 
tor Young,  though  his  statements  were  gross  inaccura- 
cies. 

Let  me  give  you  some  information  on  what  this 
lobbying  staff  is  really  up  against  and  what  it  really 
does.  In  the  89th  Congress,  there  were  26,500 
bills  introduced  of  which  1,600  had  health  implica- 
tions. The  AMA  offered  information  and  opinions 
on  33  of  these  bills,  and  contrary  to  popular  belief, 
we  favored  21,  partially  favored  5,  and  opposed  only 
7.  In  the  first  session  of  the  89th  Congress,  there 
were  850  bills  with  medical  implications,  but  in  the 
first  session  of  the  90th  Congress,  there  were  over 
1,126  bills  pertaining  to  health.  We  have  one  man 
in  Washington  to  analyze  these  bills.  Back  in  Chi- 
cago, there  are  three  men  to  corrolate  policy  and 
position  and  testimony  on  these  bills,  and  to  estab- 
lish a position  as  to  the  impacts  of  the  legislation 
on  physicians  of  this  country  and  the  general  public.  I 
wish  to  point  out  that  a great  deal  of  the  work 
done  in  Washington  by  our  staff  is  for  the  benefit  of 
the  science  of  medicine  and  that  these  men  supply 
basic  medical  information  to  members  of  Con- 
gress, for  themselves  and  for  the  people  of  their 
district.  They  also  help  the  legislators  obtain  family 
physicians  when  they  move  to  the  District  of  Colum- 
bia. 

Now,  a little  about  my  Division  — Division  of 
Public  Affairs  — The  Washington  office  is  part  of 
this  Division,  and  we  headquarter  in  Chicago.  There 
are  12  men  covering  the  United  States,  also  Puerto 
Rico  (The  Virgin  Islands)  and  as  far  away  as 
Alaska  and  Hawaii.  We  work  in  person-to-person  con- 
tact with  staff  and  leadership  of  state  and  county 
medical  societies.  I personally  cover  Ohio,  Kentucky 
and  Indiana.  A great  percentage  of  my  function  is  in 
the  legislative  and  lobbying  area.  In  our  work,  we  in- 
terpret and  promote  the  activities  and  services  of 
all  AMA  Departments  to  component  societies,  and, 
in  turn,  familiarize  AMA  with  the  programs,  prob- 
lems, needs  and  opinions  of  component  medical  so- 
cieties, and  the  public,  physicians  and  physician  lead- 
ership. 

But  when  I am  asked  “What  do  I get  for  my 
dues?”,  if  I don’t  have  the  time  to  give  a speech, 
my  short  reply  is  “Nothing”.  Who  said  that  the  $70 
in  dues  would  come  back  to  the  member  January  1 
each  year  as  a short  term  capital  gain?  The  AMA 
( Continued  on  page  71) 
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Tuberculosis  Eradication  in  Kentucky  J 


THE  crisis  of  continued  high  incidence  of 
new  cases  of  tuberculosis  in  Kentucky  is 
being  met  by  the  cooperative  effort  of 
many.  Particularly  active  have  been  the  Ken- 
tucky State  Health  Department,  the  Kentucky 
Tuberculosis  Hospital  Commission,  the  Ken- 
tucky Tuberculosis  and  Respiratory  Disease 
Association,  the  Kentucky  Thoracic  Society, 
the  Community  and  Pulmonary  Disease  sec- 
tions of  our  medical  schools  and  the  Kentucky 
Medical  Association. 

In  1961  the  First  Kentucky  Conference  on 
Tuberculosis  Eradication  was  held  in  Lexing- 
ton. Emphasis  was  placed  on  detection  and 
treatment  of  every  active  case  of  tuberculosis 
in  the  state  and  specifically  the  conference  rec- 
ommended “tuberculin  skin  testing  be  done 
on  all  children  under  the  age  of  fourteen”; 
“mandatory  tuberculosis  case  detection  be  re- 
quired for  admission  to  the  public  schools”; 
and  “screening  surveys  be  concentrated  on 
those  population  groups  with  a high  tuberculo- 
sis prevalence.” 

In  1965  the  Second  Conference  on  Tuber- 
culosis Eradication  more  strongly  recommend- 
ed “that  tuberculin  testing  be  undertaken  as  a 
case-finding  tool  with  a minimum  program  to 
include  testing  of  all  school  children  and  in- 
vestigation of  contacts,  then  the  testing  of  in- 
dustrial and  other  adult  captive  groups,  then 
testing  the  entire  population  group  preferably 
by  county  with  all  persons  with  positive  tuber- 
culin reactions  being  x-rayed  and  suspects  re- 
ferred to  tuberculosis  clinics”.  It  was  further 
recommended  “that  eradication  projects  simi- 
lar to  the  Martin  County  Project  be  set  up 
in  each  of  the  tuberculosis  hospital  districts  (of 
which  there  are  six  in  the  state)  which  would 


t See  article  relating  to  this  topic  beginning  on 
page  33. 
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serve  as  centers  of  eradication  and  demon- 
stration for  each  district”. 

In  1963  the  Martin  County  Project,  a pilot 
program  of  tuberculosis  eradication,  was  initi- 
ated in  Martin  County,  Kentucky  as  a joint  in- 
vestigation by  the  University  of  Kentucky  De- 
partment of  Community  Medicine,  the  State 
Tuberculosis  Hospital  Commission,  the  State 
Health  Department,  the  Kentucky  Tuberculosis 
and  Respiratory  Disease  Association  and  the 
Blue  Grass  TB  and  RDA.  Nearly  95%  of  the 
9,338  persons  in  the  county  cooperated.  Tu- 
berculin skin  tests  were  given  with  appropriate 
follow-up  studies  of  the  positive  reactors.  Im- 
mediately following  this,  certain  of  the  positive 
reactors  were  selected  for  prophylactic  chemo- 
therapy— actually  14.5%  of  the  total  popula- 
tion— purposing  to  prevent  the  predicted 
breakdown  in  this  high  risk  group.  Selected  for 
prophylactic  isoniazide  therapy  were  indivi- 
duals with  positive  tuberculin  skin  reactions  and 
abnormal  chest  x-rays  though  with  negative 
bacteriological  studies;  those  with  large  reac- 
tions to  tuberculin  (over  20  mm  to  the  intra- 
dermal  test);  and  all  those  with  10  to  19  mm 
reaction  to  the  intradermal  test  except  for  non- 
contact  children  ages  5 to  14  years  and  non 
contact  females  over  35  years  of  age  unless 
diabetic,  silicotic,  pregnant  or  on  steroids. 

In  February  1964  a sub-committee  of  the 
American  School  Health  Association  was 
formed  in  Kentucky.  In  keeping  with  a child 
centered  tuberculosis  detection  program,  the 
testing  of  all  school  children,  grades  one 
through  12,  was  advocated  with  follow-up  of 
all  positive  reactors  and  their  contacts  and 
treatment  of  all  active  disease  including  re- 
cent tuberculin  converters.  Since  instigation  of 
this  program  over  360,000  school  children 
have  been  tested.  With  the  help  of  a U.S.  Pub- 
lic Health  grant,  the  Health  Department  and 
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the  Tuberculosis  Hospital  Commission  are  in 
the  process  of  initiating  a computerized  meth- 
od of  record  keeping  for  the  Kentucky  School 
Tuberculin  testing  program.  The  computer 
will  provide  a statistical  summary  of  screening 
and  re-testing,  a list  of  positive  reactors  by 
grade  and  a summary  of  testing  by  school  and 
by  county.  The  goal  of  eradication  of  tuber- 


culosis in  Kentucky  may  not  be  realized  in  the 
immediate  future.  We  believe,  however,  that 
progress  is  being  made  and  Kentucky’s  child 
centered  tuberculosis  control  program,  which 
can  result  in  a generation  of  tuberculosis 
germ  free  children,  is  a giant  step  in  the  right 
direction. 

R.  E.  Mardis,  M.D. 


A Face  Lifting  at  Sixty-Six 


WITH  this  issue  of  The  Journal  the  ed- 
itors have  made  some  changes  in  the 
cover.  The  color  has  been  changed  to 
blue  and  the  word  “Kentucky”  has  been  given 
emphasis  in  the  title. 

The  present  title,  “The  Journal  of  the  Ken- 
tucky Medical  Association,”  was  adopted  in 
November,  1964.  From  May,  1950  through 
October,  1964,  the  title  was  “The  Journal  of 
the  Kentucky  State  Medical  Association.” 
From  June,  1904,  through  April,  1950,  the 
publication  was  known  as  “Kentucky  Medical 
Journal.”  The  first  issue  of  the  publication 
which  appeared  was  in  June,  1903,  and  had 
the  title  of  “Bulletin,  Kentucky  State  Medical 
Association.”  The  original  title  remained 
through  May,  1904. 

The  first  issue  in  June,  1903,  of  the  “Bulle- 
tin, Kentucky  State  Medical  Association,”  con- 
tained the  minutes  of  the  Forty-Eighth  Annual 
Meeting  held  at  Louisville,  April  22,  23  and  24, 
1903.  It  also  contained  the  proceedings  of 
the  House  of  Delegates,  the  annual  address  of 
the  President,  W.  W.  Richmond,  M.D.,  Clin- 
ton, the  annual  oration  in  medicine  entitled 
“Serum  Therapy,”  by  John  G.  Cecil,  M.D., 
Louisville,  and  the  annual  oration  in  surgery, 
entitled  “General  Anesthesia,”  by  John  A. 
Lewis,  M.D.,  Georgetown. 

In  the  editorial  section  of  the  first  “Bulle- 
tin,” note  is  made  that  prior  to  1903,  the 
transactions  of  the  Kentucky  State  Medical 
Association  appeared  in  the  form  of  an  an- 
nual volume.  It  is  pointed  out  that  the  State 


Associations  of  Michigan,  New  York  and 
California  had  recently  changed  from  publi- 
cation of  annual  transactions  to  monthly 
journals  with  “the  result  of  the  greatest  en- 
couragement and  satisfaction.” 

The  advertisements  in  old  journals  are  al- 
ways interesting  and  in  the  first  issue  of  the 
“Bulletin”  there  are  several  full-page  advertise- 
ments. The  Arthur  Peter  Company  of  Louis- 
ville advertises  “Syrupus  Roborans”  and  “Pe- 
ter’s Peptic  Essence  Compound,”  as  well  as 
“Febri-Tone”  which  is  indicated  in  “All  Ma- 
larial Conditions.”  The  Denver  Chemical 
Company  has  a full-page  ad  for  “Antiphlogis- 
tine.”  In  the  second  issue  of  the  “Bulletin,” 
July,  1903,  the  Motor  Vehicle  Company  of 
Louisville  advertises  new  Cadillacs  for  $750.00 
and  the  Sutcliffe  Company  of  Louisville  ad- 
vertises new  Oldsmobiles  for  $650.00. 

Looking  through  the  early  issue  of  the  “Bul- 
letin” and  “The  Journal”  causes  one  to  re- 
flect upon  the  amazing  changes  that  have 
occurred  in  medicine  during  the  course  of  one 
lifetime.  The  first  “Bulletin”  was  printed  and 
published  under  the  direction  of  a Committee 
on  Publication  whose  members  were  James  B. 
Bullitt,  Louisville,  Arthur  T.  McCormack, 
Bowling  Green,  and  J.  E.  Wells,  Cynthiana. 
You  wonder  what  the  reactions  of  these  three 
men  would  be  if  they  could  now  be  told  that 
“The  Journal”  appears  in  libraries  of  all  50 
states  and  in  1 6 foreign  countries. 

Walter  S.  Coe,  M.D. 
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oducing  alginates  to  antacids 


difference 


in  taste 


Derived  from  seaweed,  and  long  used  to  impart 
velvety  consistency  to  foods,  alginates— a Warner- 
Chilcott  contribution  to  antacid  palatability— help 
1)  erase  the  chalkiness  and  grittiness  found  with  some 
other  antacids;  2)  dispel  unpleasant  aftertaste.  Like 
ice  cream,  Gelusil-M  is  smooth  and  creamy;  and  it  has 
a cool  mint  flavor.  Thus,  for  your  patients  Gelusil-M 
may  be  better  to  start  on  and  easier  to  stay  on. 


. 


introducing  new 

GELUSIIIM 


each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Warner-Chilcott) 

200  mg.  magnesium  hydroxide 

•U.S.  Parent  No.  3,324,755 

a consistent  buffering  anticostive1  antacid 

t Avoids  constipation. 


See  next  page  for  prescribing  informat 

0:*  ' ' '&M 


GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient 


GelusiT-M  Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored) — light  green  bottles  of  1 2 f I.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusir  Tablets 

the  universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 

when  constipation  is  not  a problem 

Pleasant  mint  flavor. ..ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


V once-popular  treatment  for  back  pains 
to  have  the  seventh  son  of  a seventh  son 
or  walk  on  the  patient's  back. 


^or  headache,  a sovereign  remedy  was 
o wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


Empirin’* 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 


Each  tablet  contains: 

Todeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC 
Ttickahoe.  N.Y. 


Tb  help  break  the  cycle 
of  skeletal  muscle  spasn 


Six  years  of  investigation  have  culminated  in  tf 
recognition  of  Valium  (diazepam)  as  an  effective 
muscle  relaxant  — in  addition  to  its  distinctive  r< 
as  a calmative  in  psychic  tension. 


Used  adjunctively,  Valium  acts  to  relieve  reflex 
spasm  of  skeletal  muscle  due  to  local  pathology 
such  as  trauma  and  inflammation. 


To  break  the  cycle  of  spasm/ pain/ spasm 
Muscle  trauma  or  inflammation  can  trigger 
involuntary  spasm  or  “splinting”  of  muscle,  and 
the  resulting  discomfort  further  aggravates  the 
spasm;  thus  a vicious  cycle  of  spasm/pain/spasi 
is  produced. 


To  help  increase  range  of  mobility 
Valium  helps  break  this  cycle  of  reflex  spasm  to 
local  pathology— with  these  benefits:  relief  of 
discomfort  as  spasm  is  relaxed,  increased  range  c 
mobility,  faster  return  to  more  normal  activities 


To  relieve  psychic  tension  when  also  presen 
When  psychic  tension  or  anxiety  complicates  th 
clinical  picture  of  skeletal  muscle  spasm,  the 
widely-recognized  calming  action  of  Valium  ma; 
also  contribute  to  total  patient  management. 


(Artist’s  conception  of  reflex  arc.) 
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! 'ore  prescribing,  please  consult  complete 
I duct  information,  a summary  of  which  follows: 

j lications  : Tension  and  anxiety  states;  somatic 
lplaints  which  are  concomitants  of  emotional 
:ors;  psychoneurotic  states  manifested  by 
sion,  anxiety,  apprehension,  fatigue,  depressive 
lptoms  or  agitation;  acute  agitation,  tremor, 
rium  tremens  and  hallucinosis  due  to  acute 
)hol  withdrawal;  adjunctively  in  skeletal 
( scle  spasm  due  to  reflex  spasm  to  local 
| hology,  spasticity  caused  by  upper  motor 
[ iron  disorders,  athetosis,  stiff-man  syndrome, 
j vulsive  disorders  (not  for  sole  therapy). 

J ntraindicated : Known  hypersensitivity  to  the 
g.  Children  under  6 months  of  age.  Acute 
row  angle  glaucoma. 

irnings:  Not  of  value  in  psychotic  patients, 
jtion  against  hazardous  occupations  requiring 
iplete  mental  alertness.  When  used  adjunctively 
onvulsive  disorders,  possibility  of  increase  in 
juency  and/or  severity  of  grand  mal  seizures 
y require  increased  dosage  of  standard  anti- 
vulsant  medication;  abrupt  withdrawal  may 
associated  with  temporary  increase  in  frequency 
1/or  severity  of  seizures.  Advise  against 
ultaneous  ingestion  of  alcohol  and  other  CNS 
iressants.  Withdrawal  symptoms  have 
urred  following  abrupt  discontinuance.  Keep 
liction-prone  individuals  under  careful 
veillance  because  of  their  predisposition  to 
>ituation  and  dependence.  In  pregnancy, 
tation  or  women  of  childbearing  age,  weigh 
ential  benefit  against  possible  hazard. 

:cautions : If  combined  with  other  psycho- 


tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed.  Usual  pre- 
cautions indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes 
in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical 
reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation,  have  been  reported;  should  these 
occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 

Wiunf  (diazepam) 
2-mg,  5-mg,  or  10-mg 
tablets,  t.i.d.  or  q.i.d.  and 
when  skeletal  muscle 
spasm  and  psychic  tension 
interfere  with  sleep:  add 
1 tablet,  h.s.,  to  t.i.d.  dosage 


Division. of  Hoffmann-la  Roche  Inc 
Nutley.  New  Jersey  0711$ 


Public  Enema  No/ 


Claim  the  rewards  of  sparing  your  patients  the  tubes 
and  tribulations  of  unpleasant  enemas. 

Compared  to  enemas,  Dulcolax  suppositories  are  a 
gentler  and  simpler  way  to  empty  the  bowel.  Gone 
are  the  tubing,  the  "accidents”,  and  the  bruised  egos. 
Just  one  suppository,  inserted  against  the  bowel  wall, 
usually  brings  about  an  evacuation  within  15  minutes 
to  an  hour. 

In  the  hospital,  order  Dulcolax  for  constipation  or 


bowel  cleansing.  Your  patients  will  often  prefer  it  tc 
embarrassing  enemas.  And  you  can  be  sure  nurses 
will  appreciate  the  saving  in  time  and  effort. 


Dulcolax  tablets  taken  at  night  usually  result  in  a 
bowel  movement  the  following  morning.  A combin; 
tion  of  tablets  at  night  and  a suppository  the  next 
morning  generally  cleans  the  bowel  thoroughly  in 
preparation  for  surgery  or  special  procedures.  Kee| 
in  mind,  however,  that  the  drug  is  contraindicated  i 
the  acute  surgical  abdomen. 


Dulcolax  :„ife 


bisacodyl 


predictable 


Under  license  from  Boehringer  Ingelheim  G.m.b.H. 


6i$>  Geigy  Pharmaceuticals . Division  of  Geigy  Chemical  Corporation.  Ardsley,  New  York  10502 
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Governor  Nunn  To  Deliver  Keynote  Address  At  Opening  Session 
Of  1969  KMA  Interim  Meeting  March  26-27  in  Lexington 


The  Honorable  Louie  B.  Nunn,  governor  of  Ken- 
tucky, will  be  the  keynote  speaker  at  the  opening 
session  of  the  1969  KMA  Interim  Meeting  March 
26-27  at  the  Continental  Inn,  Lexington. 


Governor  Nunn,  director  of  the  Health  Planning 
Commission,  will  discuss  aspects  of  Comprehensive 
Health  Planning  in  Kentucky.  This  topic  will  receive 
major  emphasis  during  the  meeting  and  serve  as  the 
theme  of  a panel  discussion  on  March  27  moderated 
by  George  F.  Brockman,  M.D.,  Greenville,  KMA 
past  president. 

Members  of  the  panel  will  include  Frederick  A. 
Stine,  M.D.,  Ft.  Thomas,  member  of  the  State  Health 
Planning  Council;  Frank  J.  Groschelle,  administrator 
of  the  Kentucky  Program  Development  Office; 
Strawn  W.  Taylor,  state  director  of  Comprehensive 
Health  Planning;  and  Senator  Clyde  Middleton,  Cov- 
ington, from  Kentucky’s  24th  District,  and  chairman 
of  the  state  Comprehensive  Health  Planning  Council. 

Thursday  morning’s  program  will  also  feature  a 
discussion  of  Health  Manpower.  The  names  of  the 
local  and  national  speakers  to  participate  in  this 
portion  of  the  program  will  be  released  in  the  Febru- 
ary issue  of  The  Journal. 

George  R.  Dunlop,  M.D.,  Worcester,  Mass.,  presi- 
dent of  the  Massachusetts  Blue  Shield  Plans,  will 
deliver  the  luncheon  address  March  27  at  the  close 
of  the  meeting.  Doctor  Dunlop’s  topic  will  be  “Blue 
Shield’s  Partnership  with  Medicine.” 

A 1931  graduate  of  Harvard  Medical  School,  Doc- 
tor Dunlop  is  a member  of  the  Board  of  the  Na- 
tional Association  of  Blue  Shield  Plans,  the  Gover- 
nor’s Medical  Advisory  Council  for  Medicaid,  and 


numerous  medical  and  civic  societies  and  organiza- 
tions. 

In  addition  to  the  outstanding  program  planned 
for  the  two-day  session,  there  will  be  a meeting 
of  the  KMA  Board  of  Trustees,  an  Orientation  Pro- 
gram for  new  KMA  members,  and  a meeting  of 
the  Woman’s  Auxiliary  to  KMA. 

Henry  B.  Asman,  M.D.,  KMA  president,  urges 
all  Kentucky  physicians  to  make  plans  now  to  attend 
the  Interim  Meeting  and  to  secure  reservations  at 
the  Continental  Inn  at  an  early  date. 

First  Trustee  District  To  Meet 
January  22  in  Paducah 

The  First  Trustee  District  of  the  Kentucky  Medi- 
cal Association  will  hold  its  annual  dinner  meeting 
at  6:00  p.m.,  January  22,  at  the  Paducah  Country 
Club,  according  to  C.  C.  Lowry,  M.D.,  Murray,  dis- 
trict trustee. 

Henry  B.  Asman,  M.D.,  Louisville,  KMA  president, 
will  be  the  featured  speaker  on  the  program.  John 
C.  Quertermous,  M.D.,  Murray,  chairman  of  the 
KEMPAC  Board,  will  appear  on  the  program  with 
Doctor  Asman. 

All  physicians  and  their  wives  in  the  First  District 
are  invited  to  attend  the  meeting,  hosted  by  the 
McCracken  County  Medical  Society,  Doctor  Lowry 
said. 

U of  L Oral  Cancer  Symposium 
To  Be  Presented  February  8 

The  Fifth  Oral  Cancer  Symposium  will  be  pre- 
sented by  the  Oral  Cancer  Diagnostic  Program  of 
the  University  of  Louisville  at  8:45  a.m.  February 
8 in  the  General  Hospital  Rankin  Amphitheatre, 
Louisville. 

The  theme  of  the  symposium  will  be  “Rehabilita- 
tion of  the  Head  and  Neck  Cancer  Patient.”  Some 
of  the  program  participants  and  their  topics  will  be: 

“Oral  Cancer  Programs,”  Richard  Hayes,  D.D.S., 
U.S.  Public  Health  Service;  “Newer  Developments 
in  Maxillofacial  Prosthetics,”  Victor  Matalon,  D.D.S., 
Houston,  Texas;  “Intra-Oral  Prosthetics  after  Can- 
cer Treatment,”  Kenneth  Adisman,  D.D.S.,  New 
York,  N.Y.;  “Mandibular  Implants  after  Resection,” 
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Varoujan  Chalian,  D.D.S.,  Indianapolis,  Ind.;  “Role 
of  Rehabilitation  Centers,”  Robert  Smith,  M.D., 
Louisville;  “Restoration  of  Swallowing  Mechanism 
and  Plastic  Surgical  Problems,”  Donald  Shedd,  M.D., 
Buffalo,  N.Y.;  “Speech  Rehabilitation,”  James 
Shanks,  D.D.S.,  Indianapolis,  Ind.;  “Esophageal 
Speech,”  Hazel  Waldron,  Louisville;  and  “Functional 
Restoration  after  Radiation  Therapy,”  Ralph  Scott, 
M.D.,  Louisville. 

Marvin  Barnett,  D.M.D.,  Louisville,  will  moderate 
a panel  discussion  of  “Maxillofacial  Prosthetics,” 
during  the  symposium.  All  physicians,  dentists,  med- 
ical students  and  dental  students  are  invited  to  at- 
tend. 

ACS  Sectional  Meeting  To  Be 
In  Louisville  Feb.  24-26 

More  than  550  surgeons  are  expected  to  attend  a 
sectional  meeting  of  the  American  College  of  Sur- 
geons February  24-26  at  the  Brown  Hotel,  Louis- 
ville, according  to  James  C.  Drye,  M.D..  Louisville, 
chairman  of  the  local  advisory  committee  on  ar- 
rangements. 

Highlights  of  the  three-day  session  will  include 
"How-I-Do-It”  clinics,  panel  discussions,  symposia, 
scientific  papers  and  films.  Preston  A.  Wade,  M.D., 
New  York,  N.Y.,  president  of  the  College,  will  pre- 
side at  the  opening  session  on  “Day  to  Day  Trans- 
portation and  Management  of  the  Injured — Louisville 
Plan  for  the  Care  of  the  Injured.” 

Kentucky  fellows  of  the  College  assisting  Doctor 
Drye  with  arrangements  include  Douglas  M.  Haynes, 
M.D.;  Thomas  M.  Marshall,  M.D.;  Roderick  Mac- 
Donald, M.D.;  George  I.  Uhde,  M.D.;  Owen  B. 
Murphy.  M.D.;  Harry  D.  Stambaugh.  M.D.;  John  S. 
Herter,  M.D.;  Robert  Lich,  M.D.;  Rudolf  J.  Noer. 
M.D.;  and  Allan  M.  Lansing,  M.D.,  Louisville;  Loren 
J.  Humphrey,  M.D.  and  David  A.  Hull,  M.D.,  Lex- 
ington; Robert  W.  Robertson,  M.D.,  Paducah;  Clyde 
C.  Sparks,  M.D.,  Ashland;  Richard  E.  Grise,  M.D., 
Bowling  Green;  William  T.  McElhinney,  M.D.,  Cov- 
ington; and  James  E.  Hix,  M.D.,  Owensboro. 

AMA  House  Acts  on  94  Matters 
During  Clinical  Convention* 

Discrimination  in  American  Medical  Association 
membership  because  of  color,  creed,  race,  religion 
or  ethnic  origin  is  clearly  prohibited  by  a section 
added  to  the  Association’s  bylaws  by  the  House  of 
Delegates  at  the  22nd  Clinical  Convention,  Decem- 
ber 1-4  in  Miami  Beach,  Fla. 

A second  amendment  adopted  in  the  bylaws  pro- 
vides a mechanism  for  implementing  the  prohibition 
in  case  of  repeated  violations. 

In  other,  equally  far-reaching  actions,  the  House 
directed  the  Council  on  Constitution  and  Bylaws  to 
prepare  “appropriate  Bylaw  amendments  so  that 
qualified  Doctors  of  Osteopathy  may  be  admitted 
to  full  active  membership  in  the  American  Medical 


*This  report  received  from  the  office  of  the  Acting 
Executive  Vice  President,  AMA 


Association”  and  adopted  a Board  of  Trustees  re- 
port providing  a number  of  significant  avenues 
whereby  “qualified  osteopaths  may  be  assimilated 
into  the  mainstream  of  medicine.” 

Those  were  only  two  of  the  forward  steps  taken 
by  the  AMA  House  of  Delegates  during  10  hours 
and  47  minutes  of  deliberations  in  convention  at 
Miami  Beach. 

Attendance  at  the  House  session  went  from  a low 
of  91%  at  the  opening  meeting  (223  out  of  242 
delegates  present)  to  a high  of  99%  (240  delegates) 
at  the  Tuesday  and  Wednesday  sessions  when  ac- 
tions were  taken. 

Ninety-four  items  of  business  were  brought  to  the 
attention  of  the  House,  including  22  reports  from 
the  Board  of  Trustees;  one  from  the  Joint  Confer- 
ence Committee  of  AMA  and  Blue  Shield;  four  from 
the  Council  on  Medical  Service;  three  from  the 
Council  on  Medical  Education;  two  from  the  Council 
on  Constitution  and  Bylaws;  and  62  resolutions  from 
state  medical  associations,  scientific  sections  and  in- 
dividual delegates. 

Of  the  32  reports,  18  were  adopted;  three  were 
amended  and  adopted;  eight  were  accepted  for  in- 
formation; one  was  amended  and  then  accepted  for 
information;  one  was  approved;  and  one  was  reject- 
ed. (The  House  did  not  pass  the  Constitutional  and 
bylaw  amendments  that  would  have  enlarged  the 
Board  of  Trustees  to  16  members  by  giving  the 
Vice  President  a vote  on  the  Board.) 

Of  the  62  resolutions,  12  were  adopted;  19  were 
amended  and  adopted;  six  were  combined  with  one 
or  more  others  into  substitute  resolutions;  three  were 
absorbed  into  other  adopted  resolutions;  six  were 
referred  to  the  Board  or  a Council;  five  were  re- 
jected; six  were  replaced  by  substitute  resolutions; 
three  were  replaced  by  substitute  resolutions  which 
were  then  amended;  and  two  were  withdrawn  before 
being  sent  to  a Reference  Committee. 

AAPHP  Honors  Dr.  Teague 

Russell  E.  Teague,  M.D.,  Frankfort,  Commissioner 
of  Health  for  Kentucky  during  the  past  13  years, 
received  the  Distinguished  Service  Medal  from  the 
American  Association  of  Public  Health  Physicians 
during  its  recent  annual  meeting  in  Detroit,  Mich. 

Ky.  Physician  Attendance  High 
At  Annual  SMA  Convention 

Ninety-eight  Kentucky  physicians  attended  the 
62nd  Annual  Meeting  of  the  Southern  Medical  As- 
sociation November  18-21,  according  to  the  daily 
registration  bulletins  published  during  the  conven- 
tion. More  than  3,000  physicians  attended  the  meet- 
ing at  Rivergate  Exhibition  Center  in  New  Orleans, 
La. 

Highlights  of  the  convention  included  presenta- 
tions and  discussions  in  21  areas  of  medical  special- 
ties, professional  and  technical  exhibits,  and  the 
President’s  Luncheon  featuring  guest  speaker  William 
B.  Walsh,  M.D.,  president  and  medical  director  of 
Project  Hope. 

A complete  list  of  Kentucky  physicians  attending 
the  meeting  appears  on  the  next  page. 
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Samuel  M.  Adams,  M.D.,  London 
Hugh  P.  Adkins,  M.D.,  Louisville 
Albert  L.  Allen,  M.D.,  Winchester 
John  Ammon,  M.D.,  Florence 
Marion  E.  Arnold,  M.D.,  Madisonville 
James  W.  Bard,  M.D.,  Lexington 
Richard  A.  Blair,  M.D.,  Paducah 
C.  M.  Blanton,  M.D.,  Paducah 
James  S.  Brashear,  M.D.,  Central  City 
Carl  J.  Brueggemann,  M.D.,  Covington 
Glenn  W.  Bryant,  M.D.,  Louisville 
R.  Rhodes  Burnam,  M.D.,  Louisville 
Woody  G.  Burrow,  M.D.,  Paducah 
E.  Dean  Canan,  M.D.,  Louisville 
Eugene  A.  Castle,  M.D.,  Madisonville 
Robert  H.  Cofield,  M.D.,  Covington 
William  J.  Colburn,  M.D.,  Calvert  City 

R.  C.  Comstock,  M.D.,  Louisville 

S.  L.  Cooke,  M.D.,  Harlan 
Joseph  Daugherty,  M.D.,  Florence 
Edwin  T.  Davis,  M.D.,  Paducah 
Henry  F.  DeLong,  M.D.,  Louisville 
E.  E.  DeVillez,  M.D.,  Covington 

E.  T.  Edwards,  M.D.,  Louisville 

Ollie  B.  Emerine,  M.D.,  Elizabethtown 

F.  F.  Ferguson,  M.D.,  Madisonville 
John  B.  Floyd,  Jr.,  M.D.,  Lexington 
William  Gillespie,  M.D.,  Louisville 
J.  D.  Gordinier,  M.D.,  Louisville 
William  J.  Graul,  M.D.,  Versailles 
Dallas  C.  Hagg,  M.D.,  Frankfort 

C.  Noel  Hall,  M.D.,  Versailles 


Michael  T.  Hamilton,  M.D.,  Louisville 
J.  Duffy  Hancock,  M.D.,  Louisville 
Stuart  E.  Harlowe,  M.D.,  Louisville 
Henry  Harris,  M.D.,  Bowling  Green 
James  C.  Hart,  M.D.,  Murray 
Fred  C.  Hauck,  M.D.,  Owensboro 
William  F.  Hawn,  M.D.,  Louisville 
Arthur  Hellebusch,  M.D.,  Lexington 
W.  C.  Hollingsworth,  M.D.,  Ft.  Knox 
Harry  E.  Homan,  M.D.,  Ashland 
Alfred  A.  Jacobs,  M.D.,  Erlanger 
Robert  B.  Jasper,  M.D.,  Somerset 
W.  R.  Johnson,  M.D.,  Paducah 
David  H.  Johnston,  M.D.,  Lexington 
Raymond  E.  Jones,  M.D.,  Louisville 
Conrad  Jones,  M.D.,  Murray 
Charles  W.  Justice,  Jr.,  M.D.,  Ludlow 
Martin  P.  Kaplan,  M.D.,  Lexington 
Esten  S.  Kimbel,  M.D.,  Frankfort 
Harold  King,  M.D.,  Benton 
Wayne  Kotcamp,  M.D.,  Louisville 
E.  E.  Landis,  M.D.,  Louisville 
W.  W.  Leavell,  M.D.,  Lexington 
C.  C.  Lowry,  M.D.,  Murray 
Carroll  H.  Luhr,  Jr.,  M.D.,  Louisville 
Robert  J.  McGrath,  M.D.,  Louisville 
William  J.  McNabb,  M.D.,  Louisa 
H.  B.  McWhorter,  M.D.,  Ashland 
Paul  F.  Maddox,  M.D.,  Campton 
Andrew  M.  Moore,  M.D.,  Lexington 
Horace  A.  Norrell,  M.D.,  Lexington 
Ethel  H.  O’Brien,  M.D.,  Louisville 


John  S.  Oldham,  M.D.,  Owensboro 
A.  Evan  Overstreet,  M.D.,  Louisville 
Sam  A.  Overstreet,  M.D.,  Louisville 
Joseph  B.  Parker,  Jr.,  M.D.,  Lexington 

C.  Kenneth  Peters,  M.D.,  Louisville 
F.  M.  Picklesimer,  M.D.,  Paintsville 
J.  A.  Poe,  M.D.,  Fulton 

William  H.  Powers,  M.D.,  Louisville 
Thomas  Pruitt,  M.D.,  Harlan 
Lloyd  F.  Redick,  M.D.,  Lexington 
O.  M.  Richardson,  M.D.,  Elizabethtown 
Gradie  Rowntree,  M.D.,  Louisville 
Marjorie  Rowntree,  M.D.,  Louisville 
Benjamin  F.  Rush,  M.D.,  Lexington 
Allen  M.  Sakler,  M.D.,  Louisville 
Marlyn  M.  Sanders,  M.D.,  Owensboro 
R.  J.  Sanders,  M.D.,  Owensboro 
Merrill  W.  Schell,  M.D.,  Owensboro 
Frank  K.  Sewell,  M.D.,  Mt.  Sterling 
J.  Day  Shanklin,  M.D.,  Louisville 
Charles  J.  Shipp,  M.D.,  Greenville 
William  B.  Simpson,  M.D.,  Mayfield 
Thomas  G.  Stigall,  M.D.,  Louisville 
Charles  C.  Smith,  M.D.,  Louisville 
Paul  R.  Smith,  M.D.,  London 
Tom  J.  Smith,  M.D.,  Louisville 
Dixie  E.  Snider,  M.D.,  Springfield 
Charles  Tarkington,  M.D.,  Lexington 
M.  C.  Veal,  M.D.,  Henderson 

D.  Vertrees,  M.D.,  Georgetown 
Gene  T.  Watts,  M.D.,  Hindman 
Bernard  Weisskopf,  M.D.,  Louisville 
Roger  K.  White,  M.D.,  Louisville 

A.  C.  Wright,  M.D.,  Cynthiana 


OPTICAL  ILLUSION? 

All  the  long,  diagonal 
lines  are  parallel,  but  the 
cross  lines  distract  the 
eye  and  make  them  ap- 
pear at  angles.  Don’t  suf- 
fer from  the  illusion  that 
all  glasses  are  properly 
crafted.  Rely  on  SOUTH- 
ERN OPTICAL  accuracy. 


Charge  accounts 
invited 


£outkm< 
' Optical 


SOUTHERN  OPTICAL  BLOG  . 640  $ 4th 
(Midway  between  Broadway  l Chestnut) 
MEDICAL  ARTS  BLDG  . Eastern  Parkway 
ST  MATTHEWS.  Wallace  Center 
MEOICAL  TOWERS  BLDG  . Floyd  t Gray 
CONTACT  LENSES.  640  S 4th 


Louisville 


Bowling  Green 
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KNOW  YOUR  CONGRESSMEN 


Hoyt  D.  Gardner,  M.D.,  Louisville,  chairman  for 
national  affairs  of  the  KMA  Committee  on  Legisla- 
tive Activities,  urges  all  physicians  to  become  ac- 
quainted with  their  congressmen  and  points  out  that 
the  congressman  is  interested  in  having  the  views  of 
his  constituents. 

The  Journal,  in  order  to  assist  you  in  accomplish- 
ing this,  gives  the  following  information.  You  may 
want  to  remove  this  page  and  keep  it  in  your  files. 

Your  congressman  may  be  reached  by  addressing 


him  in  Washington  at  the  address  below.  The  Wash- 
ington, D.C.  zip  code  for  the  senators  is  20510;  the 
zip  code  for  the  congressmen  is  20515. 

The  salutation  of  a letter  should  be  formal,  as 
“Dear  Congressman  Stubblefield,”  unless  you  are  a 
good  friend.  Then,  “Dear  Frank”  is  permissible. 

In  writing,  the  direct  approach  to  the  subject  is 
preferred.  Don’t  ramble. 

If  the  action  is  favorable,  follow-up  with  a “thank 
you”  note.  It  will  be  appreciated. 


Kentucky’s  Seven  Congressional  Districts 

CONGRESSMEN 


District  Congressmen 

Address 

6 John  C.  Watts 

Room  241 1 

(D),  Nicholasville 

Rayburn  House  Office  Bldg. 

1 

Frank  A.  Stubblefield 

Room  1514 

ID)  , Murray 

Longworlh  House  Office 

7 Carl  D.  Perkins 

Room  2252 

Bldg. 

ID) , Hindman 

Rayburn  House  Office  Bldg. 

2 

William  H.  Natcher 

Room  2333 

(D) , Bowling  Green 

Rayburn  House  Office  Bldg. 

3 

William  O.  Cowger 

Room  239 

(R) , Louisville 

Cannon  House  Office  Bldg. 

SENATORS 

4 

M.  G.  “Gene”  Snyder 

Room  1532 

Senator 

Address 

1 R) , Louisville 

Longworth  H )use  Office 

Bldg. 

John  Sherman  Cooper 

Room  125 

(R) , Somerset 

Old  Senate  Office  Building 

5 

Tim  Lee  Carter,  M.D. 

Room  1 231 

(R) , Tompkinsville 

Longworth  House  Office 

Marlow  W.  Cook 

Room  437 

Bldg. 

(R) , Louisville 

Old  Senate  Office  Building 
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JAMES  O.  PIERCE,  M.D. 

Beechmont 

1907-1968 

James  O.  Pierce,  M.D.,  61,  area  health  officer 
with  the  TVA  Paradise  Steam  Plant  since  1960, 
died  suddenly  November  26  at  his  home  in  Beech- 
mont. A 1931  graduate  of  the  University  of  Tennes- 
see College  of  Medicine,  Doctor  Pierce  was  a vet- 
eran of  World  War  II  and  had  served  with  the 
Veterans  Administration  Hospital. 

W.  REEVE  HANSEN,  M.D. 

Louisville 

1921-1968 

W.  Reeve  Hansen,  M.D.,  47,  a Louisville  physi- 
cian, died  December  1 1 in  his  office.  Death  was 
attributed  to  a heart  attack.  Doctor  Hansen  gradu- 
ated from  the  University  of  Louisville  School  of 
Medicine  in  1945  and  had  practiced  in  Louisville 
since  that  time.  He  was  a member  of  the  American 
College  of  Physicians  and  the  American  College  of 
Internists. 

ERNEST  G.  SKAGGS,  M.D. 

Paintsville 

1905-1968 

Ernest  G.  Skaggs,  M.D.,  63,  a Paintsville  surgeon 
since  1958,  died  November  15  at  his  home  after  a 
long  illness.  A 1933  graduate  of  the  University  of 
Tennessee  College  of  Medicine,  Doctor  Skaggs  prac- 
ticed in  Fleming  for  a number  of  years  before  mov- 
ing to  Paintsville.  He  was  active  in  a number  of 
medical  and  civic  organizations. 

MARCUS  A.  COYLE,  M.D. 

Springfield 

1910-1968 

Marcus  A.  Coyle,  M.D.,  58,  a Springfield  physi- 
cian for  31  years,  died  December  8 at  his  home. 
Death  was  attributed  to  a heart  attack.  A 1938 
graduate  of  the  University  of  Louisville  School  of 
Medicine,  Doctor  Coyle  was  a medical  examiner 
for  the  Washington  County  Selective  Service  Board 
and  a member  of  numerous  local  civic  organizations. 


EMERGENCY  ROOM  PHYSICIAN 

Accredited  280  bed  progressive  general 
hospital.  Guaranteed  annual  income. 
Immediately  available.  Contact  Admin- 
istrator, Cabell  Huntington  Hospital, 
1340  16th  St.,  Huntington,  West  Virginia. 
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AMA 

(Continued  from  page  58) 

is  not  an  investment  house.  The  joining  of  the  AMA, 
state  medical  association  and  county  medical  society 
is  another  service  that  the  physician  performs  not 
only  to  his  profession,  or  for  the  betterment  of  public 
health,  but  for  himself.  Many  physicians  do  more 
in  their  contributions  to  these  organizations,  by  serv- 
ing on  committees  and  councils  and  as  officers. 

But,  let  me  say  this:  If  all  of  the  preceding  in- 
formation does  not  convince  you  of  the  effective- 
ness and  dedication  of  AMA  to  the  profession  and 
the  people  of  this  country,  let  me  ask  you  several 
favors. 

1.  Read  with  a critical  eye,  the  newspapers  and 
magazines  of  this  country  that  mis-shape  these  statis- 
tics and  misinterpret  our  work. 

2.  Don’t  quote  your  enemies,  quote  your  friends. 

3.  Don’t  lend  your  voice  to  those  who  oppose 
medicine,  thus  adding  credence  to  what  they  say. 
AMA  and  KMA  aren’t  the  ones  passing  the  bills 
and  controlling  your  practice. 

4.  Don’t  criticize  AMA,  county  and  state  societies 
with  inaccurate  information,  for  this  assists  the  ene- 
mies of  medicine  in  eliminating  the  private  practice 
of  medicine  and  organized  medicine  as  we  know  it 
today. 

The  oppostion  knows  we  are  divided.  They  are  not. 


PSYCHIATRIC  RESIDENCIES 
FOR  G.P.'s 

NIMH  residency  training  in  approved  three 
year  program.  Stipend  $12,000  plus  fringe 
benefits.  Applicants  must  have  completed 
four  years  or  more  of  practice  in  field  of 
medicine  other  than  psychiatry  and  an 
approved  internship.  Applicants  should  not 
be  over  45. 

Address  inquiries  to: 

Chairman 

Department  of  Psychiatry 
Medical  College  of  Virginia 
Richmond,  Virginia  23219 

Include  curriculum  vitae  and  recent  photo- 
graph. 


71 


So  hell  breathe  easier: 

relieve  anxiety 
while  you  relieve  pain. 

Relief  of  pain  is  usually  a major  goal  in  traumatic  conditions. 
But  often  of  importance,  too,  is  alleviation  of  anxiety  and 
tension  that  may  heighten  patient  discomfort. 

Single-prescription,  non-narcotic  Equagesic  may  effectively 
relieve  pain.  And  ease  anxiety  and  tension. 

TABLETS 

Equagesic* 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


IN  BRIEF. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin,  meprobamate  or  ethoheptazine  citrate. 

Warnings:  use  in  pregnancy  : Safety  for  use  during  pregnancy  or  lactation  has  not  been  established ; therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child-bearing  age  only  when  the  physician  judges  its  use 
essential  to  the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  in  susceptible  persons— as  alcoholics,  ex-addicts,  severe  psychoneurotics— has  resulted  in  depen- 
dence or  habituation.  Withdraw  gradually  after  prolonged  excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and  coordination.  If  drowsiness,  ataxia  or  visual  disturbances  (impair- 
ment of  accommodation  and  visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  patients  should  not  operate 
machinery  or  drive.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and  respiratory 
rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  gastric  lavage  and  appropriate  symptomatic  therapy  (CNS  stimulants  and  pressor  amines  as 
indicated).  Two  instances  of  accidental  or  intentional  significant  overdosage  with  ethoheptazine  and  aspirin  have 
been  reported.  These  were  accompanied  by  CNS  depression  (drowsiness  and  lightheadedness)  but  resulted  in 
uneventful  recovery.  On  basis  of  pharmacologic  data,  CNS  stimulation  could  be  anticipated,  with  nausea,  vomiting 
and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific  parenteral  electrolyte  therapy 
for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrombinemic  hemorrhage  (usually  requires  whole 
blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may  cause  nausea  with  or  without  vomiting  and  epigastric 
distress,  in  a small  percentage  of  patients.  Dizziness  is  rare  at  recommended  dosage.  Meprobamate  may  cause 
drowsiness,  ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses.  Such  patients  may  have  had  no  previous  contact  with  meprobamate  and 
may  or  may  not  have  an  allergic  history.  Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculo- 
papular  rash.  Acute  nonthrombocytopenic  purpura  with  cutaneous  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  If  allergic  reaction  occurs,  discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  These  cases  should 
be  treated  symptomatically  including,  when  indicated,  such  medication  as  epinephrine,  antihistamine  and  possibly 
hydrocortisone.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  on  continuous  use.  Rarely, 
aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic  anemia  have  been 
reported,  almost  always  in  presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management  of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 
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V 


Suite  260 

Shelbyville  Road  Mall  Office  Center 
400  Sherburn  Lane 

Telephone:  (Area  Code  502)  895-5501 
Mailing  Address:  P.O.  Box  20065,  Louisville,  Kentucky  40220 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Acciedited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program  including  occupational  therapy,  art  therapy,  athletic 
activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-253-2761 


W henever  anxiety  induces  or  intensifies  rfmicaffiytnptwns 


Librium 

(chlordiazepoxide  HCl) 

Quickly  relieves  anxiety -Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordination, on  proper  dosage- 
Has  wide  margin  of  safety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows : 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving) .Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 


Roche ® 

LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor  men- 
strual irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  pro- 
tracted therapy. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral—  Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCl) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles  of 
50.  LibritabsT,M'  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100.  With 
respect  to  clinical  activity,  capsules  and  tablets 
are  indistinguishable. 


Also  available:  LibritaBs' (chlordiazepoxide ) 5 -mg,  10-mg,  25-mg  tablet. 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AM  BAR  2 

EXTENTABS 


methamphetamine  HCI  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  /WLROBINS 


A.  H.  ROBINS  COMPANY, 
RICHMOND,  VA.  23220 


HW&D  BRAND  OHUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTATIN®  300 


DemelhylchlorlelracyclineHCl  300  mg 
and  Njslalin  500,000  unils 
CAPSl  LE-SHAPED  TABLETS  Lederle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
oy^rgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component,  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
ji  exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
L discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 


rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapyl 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans.  , 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 


LEDERLE  LABORATORIES 


i 


MESSAGE 
FROM  THE 
PRESIDENT 


No  Time  To  Relax 


WITH  a new  Administration  in  Washington,  and  the  promise  of  a “more 
conservative”  Congress,  it  would  be  nice  to  look  forward  to  a more 
favorable  “atmosphere”  in  our  Capitol.  Many  of  us,  however,  overlook 
the  fact  that  it  frequently  is  not  “the  law”  that  gets  you,  but  the  regulations,  and 
the  bureaucrats  who  promulgate  them,  that  do  the  damage. 

Remember  back  during  the  89th  Congress,  and  before,  when  Medicine  told 
Congress,  and  anyone  else  who  would  listen,  that  the  proposed  Medicare  Law 
would  (1)  be  inordinately  expensive,  (2)  inevitably  lead  to  the  control  of  the 
practice  of  medicine,  and  (3)  lead  to  demands  that  the  program  be  expanded  to 
cover  everyone. 

In  the  last  few  weeks,  Mr.  Cohen  has  complained  of  the  cost  of  Medicare,  indi- 
cated Congress  might  have  to  “set  physicians’  fees”,  and  refused  to  raise  the 
premium  for  Part  B against  the  advice  of  his  own  actuaries,  which  must  result  in 
a huge  deficit  or  . . . more  reduction  of  reimbursement  for  services  rendered. 

Social  Security  Administration  Secretary  Robert  Ball  then  held  a meeting  with 
the  Part  B intermediaries  and  stressed  the  program  must  operate  within  the  pro- 
gram income,  carriers  must  tighten  up  procedures  in  determining  reasonable 
charges  and  in  effect  placed  a ceiling  on  the  upper  limit  of  the  range  of  reasonable 
charges.  Along  came  the  word  also  of  the  “Committee  of  100”  to  promote  com- 
pulsory health  insurance  for  everyone  in  the  United  States  with  Walter  Reuther  as 
committee  chairman  and  the  eminent  Michael  DeBakey,  M.D.,  as  co-chairman. 

There  is  no  doubt  that  Medicare  has  increased  the  total  cost  of  medical  care  for 
the  general  population.  Hospital  care  accounts  for  the  biggest  part  of  that  in- 
crease; physicians’  fees  contributed  to  a much  lesser  degree. 

The  physician  has  not  been  immune  to  the  inflationary  spiral;  his  cost-of-living 
went  up  4.7%  in  1968,  just  like  everyone  else’s;  his  overhead  went  up;  and  his 
taxes  went  up  10%  last  April,  right  along  with  Mr.  Cohen’s.  His  patient-load  also 
went  up,  as  did  his  working  hours,  and  his  “paper  work”,  both  in  his  office  and 
in  the  hospital — to  satisfy  the  bureaucratic  regulations  sent  down  from  Washington. 


DON’T  RELAX! 


A TRUSTED  SYMBOL 

WHEN 

HEALTH  CARE  IS  NEEDED 


Kentucky  BLUE  SHIELD®'  and  BLUE  CROSS,®  trusted  symbols  in 
financing  voluntary  health  care,  offer  you  and  your  office  staff  More 
Benefits  per  Dues  Dollar  . . . 

• Regardless  of  the  number  you  employ 

• In  One  Complete  Package  . . . 

• At  monthly  group  rates 

BLUE  SHIELD®1  for  surgical-medical  services: 

Schedule  “C”  - surgical  allowances  up  to  $270. 

Schedule  “D”  - surgical  allowances  up  to  $405. 

(These  Blue  Shield  Schedules  also  provide  allowances  for 
In-Hospital  Medical,  X-Ray  and  Anesthesia  Services.) 

BLUE  CROSS®  for  comprehensive  hospital  benefits: 

With  Semi-Private  Room  — PAID  IN  FULL. 

All  other  COVERED  hospital  services  are  PAID  IN  FULL. 

MAJOR  MEDICAL  PLAN 
$100  Deductible 
80%  — 20%  Co-insurance 
$20,000  Maximum 

If  you  are  a physician  practicing  in  Kentucky,  age  64  or  under,  you  and  your  em- 
ployees are  eligible  for  this  Special  Group  Program. 

Persons  65  or  older  may  apply  for  the  Blue  Shield®1  & Blue  Cross  ® 65  Plan. 

For  more  information,  CONTACT  our  office  nearest  you 

BLUE  SHIELD9  & BLUE  CROSS 

KENTUCKY  PHYSICIANS  MUTUAL,  INC.  • BLUE  CROSS  HOSPITAL  PLAN,  INC. 

3101  Bardstown  Road  • Louisville,  Ky.  40205  • (502)  452-1511 

®J  Registered  service  marks  of  the  National  Association  of  Blue  Shield  Plans 
® Registered  service  marks  of  the  American  Hospital  Association 
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high  under 
the  cuff. 


he  forgets  he  has  hypertension,  gets  hot 
under  the  collar. . . high  under  the  cuff. 


For  such 

patients, consider 


Regrotori 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 


To  lower  blood  pressure 

and  allay  anxiety  in  hypertension. 

For  brief  summary  of  prescribing  infor- 
mation, see  next  page.  RE-6: 


Regroton'  Geigy 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 

the  once-a-day  tablet  for  anxious  hypertensives 

Regroton  is  a combination  of  two  basic 
antihypertensives  designed  to  lower  blood 
pressure  and  allay  anxiety  in  hypertension. 

With  Regroton  he  can  keep  his  shirt  on 
and  you  can  keep  his  blood  pressure  down. 

Before  prescribing,  please  review  carefully 
the  indications,  contraindications, 
warning,  precautions,  adverse  reactions 
and  dosage  information  below. 


RE-6392 


Regroton® 

Each  tablet  contains: 
chlorthalidone  50  mg. 
reserpine  U.S.P.  0.25  mg. 

Indications:  Hypertension. 
Contraindications:  History  of  men- 
tal depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration 
of  enteric-coated  potassium  sup- 
plements, which  should  be  used 
only  when  adequate  dietary  sup- 
plementation is  not  practical,  the 
possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions 
has  frequently  been  required  and 
deaths  have  occurred.  Discontinue 
coated  potassium-containing  for- 
mulations immediately  if  abdom- 
inal pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleed- 
ing occur.  Discontinue  one  week 
before  electroshock  therapy,  and 
if  depression  or  peptic  ulcer 
occurs. 

Use  in  pregnancy:  Because  chlor- 
thalidone may  cross  the  placental 
barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in 
breast  milk,  this  drug  should  be 
used  with  care  in  pregnant  pa- 
tients and  nursing  mothers.  When 
used  in  women  of  childbearing 
age,  the  potential  benefits  of  the 
drug  should  be  weighed  against 
the  possible  hazards  to  the  fetus. 
Use  of  chlorthalidone  may  result  in 
fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other 
adverse  reactions  which  have  oc- 
curred in  the  adult.  Increased 
respiratory  secretions,  nasal  con- 
gestion, cyanosis  and  anorexia 
may  occur  in  infants  born  to 


reserpine-treated  mothers. 
Precautions:  Antihypertensive 
therapy  with  this  drug  should  al- 
ways be  initiated  cautiously  in 
postsympathectomy  patients  and 
in  patients  receiving  ganglionic 
blocking  agents,  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypoten- 
sion during  surgery,  discontinue 
therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  proce- 
dures. In  emergency  surgery,  use, 
if  needed,  anticholinergic  or 
adrenergic  drugs  or  other  sup- 
portive measures  as  indicated. 
Because  of  the  possibility  of  pro- 
gression of  renal  damage,  periodic 
kidney  function  tests  are  indicated. 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated. 
Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may 
occur.  If  potassium  depletion 
should  occur  during  therapy,  the 
drug  should  be  discontinued  and 
potassium  supplements  given, 
provided  the  patient  does  not 
have  marked  oliguria. 

Take  particular  care  in  cirrhosis 
or  severe  ischemic  heart  disease 
and  in  patients  receiving  corti- 
costeroids, ACTH,  or  digitalis. 
Severe  salt  restriction  is  not 
recommended.  Use  cautiously  in 
patients  with  ulcerative  colitis  or 
gallstones  (biliary  colic  may  be 
precipitated).  Bronchial  asthma 
may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is 
generally  well  tolerated.  The  most 
frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diar- 
rhea, constipation,  muscle  cramps, 
headache,  dizziness  and  acute 


gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety, 
depression,  bradycardia  and 
ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis), 
drowsiness,  dull  sensorium,  hyper- 
glycemia and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness, 
transient  myopia,  impotence  or 
dysuria,  orthostatic  hypotension 
which  may  be  potentiated  when 
chlorthalidone  is  combined  with 
alcohol,  barbiturates  or  narcotics, 
leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranu- 
locytosis, nasal  stuffiness,  in- 
creased gastric  secretions, 
nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis, 
optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing 
of  the  skin,  a reversible  paralysis 
agitans-like  syndrome,  blurred 
vision,  conjunctival  injection, 
increased  susceptibility  to  colds, 
dyspnea,  weight  gain,  decreased 
libido,  dryness  of  the  mouth, 
deafness,  anorexia,  and  pan- 
creatitis when  epigastric  pain  or 
unexplained  G.l.  symptoms 
develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia, 
paresthesia,  photosensitization 
and  necrotizing  angiitis  are 
possible. 

Average  Dosage:  One  tablet  daily 
with  breakfast. 

Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000. 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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February  1969  • 


The  Journal  of 


From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  8-67.  A 33  year  old,  white,  married, 
gravida  2 para  2 was  seen  in  the  emergency 
■ room  at  3:20  p.m.  on  May  10,  1967,  with  a 

history  of  upper  abdominal  pain  that  later  became 
generalized,  together  with  nausea  and  vomiting  of 
16  hours’  duration.  Her  last  menstrual  period,  on 
April  19,  was  described  as  normal  in  all  respects. 

On  initial  examination,  the  blood  pressure  was 
70/0,  pulse  120.  The  patient  was  cold  and  clammy, 
and  obviously  in  deep  shock.  A fluid  wave  was 
demonstrated  in  the  lower  abdomen  and  a boggy 
sensation  was  noted  in  the  cul-de-sac.  The  impres- 
sion was  intra-abdominal  bleeding. 

The  hemoglobin  on  admission  was  9 grams,  hema- 
tocrit 30,  WBC  18,600.  The  urine  contained  a trace 
of  sugar  and  8-9  WBC/hpf. 

An  intra-catheter  was  inserted  in  the  subclavian 
vein  and  the  patient  was  typed  and  cross  matched 
for  blood.  Meanwhile,  500  cc  of  Dextran  was  given, 
followed  by  1000  cc  saline;  500  cc  of  whole  blood 
was  then  available  and  was  administered.  The  pulse 
was  now  70  and  the  blood  pressure  was  120/60. 
She  was  taken  to  the  operating  room  where  an  ex- 
ploratory laparotomy  was  performed  and  a small 
active  bleeder  was  found  on  the  right  tube.  There 
was  approximately  2000  cc  of  blood  in  the  peritoneal 
cavity.  The  right  tube  and  ovary  were  removed,  the 
blood  was  evacuated  from  the  abdominal  cavity,  and 
the  cavity  was  washed  out  with  saline.  The  abdomen 
was  then  closed. 

Because  a repeat  hemoglobin  was  reported  on  May 
1 1 as  7 grams,  she  was  given  another  1000  cc  of 
whole  blood.  There  was  a low-grade  fever  on  May  12. 

At  9:20  p.m.,  the  patient  suddenly  became  dyspneic. 
She  had  received  a total  fluid  intake  of  2500  cc 
on  May  11  and  3000  cc  on  May  12,  the  latter  in- 
cluding 500  cc  of  whole  blood.  She  received  a seda- 
tive and  was  seen  by  her  physician  at  10:45  p.m. 
She  was  cyanotic  with  a pulse  rate  of  160.  There 
was  blood-tinged  sputum  and  bilateral  rales  in  the 
lung  bases.  Oxygen  was  started,  50  mg  of  Heparin 
was  given  slowly  intravenously  and  a consultant  was 
called. 

The  patient  appeared  critically  ill  when  the  con- 
sultant arrived,  and  was  described  as  cyanotic,  dys- 
pneic, and  sitting  upright  in  bed.  There  were  no 
changes  to  percussion  of  her  thorax;  however,  on 
auscultation,  bronchial  breathing  was  noted  at  the 
left  base  posteriorly,  and  in  the  mid-axillary  line. 
No  rales  or  rhonchi  were  present.  Tactile  fremitus 


was  absent  in  the  left  base  posteriorly.  The  heart 
showed  sinus  tachycardia,  but  no  murmurs,  and  the 
pulmonary  second  sound  was  not  accentuated.  The 
impression  was  that  of  retained  tracheobronchial  se- 
cretions rather  than  pulmonary  embolus,  despite  the 
fact  that  she  had  coughed  up  some  blood-tinged  ma- 
terial. She  was  taken  to  surgery  where  bronchoscopy 
was  carried  out  with  removal  of  viscous  secretions 
from  the  tracheobronchial  tree.  This  temporarily  im- 
proved her  condition  and  she  was  transferred  to  the 
intensive  care  unit.  Soon,  however,  she  again  became 
dyspneic.  Another  bronchoscopy  was  done  with  re- 
moval of  voluminous  watery,  pink-tinged  secretions 
by  almost  continuous  suction.  She  died  with  the 
bronchoscope  in  place,  apparently  from  cardiac  ar- 
rest. 

At  autopsy,  the  right  lung  weighed  930  grams,  and 
the  left,  900  grams.  On  section  the  cut  surface  of 
the  lungs  exuded  a large  amount  of  fluid  and  blood. 
The  cut  sections  of  the  lungs  floated  heavily  in  the 
fixing  solutions,  sinking  in  some  areas.  The  pulmo- 
nary arteries  showed  no  emboli.  Section  through  the 
tube  showed  the  wall  of  the  tube  to  be  ruptured. 
The  lumen  contained  numerous  chorionic  villi.  In  the 
wall  there  was  invasion  with  trophoblast  and  inflam- 
matory infiltration.  The  right  ovary  contained  a 
corpus  luteum  of  pregnancy. 

The  final  diagnosis  was  1 ) generalized  pulmonary 
edema  with  beginning  bronchopneumonia,  2)  no  his- 
tologic evidence  for  congestive  atelectasis,  and  3) 
recent  abdominal  surgery  for  ectopic  pregnancy, 
right  tube. 

Comments 

The  Committee  classified  this  case  as  a direct 
obstetric  death  with  preventable  factors  on  the  part 
of  the  physician.  It  was  the  Committee’s  opinion 
that  there  was  clinical  evidence  of  pulmonary 
edema  which  was  not  treated  as  vigorously  as  pos- 
sible at  its  first  appearance;  the  autopsy  findings 
suggested  that  pulmonary  edema  was  significantly 
involved  in  the  cause  of  death.  Massive  hemoperi- 
toneum  from  any  cause  gives  rise  to  complex  prob- 
lems of  fluid  balance,  and  in  such  cases  circulatory 
overload  is  a serious  hazard.  This  patient’s  chance 
for  survival  might  have  been  increased  if  fluid  re- 
placement had  been  guided  by  central  venous  pres- 
sure monitoring. 


entucky  Medical  Association  • February  1969 


87 


M \ v I!!  / . / . 

\ \ V\V;;Y>  (•  W if  / Jy 


A high 


'5e£  • •>•  ,yV<. 


indexof 


suspicion 

E.coli 


/ vOA  »i  \VN  4 ^ — .-••■•  • .;> 


How  high  is  the  “index  of  suspi- 
cion” for  E.  coli  in  urinary  tract  in- 
fections? 

Recently  it  has  been  estimated  that 
about  86  per  cent  of  positive  cul- 
tures in  first  attacks  of  urinary 
tract  infection  are  E.  coli.'  It  has 
also  been  noted  that  “The  coliform 
group,  especially  E.  coli,  accounts 
for  approximately  90  per  cent  of 

initial  infections ”2 

Consider  wide-spectrum  Gantanol® 
(sulfamethoxazole)  for  its  high  "in- 
dex of  confidence”— its  proven  ef- 
fectiveness against  E.  coli  and 
other  sensitive  gram-negative  and 
gram-positive  organisms.  Thera- 
peutic levels  of  Gantanol  in  blood 
and  urine  are  achieved  within  2 
hours  after  a 2-Gm  starting  dose, 


with  ready  diffusion  into  intersti- 
tial fluids.  Responsive  infections 
generally  clear  within  5 to  7 days, 
with  relief  of  symptoms  usually 
seen  within  24-48  hours. 

Gantanol  also  earns  its  high  “index 
of  confidence”  because  Gantanol 
therapy  is  relatively  free  from  com- 
plications, including  the  problem 
of  bacterial  resistance  or  superin- 
fection. 

Convenient,  economical  dosage 
schedule:  b.i.d. 


References:  1.  Vernier,  R.  L.,  in  Pa- 
tient Care  Feature:  Patient  Care,  1:20 
(Feb.)  1967.  2.  Beeson,  P.  B.:  “The 
Infectious  Diseases,”  in  Beeson,  P.  B., 
and  McDermott,  W.  (eds.):  Cecil-Loeb 
Textbook  of  Medicine,  ed.  12,  Philadel- 
phia, W.  B.  Saunders  Company,  1967, 
p.  230. 


sue  infections  due  to  susceptible 
microorganisms;  prophylactically 
following  diagnostic  instrumental 
procedures  on  genitourinary  tract. 
Contraindicated  in  sulfonamide- 
sensitive  patients,  pregnant  fe- 
males at  term,  premature  infants, 
or  newborn  infants  during  first  3 
months  of  life. 

Warnings:  Use  only  after  critical 
appraisal  in  patients  with  liver  or 
renal  damage,  urinary  obstruction 
or  blood  dyscrasias.  Deaths  re- 
ported from  hypersensitivity  reac- 
tions, Stevens-Johnson  syndrome, 
agranulocytosis,  aplastic  anemia 
and  other  blood  dyscrasias.  In 
closely  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications:  Acute  and  chronic  uri- 
nary tract,  respiratory  and  soft  tis- 


Artist's  rendition  of  E.  coli.  4s  with 
most  strains  of  E.  coli,  these  have 
flagella  and  are  motile. 


For  a high  index 
of  confidence... 
Gantanof 

(sulfamethoxazole) 

in  antibacterial 
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kidney  function  tests  should  be 
performed.  Clinical  data  insuffi- 
cient on  prolonged  or  recurrent 
therapy  in  chronic  renal  diseases 
of  children  under  6 years. 
Precautions:  Occasional  failures 
may  occur  due  to  resistant  micro- 
organisms. Not  effective  in  virus 
and  rickettsial  infections.  Sul- 
fonamides not  recommended  for 
therapy  of  acute  infections  caused 
by  group  A beta-hemolytic  strepto- 
cocci. At  present,  penicillin  is  drug 
of  choice  in  acute  group  A beta- 
hemolytic  streptococcal  infections; 
although  Gantanol  has  produced 
favorable  bacteriologic  conversion 
rates  in  this  infection,  data  insuffi- 
cient on  long-term  follow-up  stud- 
ies as  to  its  effect  on  sequelae  of 
rheumatic  fever  or  acute  glomeru- 
lonephritis. If  other  treatment 
cannot  be  used  and  Gantanol  is 
employed  in  such  infections,  im- 
portant that  therapy  be  continued 
in  usual  recommended  dosage  for 


fonamide  therapy  precautions,  in- 
cluding adequate  fluid  intake.  Use 
with  caution  if  history  of  allergies 
and/or  asthma.  Follow  closely  pa- 
tients with  renal  impairment  since 
this  may  cause  excessive  drug  ac- 
cumulation. Need  for  indicated 
local  measures  or  surgery  not  ob- 
viated in  localized  infections. 
Adverse  Reactions:  Depending  up- 
on the  severity  of  the  reaction, 
may  withdraw  drug  in  event  of 
headache,  nausea,  vomiting,  urti- 
caria, diarrhea,  hepatitis,  pancre- 
atitis, blood  dyscrasias,  neurop- 
athy, drug  fever,  Stevens-Johnson 
syndrome,  skin  rash,  injection  of 
the  conjunctiva  and  sclera,  pete- 
chiae,  purpura,  hematuria  and 
crystalluria. 


Roche 

LABORATORIES 

Division  of  Hoffmann-la  Roche  Inc. 


ANSWERS  TO  YOUR  QUESTIONS  ABOUT  BLUE  SHIELD 


Q.  What  Blue  Shield  contracts  are  administered  on  a Usual  and  Customary  basis  and  how  are  they  identified? 

A.  The  Blue  Shield  Usual  and  Customary  Program  and  the  “High  Option”  Federal  Employee  Program  are 
being  administered  using  the  Usual  and  Customary  concept  of  the  payment  of  physicians’  fees  in  full  for 
covered  services.  Allowances  under  Extended  Benefits  and  Major  Medical  are  based  on  a percentage  of  the 
physicians’  Usual  and  Customary  charge.  Usual  and  Customary  Blue  Shield  is  identified  by  the  Blue  Shield 
coverage  code  70  as  indicated  in  the  first  2 digits  of  the  subscriber’s  Blue  Cross  and  Blue  Shield  identi- 
fication card. 

Members  having  Extended  Benefits  or  Major  Medical  are  identified  by  the  following  codes  listed  under 
"Other"  on  the  B'ue  Cross  and  Blue  Shield  identification  card: 

Extended  Benefits  Major  Medical 

40  Single  60  Single 

50  Family  70  Family 

Members  covered  by  the  Federal  Employee  Progr  im  will  have  a special  identification  card.  Effective 
January  1,  1969  members  hav'ng  the  “High  Option”  Plan  are  covered  by  Usual  and  Customary  benefits 
and  are  identified  as  follows: 

Enrollment  Code  Number 
101  High  Option  (Self  Only) 

102  High  Option  (Family) 

The  CHAMPUS  Program  (Civilian  and  Medical  Program  for  Uniformed  Services)  is  now  being  ad- 
ministered on  the  Usual  and  Customary  basis;  however,  beneficiaries  of  this  program  have  identification 
cards  issued  by  the  individual  branches  of  the  uniformed  services. 


Q.  I have  seen  the  terms  “medical-economic  area”  and  “90th  Percentile”  while  reading  recent  articles  about 
Usual  and  Customary.  What  do  these  terms  mean? 

A.  Studies  of  physician  charges  indicate  that  different  patterns  of  fees  are  charged  by  physicians  depending 
on  the  location  in  which  they  practice.  From  the>e  studies  medical-economic  areas  were  developed  and 
ranges  of  fees  organized  representing  all  fees  from  the  lowest  to  the  highest,  submitted  by  physicians  for  a 
given  procedure. 

The  90th  Percentile  is  that  charge  for  a given  procedure  within  the  range  that  will  pay  in  full  at  least  90 
percent  of  all  physicians’  charges  and  at  least  90  percent  of  all  claims  filed  for  a procedure.  The  90th 
Percentile  technique  is  used  as  the  basic  guideline  for  routine  processing  of  claims  under  Blue  Shield’s 
Usual  and  Customary  program. 


Q.  Will  the  guidelines  for  Blue  Shield’s  Usual  and  Customary  Program  be  re-evaluated  to  reflect  the  changes 
in  physicians’  charges? 

A.  This  program  maintains  flexibil'ty  in  that  the  medical-economic  areas,  the  ranges  and  90th  percentiles  are 
being  continually  revised  based  on  actual  charges  of  physicians  as  indicated  on  claims  received  by  Blue 
Shield. 


Q.  Will  the  Usual  and  Customary  90th  Percentile  be  available  from  Blue  Shield? 

A.  The  KM  A Claims  Review  Committee,  serving  as  a claim  review  mechanism  and  as  an  advisor  to  Blue 
Shield  in  the  administration  of  its  Usual  and  Customary  Program,  recommended  that  in  order  to  protect 
the  confidentiality  of  individual  physicians’  fees,  the  90th  Percentile  not  become  general  knowledge. 
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Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


\ \ \ 

U\\ 

TEPANIL  —the  right  start  in 
support  of  the  weight-control 
program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it. 
Weight  loss  is  significant— gradual— yet  there  is  a relatively 
low  incidence  of  CNS  stimulation.  Because  TEPANIL  works 
on  the  appetite,  not  on  the  "nerves." 

Contraindications:  Contraindicated  concurrently  with  MAO  inhibitors,  in  patients  hypersensitive 
to  diethylpropion  hydrochloride,  and  in  emotionally  unstable  patients  known  to  be  susceptible  to 
drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  great  caution  when  prescribing 
for  patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Should  not  be  used  during 
the  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Side  Effects:  While  rarely  causing  therapy  to  be  withdrawn,  side  effects  may  occur  occasionally; 
CNS  effects  (such  as  insomnia,  nervousness,  jitteriness),  dryness  of  mouth,  thirst,  nausea,  ab- 
dominal distress,  constipation,  headache,  allergic  response  including  urticaria  or  other  dermatitis; 
rarely  associated  with  tachycardia,  cardiac  arrhythmia  or  ECG  changes. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swal- 
lowed whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one 
hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome 
night  hunger. 

Use  in  children  under  12  years  of  age  is  not  recommended. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC, 

PHILADELPHIA,  PENNSYLVANIA  19144 


the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization1  — provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 

Unfailing  good  taste  — confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.2 

Concomitant  relief  of  G.  I.  gas  distress  — provided  by  the  proven  antiflatulent 

action  of  simethicone3. 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonsful 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Merck  & Co.,  Merck  Chemical  Division:  Antacid  Literature  Survey,  Rahway,  New  Jersey. 
(MM3041,  R-1286-K  REV  463.)  2.  Danhof,  I.E.,  report  on  file.  3.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 
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Stuart 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Division/ATLAS  CHEMICAL  INDUSTRIES,  INC /Pasadena,  Calif.  91109 
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PLM  TO  ATTEND 
Fifteenth  Annual  Symposium 
on  Cardiovascular  Diseases 

March  20  and  27, 1909 


17  9& 


SCHOOL  OF 
MEDICINE-1833 


BROWN  HOTEL  — LOUISVILLE,  KENTUCKY 


Wednesday,  March  26,  1969 
9:00  a. m. 

" Reversible  Forms  of  Hypertension  and  Their 
Management” 

Walter  M.  Kirkendall,  M.D.,  Director, 
Cardiovascular  Research  Laboratories  and  of  the 
Renal-Hypertension-Electrolyte  Division,  Uni- 
versity of  Iowa  Hospitals,  Iowa  City,  Iowa 

" Hyperlipoproteinemia  and  Atherosclerosis” 
Peter  T.  Kuo,  MD,  Associate  Professor  of 
Medicine,  School  of  Medicine,  University  of 
Pennsylvania,  Philadelphia,  Pennsylvania 

"Hemodynamic  Effects  of  Cardiac  Irregularities” 
Louis  N.  Katz,  MD.,  Director  Emeritus, 
Cardiovascular  Institute,  Michael  Reese  Hos- 
pital and  Medical  Center,  and  Visiting  Professor 
of  Physiology,  University  of  Chicago,  Chicago, 
Illinois. 

THE  BERNARD  D.  ROSENBLUM  MEMO- 
RIAL LECTURE 

"Risk  Factors  in  Coronary  Heart  Disease” 
Louis  N.  Katz,  M.D. 

"Exercise:  Wishful  Thinking  or  Wasteful 

Aching’ 

Henry  D.  McIntosh,  M.D.,  Professor  of 
Medicine  and  Chief  of  the  Cardiology  Division, 
Duke  University  School  of  Medicine,  Durham, 
North  Carolina 

"New  Antihypertensive  Drugs” 

Walter  M.  Kirkendall,  M.D. 

PANEL  DISCUSSION 


Thursday,  March  27,  1969 
8:30  - 9:30  a.m. 

"Grand  Rounds” 

Louisville  General  Hospital,  Rankin  Amphi- 
theater, Beverly  T.  Towery,  M.D.,  Conducting 
Lecturer:  A.  Calhoun  Witham,  M.D. 

Theme:  'Cardiovascular  Surgery  and  Related 
Topics” 

10:00  a.m. 

"Cardiac  Valve  Replacement” 

Robert  Drews  Bloodwell,  M.D.,  Chief  of 
Pediatric  Surgery  Section  and  Assistant  Pro- 
fessor of  Surgery,  Department  of  Surgery, 
Baylor  University  College  of  Medicine,  Hous- 
ton, Texas 

"Surgical  Treatment  of  Tumors  of  the  Heart” 
Henry  T.  Bahnson,  M.D.,  Professor  of 
Surgery  and  Chairman  of  the  Department,  Uni- 
versity of  Pittsburgh  School  of  Medicine,  Pitts- 
burgh, Pennsylvania 

"Clinical  Aspects  of  Cardiovascular  Anatomy” 
A.  Calhoun  Witham,  M.D.,  Professor  of 
Medicine  and  Chief,  Division  of  Cardiology, 
Medical  College  of  Georgia,  Augusta,  Georgia 
"Human  Cardiac  Transplantation” 

Robert  Drews  Bloodwell,  M.D. 

"Aortic  Aneurysms — Complications  and  Treat- 
ment” 

Myron  W.  Wheat,  Jr.,  M.D.,  Professor  of 
Surgery  and  Chief,  Division  of  Thoracic  and 
Cardiovascular  Surgery,  University  of  Florida 
College  of  Medicine,  Gainesville,  Florida 
"Surgical  Treatment  of  Thoracic  Aortic 
Aneurysms” 

Henry  T.  Bahnson,  M.D. 

PANEL  DISCUSSION 


REGISTRATION  FREE 

Sponsored  by  THE  HEART  ASSOCIATION  OF  LOUISVILLE  AND  JEFFERSON  COUNTY,  Inc.,  THE  UNIVER- 
SITY OF  LOUISVILLE  SCHOOL  OF  MEDICINE  and  THE  JEFFERSON  COUNTY  ACADEMY  OF  GENERAL 
PRACTICE  and  co-sponsored  by  THE  COUNCIL  ON  CLINICAL  CARDIOLOGY,  AMERICAN  HEART  AS- 
SOCIATION. 


This  program  will  be  acceptable  for  eleven  Prescribed  hours  by  the  American 
Academy  of  General  Practice. 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

FEBRUARY 

13-15 

American  Electroencephalographic  So- 
ciety Course  in  “Current  Problems  in 
Electroencephalography:  Advances  To- 
ward Their  Solution,”  Houston,  Texas 

Kentucky  Chapter,  American  College  of 
Surgeons  Sectional  Meeting,  Brown  Hotel, 
Louisville 

19 

“Man  and  His  Urban  Environment”  Col- 
loquium, Losantiville  Room,  University  of 
Cincinnati  Tangeman  Center,  Cincinnati, 
Ohio 

MARCH 

Annual  L.  E.  Smith  Lecture,  University  of 
Louisville  School  of  Medicine,  Louisville 

21-22 

Twenty-second  National  Conference  on 
Rural  Health,  American  Medical  Asso- 
ciation, Philadelphia  Marriott  Motor 
Hotel,  Philadelphia,  Pa. 

Kentucky  Industrial  Medical  Association 
Spring  Scientific  Meeting,  IBM  Plant  and  Im- 
perial House,  Lexington 

KMA  INTERIM  MEETING,  “The  Chal- 
lenge We  Face  in  1969,”  Continental  Inn, 
Lexington 

Fifteenth  Annual  Symposium  on  Cardio- 
vascular Diseases,  Heart  Association  of 
Louisville  and  Jefferson  County,  Brown  Hotel, 
Louisville 

25-28 

28-29 

Center  for  the  Study  of  Medical  Educa- 
tion Workshop,  “Instructional  Skills  for 
the  Medical  Teacher”,  University  of  Illi- 
nois College  of  Medicine,  Chicago,  111. 

Third  National  Congress  on  “The  Socio- 
Economics  of  Health  Care,”  American 
Medical  Association,  Palmer  House, 
Chicago,  111. 

Continuing  Education  Course,  “Some  Neg- 
lected Aspects  of  Infection  in  Children,”  Uni- 
versity of  Kentucky  College  of  Medicine,  Lex- 
ington 

APRIL 

Continuing  Education  Course,  “Neoplastic 
Disease  of  the  Urinary  Tract,”  University  of 
Kentucky  College  of  Medicine,  Lexington 

24-26 

American  Academy  of  Physical  Medi- 
cine and  Rehabilitation  31st  Annual  Ses- 
sion, Sheraton-Chicago  Hotel,  Chicago, 
111. 

APRIL 

Fourteenth  Annual  Clinical  Conference,  Lex- 
ington Clinic,  Lexington 

26-27 

Twenty-first  Annual  Joseph  and  Samuel 
Freedman  Lectures  in  Diagnostic  Ra- 
diology, University  of  Cincinnati  Col- 
lege of  Medicine,  Cincinnati,  Ohio 

Fifth  Annual  Rheumatic  Disease  Symposium, 
“What’s  New  in  Rheumatic  Diseases,”  Ran- 
kin Amphitheater,  Louisville  General  Hos- 
pital, Louisville 

2 “Current  Concepts  in  Bone  and  Joint  Dis- 
ease,” Symposium,  University  of  Kentucky 
Medical  Center,  Lexington 

28-May  1 

Seventeenth  Annual  Clinical  Meeting, 
American  College  of  Obstetricians  and 
Gynecologists,  Americana  Hotel,  Bal 
Harbour,  Fla. 

MAY 

IN  SURROUNDING  STATES 

MARCH 

8-10 

National  Conference  on  Breast  Cancer, 
Shoreham  Hotel,  Washington,  D.C. 

Postgraduate  Continuation  Course,  “Uro- 
Nephrology,”  Cleveland  Clinic  Educational 
Foundation,  Cleveland,  Ohio 

14-16 

National  Society  for  the  Prevention  of 
Blindness,  Inc.,  Annual  Conference, 
Pfister  Hotel,  Milwaukee,  Wisconsin 

' 


“The  inconvenience  of  a cold” 


For  a co'  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrc  NTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Si  NTz  Nasal  Spray,  plastic  squeeze  bottles  of 

20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


NTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfad;l®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


Photograph  professionally  posed. 


Contraindications:  History  of  sensitivity  to  meprobamate. 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamafe  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


Anxiety  is  expected  in  the  cardiovascular  patient. 
A little  may  even  be  desirable. 

But  when  anxiety  is  exaggerated  . . . when  it 
interferes  with  sleep  . . . when  it  aggravates 
cardiovascular  symptoms,  your  help  may 
be  needed. 

Naturally,  you'll  want  to  reassure  the  patient. 

And  perhaps  prescribe  Equanil  (meprobamate) 
as  adjunctive  therapy.  It  helps  relieve  anxiety 
and  tension  specifically,  yet  gently. 

Almost  15  years'  use  has  shown  that  Equanil 
is  usually  well  tolerated  as  well  as  effective. 

Side  effects  are  generally  limited  to  transient 
drowsiness;  serious,  therapy-interrupting 
side  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal, 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Equanir 

(meprobamate) 


The  two-stage 
power  of  the 
pink  pill  for 
U.R.I.  symptoms 

is  nothing  to  be 
sneezed  at. 


The  immediate  and  continuous-release 
actions  built  into  each  Novahistine 
Singlet  can  give  most  of  your  patients 
prompt  and  long-lasting  relief  from 
symptoms  of  upper  respiratory  infection, 
including  fever,  aches  and  pains. 

Not  only  does  Novahistine  Singlet 
provide  a vasoconstrictor-antihistamine 
formulation  to  reduce  congestion  and 
help  restore  normal  ciliary  activity;  it 
also  contains  an  antipyretic-analgesic 
compound  to  relieve  the  fever,  aches 
and  pains  that  so  frequently  accom- 


pany upper  respiratory  infections. 

A total  daily  dosage  of  3 or  4 tablets 
will  normally  provide  the  continuous 
relief  your  patient  expects.  Use  with 
caution  in  patients  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness 
may  result. 

Pitman-Moore  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


\ 

Novahistine 

dltinlof  decongestant 
analgesic 

(Each  tablet  contains:  phenylephrine  hydrochloride, 

40  mg.;  chlorpheniramine  maleate,  8 mg.; 
acetaminophen,  500  mg.) 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K , Pediatric  dependable  oral  penicillin  therapy 


Potassium  Phenoxymethyl  Penicillin 

Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections: infections  caused  by  sensitive  strains  of  staphylococci: 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful).  [o«567»] 

goo,,.  Additional  information  available 

to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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The  practice  and  potential  for  extending 
medical  services  through  nurse  assistants 
has  been  studied  in  relation  to  48  specific 
procedures  commonly  used  in  the  practice 
of  medicine.  This  was  done  by  means  of 
a questionnaire  sent  to  Appalachian 
physicians  regarding  attitudes  toward 
nurse-assistants  assuming  more  functions 
in  patient  care. 

THE  inability  of  physicians  to  adequately 
utilize  rapidly  proliferating  medical 
knowledge  because  of  the  present  static 
physician-population  ratio  has  been  the  basis  of 
much  study.12-3  Recommended  solutions  for 
this  dilemma  center  on  the  re-distribution  of 
responsibilities  amongst  the  various  levels  of 
manpower  delivering  medical  services.4'5  Al- 
though there  is  emerging  a plethora  of  new 
types  of  medical-hygienists  and  physician-as- 
sistants who  have  no  previous  clinical  experi- 
ence and  who  are  trained  for  a particular  pur- 
pose as  single  faceted  practitioners,  the  more 
logical  development  is  an  expanded  or  up- 

*Former  medical  director,  Frontier  Nursing  Service, 
now  with  the  Agency  for  International  Development, 
American  Embassy,  New  Delhi,  India 
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graded  nurse  who  develops  through  postgradu- 
ate training  an  area  of  special  skill  upon  her 
base  of  general  clinical  nursing.6’7’8'910 

Implementation  of  the  recommended  re- 
distribution of  responsibilities  and  functions 
will  be  governed  by  three  factors:11  (1)  The 
desire  and  willingness  of  physicians  to  make 
such  transfers  to  their  nurses;  (2)  the  willing- 
ness of  nurses  with  supplemental  training  to  as- 
sume the  transferred  responsibilities;  and  fi- 
nally, (3)  the  acceptance  by  patients  of  the 
altered  roles  of  these  two  familiar  figures  in 
medical  care.  Both  of  these  professions  are 
trained  as  members  of  a team  which  is  di- 
rected by  the  physician  and  which  functions 
within  a university  or  institutional  program. 
But  institutions  and  physicians  are  rare  in  the 
socially  deprived  inner  city  or  rural  areas, 
thereby  increasing  the  difficulties  in  the  de- 
livery of  medical  care. 

Appalachia  is  such  a deprived  area  where 
methods  of  improving  medical  services  are  be- 
ing examined  12-13,i4  an(j  where  ^he  transfer 
of  certain  medical  functions  to  nurses  with 
specialized  postgraduate  training  in  nurse-mid- 
wifery has  had  a limited  demonstration  for  40 
years.15 

This  paper  reports  a study  in  Appalachia 
of  the  attitudes  and  practices  of  physicians  in 
transferring  responsibility  to  their  nurse-as- 
sistants. It  briefly  explores  the  congruency  of  the 
training  nurses  receive  for  certain  job  proce- 
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dures  in  relation  to  the  procedures  physicians 
expect  them  to  perform. 

Materials  and  Methods 

The  eastern  third  of  Kentucky,  32  Appala- 
chian counties,  had  a population  of  666,573 
in  1961;  there  were  361  licensed  physicians 
for  this  area  in  1966,  giving  a physician  popu- 
lation ratio  of  1:1800  which  was  approxi- 
mately one  third  the  national  ratio  of  1:600. 16 

Physicians  who  had  graduated  from  medi- 
cal school  before  1930,  and  had  therefore 
completed  more  than  35  years  in  practice, 
were  not  included  in  this  study.  The  remain- 
ing 308  active  listed  physicians  were  stratified 
according  to  (1)  the  size  of  their  office  com- 
munity from  the  1960  U.S.  Census;  (2)  their 
main  emphasis  in  practice  or  specialty  as  listed 
in  the  1966  Directory  of  the  American  Medi- 
cal Association,  and  (3)  the  availability  of 
approved  hospital  beds  as  reported  in  the 
1966  Guide  Issue  of  the  Journal  of  the  Ameri- 
can Hospital  Association.  A 50%  random 
sample  was  drawn  from  this  stratification  and 
157  doctors  identified.  When  a personal  inter- 
view was  attempted,  it  was  found  that  27  of 
these  doctors  (17%)  had  either  died,  retired, 
or  moved  from  the  32  county  study  area.  Of 
the  remaining  130  physicians,  128  were  avail- 
able and  interviewed,  giving  a 98%  return 
from  the  sample. 

A questionnaire  was  designed  to  identify 
the  attitude  and  practice  of  each  physician  in 
transferring  to  his  nurse-assistant  48  specific 
procedures.  The  procedures  included  secre- 
tarial, laboratory,  and  nurse’s  aide  type  of 
functions,  as  well  as  some  customarily  per- 
formed by  professional  nurses  and  by  physi- 
cians. The  questionnaire  was  designed  by 
physicians  experienced  in  rural  medical  prob- 
lems, reviewed  by  nursing  educators  and  prac- 
titioners, and  pretested  by  Kentucky  physi- 
cians. 

To  complete  the  questionnaire  each  physi- 
cian was  asked  to  reply  in  relation  to  the  best 
office  nurse  he  employed.  (The  education 
and  training  of  the  nurse  was  identified.)  For 
each  of  the  48  procedures,  the  physician  was 
asked: 

“Does  your  nurse  do  this  now?” 

“If  not,  would  you  like  for  her  to  be  trained 
to  do  it?” 

“If  not  applicable  to  your  practice,  would 
you  approve  professionally  of  other  physicians 


transferring  this  function  to  their  nurses?” 

These  three  types  of  answers  were  con- 
sidered as  approvals. 

Disapprovals  were  recorded  as  “No  nurse 
should  ever  do  this”,  or  when  limitations  were 
made  on  the  nurse  or  the  situation. 

All  interviews  were  carried  out  in  either  the 
office  or  the  home  of  the  physician. 

Results 

The  distribution  of  the  physicians  in  rela- 
tion to  the  location  of  the  general  population, 
in  relation  to  their  special  fields  of  interest, 
and  in  relation  to  their  use  of  solo  or  group 
practice  was  basic  to  the  attitudinal  findings. 

Although  81%  of  the  population  live  in 
communities  of  less  than  2,500  persons,  only 
24%  of  the  physicians  have  offices  there. 

Group  practice  is  claimed  by  40%  of  the 
physicians;  furthermore  this  technique  is  used 
at  a significantly  higher  rate  by  the  younger 
physicians. 

General  practitioners  or  family  physicians 
make  up  54%  of  the  doctors,  in  contrast  to 
the  national  level  of  33%. 

This  family  physician  sees  an  average  of 
225  patients  in  his  office  each  week.  He 
makes  an  average  of  eight  house  calls  per 
week  and  admits  10  patients  to  the  hospital. 
Doubtless  this  heavy  case  load  contributes  to 
his  significantly  more  favorable  attitude 
toward  the  delegation  of  functions  to  his  office 
nurse-assistant. 

The  procedures  were  grouped  according  to 
the  functional  areas  of  ( 1 ) History  Tak- 
ing and  Record  Keeping;  (2)  Physical  Exami- 
nation; (3)  Active  Therapy;  (4)  Treatment 
in  the  Absence  of  the  Physician,  and  (5)  Ob- 
stetrics. An  average  of  68%  approval  was  giv- 
en by  the  physicians  for  the  transfer  of  these 
groups  of  procedures.  The  Physical  Examina- 
tion group  had  the  lowest  level  of  approval — 
5 1 % — while  History  Taking  and  Record  Keep- 
ing were  approved  by  86%  of  doctors.  (See 
Table  I) 

Although  45%  of  physicians  expect  their 
nurses  to  take  and  record  the  preliminary 
medical  history  and  to  record  the  physician’s 
treatment  on  the  medical  record,  19%  disap- 
proved of  the  nurse-assistant  recording  the 
treatment.  It  was  felt  by  many  that  this  might 
invalidate  the  medico-legal  value  of  the  rec- 
ord. (See  Table  II) 
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SUMMARY  TABLE  I 

DISTRIBUTION  OF  PHYSICIANS’  ATTITUDES  TOWARDS  THE  DELEGATION 
OF  PROCEDURES  BY  PHYSICIANS  TO  NURSES  FOR  THE  CARE  OF  PATIENTS 


Table 

Physicians' 

1 Replies 

No. 

Procedures 

(N  = 

128) 

% Approval 

% Disapproval 

II 

History  Taking  and  Record  Keeping 

86 

14 

III 

Physical  Examination  Procedures 

51 

49 

IV 

Active  Therapy  Procedure 

80 

20 

V 

Treatment  in  Absence  of  Physician 

60 

40 

VI 

Obstetrical  Procedures 

62 

38 

TABLE  II 

DISTRIBUTION  OF  PHYSICIANS’  ATTITUDES  TOWARDS  THE 
OF  HISTORY  TAKING  AND  RECORD  KEEPING  PROCEDURES 

NURSE  ASSISTANTS 

TRANSFER 
TO  THEIR 

Procedures 

Physicians’  Replies 
(N  - 128) 

% 

% 

Approval 

Disapproval 

My 

Wish  My 

Approve 

Disapprove 

Nurse 

Nurse 

Nurses 

Nurses 

Does 

Had  Been 

Doing 

Doing 

This 

Taught 

This  for 

This 

Now 

This 

Others 

Take  and  record 

preliminary  medical 

histories 

48 

38 

6 

8 

Record  treatments 

on  medical  record 

42 

28* 

11 

19 

Average 

45 

33 

8 

14 

*A  larger  proportion  of  family  doctors  tha 

n specialists  give  this  answer.  (Chi. 

Square,  p.  < .05 ) 

TABLE  III 

DISTRIBUTION  OF  PHYSICIANS’  ATTITUDES  TOWARDS  THE  TRANSFER 
OF  PHYSICAL  EXAMINATION  PROCEDURES  TO  THEIR  NURSE  ASSISTANTS 

Procedures 

Physicians’  Replies 
(N  = 128) 

% 

Approval 

% 

Disapproval 

My 

Nurse 

Does 

This 

Now 

Wish  My 
Nurse 
Had  Been 
Taught 
This 

Approve 
Nurses 
Doing 
This  for 
Others 

Disapprove 

Nurses 

Doing 

This 

Examine  ears  with 

otoscope 

20 

26 

12 

42 

Examine  throats 

16 

20 

16 

48 

Insert  speculum  for 

Pap  smears 

14 

24 

34 

28 

Do  Pap  smears 

7 

33* 

26 

34 

Examine  the  abdomen  by 
palpation 

7 

24* 

14 

55 

Listen  to  heart  and 

lungs 

5 

1 1 

6 

78 

Routine  well  baby 

examinations 

2 

21* 

16 

61 

Average 

10 

23 

18 

49 

* A larger  proportion  of  family  doctors  than  specialists  give  this  answer.  (Chi.  Square,  p.  < .01  ) 
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The  active  approval  (my  nurse  does  this 
now)  of  physicians  in  transferring  procedures 
in  physical  examination  to  their  nurses  is  only 
10%.  But  an  average  of  23%  wish  their  nurses 
had  been  taught  to  do  these  procedures,  with 
an  almost  equal  level  of  professional  tolera- 
tion (18%)  of  other  doctors  allowing  their 
nurses  to  do  these  procedures  for  them.  The 
details  of  this  table  imply  a high  confidence 


in  the  screening  ability  of  trained  office 
nurses.  (See  Table  III) 

In  examining  the  replies  for  the  transfer  of 
Active  Therapy  Procedures,  more  than  30% 
of  the  physicians  expect  their  nurses  to  do 
these  now,  with  the  outstanding  exception  of 
“doing  simple  sutures”.  And  here,  although 
6%  of  the  nurses  are  asked  to  do  this  now, 
27%  of  physicians  wish  their  nurses  were 


TABLE  IV 

DISTRIBUTION  OF  PHYSICIANS’  ATTITUDES  TOWARDS  THE  TRANSFER 
OF  ACTIVE  THERAPY  PROCEDURES  TO  THEIR  NURSE  ASSISTANTS 


Procedures 

Physicians'  Replies 

(N  : 128) 

% 

% 

Approval 

Disapproval 

My 

Wish  My 

Approve 

Disapprove 

Nurse 

Nurse 

Nurses 

Nurses 

Does 

Had  Been 

Doing 

Doing 

This 

Taught 

This  for 

This 

Now 

This 

Others 

Give  intramuscular 

injections 

85 

7 

4 

4 

Clean  and  dress 

wounds 

75 

11 

6 

8 

Catheterize  female 

patients 

73 

12 

9 

6 

Give  intravenous 

injections  occasionally 

45 

17 

15 

23 

Clean  wax  from  external 

canal 

33* 

27 

15 

25 

Do  simple  sutures 

6* 

27 

13 

54 

Average 

53 

17 

10 

20 

* A larger  proportion  of 

family  doctors 

than  specialists 

give  this  answer.  (Chi.  Square,  p < 

.01  ) 

TABLE  V 

DISTRIBUTION  OF  PHYSICIANS’  ATTITUDES  TOWARDS  THE 
OF  TREATMENT  PROCEDURES  IN  ABSENCE  OF  PHYSICIAN 

NURSE  ASSISTANTS 

TRANSFER 
TO  THEIR 

Procedures 

Physicians’  Replies 

(N  = 128) 

% 

% 

Approval 

Disapproval 

My 

Wish  My 

Approve 

Disapprove 

Nurse 

Nurse 

Nurses 

Nurses 

Does 

Had  Been 

Doing 

Doing 

This 

Taught 

This  for 

This 

Now 

This 

Others 

In  physician's  absence, 

give  immunizations 

48 

10* 

12 

30 

In  physician's  absence. 

give  simple  remedies 

38 

17* 

14 

32 

In  physician's  absence. 

treat  specific  condl- 

tions  on  standing 

orders 

24 

9 

9 

59 

Average 

37 

12 

11 

40 

* A larger  proportion  of  family  doctors  than  specialists  give  this  answer.  (Chi  Square,  p.  < .05). 
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TABLE  VI 

DISTRIBUTION  OF  PHYSICIANS’  ATTITUDES  TOWARDS  THE  TRANSFER 
OF  OBSTETRICAL  PROCEDURES  TO  THEIR  NURSE  ASSISTANTS 


Procedures 

Physicians'  Replies 
(N  — 128) 

% 

Approval 

% 

Disapproval 

My 

Nurse 

Does 

This 

Now 

Wish  My 
Nurse 
Had  Been 
Taught 
This 

Approve 
Nurses 
Doing 
This  for 
Others 

Disapprove 

Nurses 

Doing 

This 

Do  rectal  exam  in 

labor 

25 

23* 

28 

24 

Check  fetal  heart 

tone 

22 

24* 

28 

26 

Examine  for  fetal 

position 

6 

27* 

21 

46 

Do  follow  up  prenatal 

exam 

6 

21 

22 

51 

Deliver  a woman  in 

normal  labor 

2 

27* 

26 

45 

Average 

12 

24 

25 

38 

* A larger  proportion  of  family  doctors  than  specialists  give 

this  answer. 

(Chi  Square,  p.  < 

.001  ) . 

trained  for  this  procedure,  while 

54%  disap- 

Even  though  this 

assessment  of  physician 

proved  of  this  specific  transfer.  (See  Table  IV) 

approval  is  crude,  it  would  appear  adequate  to 

Another  facet  of  active  therapy  was  identi- 
fied as  Treatment  in  the  Absence  of  the 
Physician.  This  implies  some  independent 
judgment  in  assessing  the  patient’s  condition 
and  administering  a standard  treatment  in  the 
absence  of  the  physician,  but  a treatment  ac- 
cording to  his  customary  practices.  Here,  the 
37%  who  do  so  now  were  balanced  by  the 
40%  of  disapproving  physicians,  and  the  re- 
maining 22%  gave  possible  approval.  (See 
Table  V) 

The  five  items  examined  under  the  Ob- 
stetrical Procedures  indicate  that  while  some 
critical  procedures  are  not  at  present  delegat- 
ed to  the  nurse-assistant,  an  additional  24% 
of  physicians  wish  more  nurses  were  trained  to 
do  these  items.  This  grouping  is  of  perhaps 
greatest  significance  in  that  the  profession  of 
graduate  nurse-midwives  is  an  expanding  one, 
not  only  in  this  deprived  Appalachian  area 
through  the  Frontier  Nursing  Service,  but  also 
in  the  metropolitan  areas  of  New  York  and 
Baltimore,  to  mention  but  two.  (See  Table  VI) 

There  was  no  significant  difference  in  the 
attitude  and  practice  of  the  physicians  in 
delegating  these  procedures  according  to  the 
training  of  the  nurse  assistant — whether  B.Sc., 
R.N.,  or  L.P.N. 


encourage  exploration  in  the  expansion  of 
nursing  education  for  these  and  similar  pro- 
cedures. 

A brief  attempt  was  made  to  assess  the  re- 
lationship of  nursing  education  to  the  perform- 
ance of  these  functions.  Three  Diploma 
Schools  of  Nursing,  three  Baccalaureate  Schools 
of  Nursing  and  five  Schools  for  Licensed  Prac- 
tical Nursing  were  asked  to  review  the  same 
questions  presented  to  the  physicians.  In  the 
Active  Therapy,  the  Physical  Diagnosis,  and 
the  Obstetric  areas,  more  nurses  were  trained  to 
do  the  procedure  than  were  asked  to  do  so 
by  the  doctors  in  offices.  However,  the  train- 
ing for  History  Taking  was  less  adequate,  and 
there  was  marked  inadequacy  of  training  for 
the  Initiation  of  Therapy  in  the  Absence  of  the 
Physician.  The  modestly  conservative  attitude 
of  the  physician  for  the  transfer  of  functions  is 
obvious  in  those  areas  where  nurses  are  not 
fully  utilized,  and  the  persistent  traditional 
pattern  of  nursing  education  is  seen  in  other 
areas  of  judgment  and  procedure. 

Conclusion 

An  increasing  amount  of  independent  judg- 
ment and  consequent  action  is  being  required 
of  office  nurse  assistants.  Although  the  educa- 
tion and  training  provided  students  of  general 
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nursing  does  not  always  equip  them  to  per- 
form the  nursing  services  demanded  in  office 
practice,  they  do  have  certain  areas  of  training 
which  are  not  fully  utilized  at  present.  Both 
medical  and  nursing  practitioners  indicate  an 
active  desire  for  further  transfer  of  responsi- 
bility to  nurse  assistants.  Patient  attitude  has 
previously  been  demonstrated  as  an  accept- 
ing one.  Further  expansion  may  best  develop 
from  the  field  of  nurse-midwifery  and  pedi- 
atrics where  this  transfer  is  already  successful. 
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"Phlebitis"  and  Arthritis  t 

Donald  Wright,  M.D.,  William  P.  Peak,  M.D., 


Frank  Lehn,  M.D.,  and 
Louisville, 

Patients  with  rheumatoid  arthritis  and 
popliteal  cyst  commonly  present  a picture 
very  similar  to  thrombo-phlebitis  of  the 
lower  extremity.  The  etiology,  diagnosis 
and  therapy  of  this  very  treatable  entity 
are  herein  discussed. 

PATIENTS  presenting  with  edema,  ten- 
derness, pain  in  the  calf  musculature  on 
dorsiflexion  of  the  foot  (Homan’s  Sign), 
erythema  and  distention  of  superficial  veins 
are  usually  considered  to  be  suffering  from  a 
deep  venous  thrombophlebitis.5  However,  in 
the  arthritides,  especially  rheumatoid  arthritis, 
these  symptoms  may  be  indicative  of  a pop- 
liteal cyst  (Baker’s)  rather  than  phlebitis. 

These  findings  may  be  representative  of  a 
chronic  dissection  of  a popliteal  cyst  into  the 
musculature  of  the  calf  of  the  involved  leg. 
Confusing  the  diagnosis  even  more  is  the 
acute  dissection  which  commonly  takes  place.5 
It  is  not  unusual  for  the  patient  to  relate  the 
acute  onset  to  trauma,  resulting  at  times  in  a 
diagnosis  of  “ruptured  plantaris  muscle”. 

Since  the  classical  joint  changes  usually  as- 
sociated with  rheumatoid  arthritis  may  not  be 
present  in  the  patient,  only  a thorough  his- 
tory and  physical  including  a complete  joint 
examination  will  reveal  the  true  diagnosis. 

The  definitive  diagnostic  procedure  will  be 
discussed  later.  Bilateral  popliteal  cysts  have 
been  reported  but  this  finding  must  be  con- 
sidered extremely  unusual. 

Although  the  possibility  exists  that  both  a 
deep  venous  thrombosis  and  a dissecting  pop- 
liteal cyst  may  exist  concomitantly,  the  occur- 
rence in  a patient  with  rheumatoid  arthritis 
strongly  points  to  the  latter.5 


t Supported  in  part  by  the  Kentucky  Chapter,  Arthritis 
Foundation.  Reprints  available  from  Frank  W.  Lehn, 
M.D.,  315  Heyburn  Bldg.,  Louisville,  Ky.  40202 
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Mary  Osborne,  M.D. 

Kentucky 

Awareness  of  the  manifestations  of  these 
two  conditions  is  essential  to  avoid  unneces- 
sary surgery  or  to  prevent  the  potential  com- 
plications of  anticoagulant  therapy  and  pro- 
longed hospitalization. 

Case  Reports 

NUMBER  ONE 

A 43  year-old  white  male  with  a five  year 
history  of  classical  rheumatoid  arthritis  was 
admitted  to  the  hospital  with  a complaint  of 
“pain  in  the  left  knee”.  The  pain,  of  acute 
onset,  developed  one  week  prior  to  admsssion 
while  the  patient  was  riding  a bicycle.  The 
pain  developed  in  the  superior  aspect  of  the 
left  gastrocnemius  muscle  and  was  followed 
shortly  by  edema  in  the  popliteal  area  and 
superior  aspect  of  the  gastrocnemius.  Physical 
examination  revealed  a swollen,  painful,  left 
leg  with  a mass-like  lesion  in  the  popliteal 
fossa.  The  lesion  was  thought  by  one  observer 
to  be  a possible  ruptured  plantaris  muscle.  An 
arthrogram  was  obtained  which  revealed  a 
cyst  approximately  14  cm.  X 6 cm.  com- 
municating with  a smaller  cyst  in  the  fossa. 
(Figure  1 ) 

NUMBER  TWO 

A 47  year-old  white  female,  with  a long  his- 
tory of  rheumatoid  arthritis  primarily  involv- 
ing the  knees,  was  admitted  to  the  hospital 
complaining  of  pain  and  edema  of  the  right 
calf.  The  onset  of  pain  and  edema  was  acute. 
Physical  examination  revealed  an  exquisitely 
tender  and  moderately  edematous  calf.  An 
arthrogram  revealed  a large  cyst  in  the  pop- 
liteal space  with  extension  into  the  superior 
aspect  of  the  gastrocnemius  muscle.  (Figure  2) 

The  arthrograms  performed  in  the  above 
cases  easily  and  quickly  made  the  diagnosis. 
The  technique  for  the  procedure  is  as  fol- 
lows and  should  present  no  difficulty  under 
usual  circumstances. 
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FIGURE  1 


FIGURE  2 


The  arthrogram  should  be  performed  with 
the  patient  on  the  x-ray  table  with  film  and 
technician  ready.  The  necessary  equipment 
includes  a prep  tray,  local  anesthetic,  intra- 
articular  corticosteroid,  elastic  bandage  and  50 
percent  Hypaque.  First,  wrap  the  extremity 
from  the  ankle  up  to  the  knee  with  an  elastic 
bandage  in  order  to  put  the  calf-dissection 
portion  of  the  popliteal  cyst  under  pressure. 
Then,  leaving  the  medial  side  of  the  knee 
joint  uncovered,  wrap  a second  elastic  bandage 
about  the  knee  in  a “figure-of-eight”  fashion 
to  direct  the  force  of  pressure  distally.  Then, 
exercising  sterile  technique,  prep  and  drape 
the  area  for  needle  puncture  which  should 
enter  one  to  two  centimeters  posterior  to  the 
medial  aspect  of  the  mid-patella.  Withdraw 
only  a few  cc’s  of  fluid,  leaving  the  bulk  of  the 
fluid  in  the  joint,  and  instill  15  cc.  Hypaque 
with  a steady  deliberate  force.  Disengage  the 
dye  syringe,  engage  the  corticosteroid  syringe, 
inject  one  to  two  cc’s  into  the  joint  space  and 
remove  needle.  Next,  have  the  patient  flex  and 
fully  extend  his  knee  several  times  and  then 
x-ray  the  knee  with  both  an  AP  and  lateral 
view.  If  on  viewing  the  film,  dye  is  noted  in 
cyst  as  well  as  in  the  joint,  and  dissection  is 
demonstrated,  remove  the  elastic  bandage 
and  passively  move  the  knee  through  the  full 
range  of  motion  several  times.  If  however,  the 
dye  is  shown  only  in  the  joint  with  no  cyst 
demonstrated,  have  the  patient  ambulate  25 
to  50  feet  and  re-x-ray;  remove  the  elastic 
bandage,  repeat  the  ambulation  and  if  the 
second  films  still  have  not  demonstrated  the 
cyst,  repeat  the  x-ray.  Patients  should  be  en- 
couraged to  have  no  weight-bearing  activities 
(not  mandatory),  for  24  to  48  hours  after 
the  procedure.  The  operative  site  should  re- 
main dry  for  three  days. 

There  is  occasional  pain,  although  generally 
mild  and  brief,  associated  with  the  Hypaque 
injection. 

As  with  all  arthrocenteses,  of  course,  syno- 
vial fluid  analysis  should  be  performed.  Ordi- 
narily, unless  dissection  and  or  rupture  of  the 
cyst  has  occurred,  the  above  described  pro- 
cedure gives  complete  relief  of  both  signs  and 
symptoms.  We  feel  that  if  a recurrence  of  the 
cyst  takes  place,  surgical  removal  (often  with 
knee  synovectomy  as  well)  is  indicated. 
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Discussion 

Popliteal  cysts  over  the  years  have  been 
known  by  a number  of  names  such  as: 
Baker’s  cyst,  posterior  herniation  of  the  knee 
joint,  synovial  cyst,  semimembranous  bursae, 
gastrocnemius-semimembranous  bursae  and 
popliteal  bursitis.2  The  condition  was  first 
described  by  Adams  in  1840,  who  ap- 
propriately referred  to  it  as  “dropsy  of  the 
knee”.43 

The  anatomy  of  the  bursae  of  the  popliteal 
area  varies  in  description  in  the  textbooks. 
This  is  probably  due  to  the  fact  that  one  or 
more  bursae  are  frequently  fused.  This  has 
been  demonstrated  in  cadaver  dissections  by 
Wilson,  Eyre-Brook  and  Francis.4 

The  two  most  frequent  structures  suggested 
as  sources  for  the  popliteal  cysts  are  (1)  The 
posterior  joint  capsule  and  (2)  bursae  normal- 
ly present  in  the  popliteal  space.  Although 
some  sources  feel  that  the  cysts  of  bursal  origin 
predominate,  it  is  our  feeling  that  the  most 
probable  source  is  the  posterior  joint  capsule. 
The  pathogenesis  is  considered  to  be  an  in- 
creased amount  of  synovial  fluid  in  the  joint 
secondary  to  the  rheumatoid  process.  The 
fluid  may  then  be  forced  into  the  bursae,  if 
communication  exists  or  if  posterior  hernia- 
tion ensues.4  The  increased  intra-articular 
pressure  may  be  simply  the  increased  pressure 
of  the  joint  fluid,  or,  as  is  frequently  the 
case,  increased  fluid  pressure  secondary  to 
sudden  trauma.  This  may  result  in  herniation 
of  the  posterior  joint  capsule  with  a release  of 
fluid  into  the  bursa  in  contact. 

After  this  sequence  of  events  the  cystic  mass 
is  then  susceptible  to  repeated  irritation  during 
movement  of  the  knee  and  a chronic  inflamma- 
tory process  is  initiated.  Since  fusion  and  com- 
munication do  exist  between  the  bursae,  the 
process  is  propagated  to  the  point  of  rupture 
with  release  of  fluid  into  the  superior  aspect 
of  the  gastrocnemius  muscle  and  frequently 
into  the  distal  anterior  aspect  of  the  thigh. 
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When  this  occurs,  the  clinical  picture  simula- 
tion thrombophlebitis  develops. 

Some  workers  have  associated  popliteal 
cysts,  otherwise  asymptomatic,  with  edema 
of  the  leg  and  foot.  They  postulate  that  the 
popliteal  vein,  medial  distally,  crosses  over 
the  artery  in  the  popliteal  space,  and  is  sub- 
ject to  compression  between  a popliteal  cyst 
and  the  artery.2  Thus,  venous  compression  by 
an  asymptomatic  cyst  may  account  for  de- 
pendent leg  edema  in  patients  with  known 
rheumatoid  arthritis  or  in  patients  with  un- 
diagnosed rheumatoid  arthritis. 

A positive  Homan’s  sign  is  not  always  pres- 
ent. One  report  notes  a negative  Homan’s 
sign  in  three  out  of  five  instances.1  Success- 
ful aspiration  of  joint  fluid  from  the  calf  made 
the  diagnosis  of  ruptured  popliteal  cyst.  The 
escape  of  rheumatoid  synovial  fluid  into  the 
tissue  planes  causes  a widespread,  painful,  in- 
flammatory edema  which  results  so  many 
times  in  the  false  diagnostic  impression  of 
phlebitis. 

Summary 

Two  cases  of  ruptured  popliteal  cysts  sec- 
ondary to  the  rheumatoid  process  have  been 
presented.  In  each  case  the  signs  and  symp- 
toms were  compatible  with  the  diagnosis  of 
phlebitis,  but  arthrography  substantiated  the 
dictum  that  when  “phlebitis”  occurs  in  rheu- 
matoid arthritis,  suspect  popliteal  cyst!  The 
definitive  diagnostic  procedure,  the  arthro- 
gram,  is  described  and  its  utilization  en- 
couraged in  cases  of  popliteal  cysts. 

Bibliography 

1.  Dixon,  Allan  St.  J.,  Acute  Synovial  Rupture  in  Rheuma- 
toid Arthritis,  The  Lancet,  Vol.  1,  April  4,  1964,  p.  743. 

2.  Good,  Armin  E.,  Rheumatoid  Arthritis,  Bakers  Cyst  and 
Thrombophlebitis,  Arthritis  and  Rheumatism,  Vol.  7,  No.  1, 
Feb.,  1964,  p.  56. 

3.  Litwin,  et.  al..  Bilateral  Popliteal  Cysts  in  a Patient 
with  Rheumatoid  Arthritis,  New  York  State  Journal  of  Medicine, 
Vol.  64.  No.  16,  Aug.  15.  1964,  p.  2107. 

4.  Hoffman,  Byron,  Cystic  Lesions  of  the  Popliteal  Space, 
Surgery  Gynecology  and  Obstetrics,  Vol.  116,  No.  5,  May  1963, 
p.  551. 

5.  Hench,  P.  Kohler,  et.  al.,  Dissecting  Popliteal  Cyst 
Simulating  Thrombophlebitis.  Annals  of  Internal  Medicine, 
Vol.  64,  No.  6,  June  1966,  p.  1259 


109 


Eventration  through  Umbilical  Hernia 
During  Pregnancy'}' 

E.  Truman  Mays,  M.D.* * 

Louisville,  Kentucky 


Evisceration  through  a spontaneously 
ruptured,  infected  umbilical  hernia  dur- 
ing premature  gestation  places  the  sur- 
geon in  a serious  dilemma.  Wound 
excision,  reduction  hy  tampon  until  term 
and  laparotrachelotomy  with  simultane- 
ous herniorrhaphy  is  recommended. 

UMBILICAL  hernias  in  children  are 
rarely  a problem  and  infrequently  de- 
velop complications.  In  adults,  however, 
complications  of  umbilical  hernias  are  not  un- 
common and  include  incarceration  of  bowel  or 
omentum  with  or  without  strangulation,  spon- 
taneous rupture  and  eventration.  Pathologic  or 
physiologic  states  producing  sustained  in- 
creases in  intra-abdominal  pressure  are  espe- 
cially hazardous  to  adults  with  umbilical 
hernias.  The  intra-peritoneal  pressure  is  trans- 
mitted to  the  hernial  coverings  and  may  pro- 
gress to  the  point  of  seriously  compromising 
the  small  nutrient  vessels  supplying  the  skin 
and  peritoneum.  The  resulting  ischemia  may 
lead  to  skin  necrosis  and  rupture,  permitting 
the  evisceration  of  transverse  colon,  omentum 
or  small  intestine. 

The  most  common  physiologic  state  produc- 
ing increased  intra-abdominal  pressure  is  preg- 
nancy. For  this  reason  surgical  teaching  at- 
tests the  importance  of  repairing  umbilical 
hernias  in  pubertal  females  prior  to  their  child 
bearing  activity.  Cirrhosis  with  ascites  is  per- 
haps the  most  common  pathologic  cause  of  in- 
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creased  intra-peritoneal  pressure.  Previous  re- 
ports have  emphasized  the  problem  of  rup- 
tured umbilical  hernias  in  cirrhotic  patients 
with  ascites.1-3 

If  a gravida  experiences  one  of  the  above 
complications  in  a large  umbilical  hernia,  the 
consulting  surgeon  is  confronted  with  the  di- 
lemma of  either  interrupting  the  pregnancy, 
thus  removing  the  cause  of  increased  intra- 
abdominal pressure  or,  contrary  to  surgical 
teaching,  attempting  repair  of  the  umbilical 
hernia  ignoring  the  increasing  intra-abdominal 
pressure.  Should  the  patient  be  near  term 
when  the  complication  arises,  the  conceptus 
may  be  removed  and  primary  herniorrhaphy 
accomplished  without  undue  trepidation  con- 
cerning the  prognosis  of  either  mother  or 
child.  If,  however,  the  complication  arises  dur- 
ing a premature  gestation,  most  clinicians 
would  be  extremely  reluctant  to  remove  the 
conceptus  and  subject  the  infant  to  the  many 
hazards  of  prematurity. 

The  following  case  is  reviewed  because  it 
illustrates  the  dilemma  one  faces  when  con- 
fronted with  eventration  through  a large  um- 
bilical hernia  during  premature  gestation.  A 
plan  of  management  is  presented  which  takes 
into  consideration  the  prognosis  of  the  gesta- 
tion, the  welfare  of  the  mother,  and  basic 
surgical  principles  regarding  the  accomplish- 
ment of  a successful  herniorrhaphy. 

Case  Report 

A 20-year-old  African,  28  weeks  into  her 
second  graviditas,  came  from  a distant  village 
with  several  feet  of  small  intestine  protruding 
from  the  umbilicus.  She  was  admitted  at  12:15 
a.m.  on  February  9,  1967.  Five  hours  prior  to 
admission  the  small  intestine  had  extruded 
through  a spontaneously  ruptured  umbilical 
hernia  which  had  been  present  since  child- 
hood. Two  weeks  before  this  catastrophe  she 
had  noticed  a sore  in  the  tense  skin  overlying 
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the  hernia.  She  was  otherwise  healthy.  Uterine 
enlargement  was  compatible  with  seven 
months  gravidity.  Her  oral  temperature  was 
99.6°F;  blood  pressure  1 18/70mm.  Hg.;  pulse 
86  per  min. 

In  the  operating  room,  under  spinal  anes- 
thesia, after  scrubbing  the  surrounding  skin, 
the  extruded  intestine  was  irrigated  with  copi- 
ous amounts  of  sterile  physiologic  saline. 
Sterile  drapes  were  applied  and  the  small 
bowel  was  manually  returned  to  the  peritoneal 
cavity.  The  defect  in  the  skin  was  irregular  and 
the  edges  were  necrotic.  There  was  a suppura- 
tive infection  in  the  margins  of  the  wound. 
The  adjacent  skin  appeared  ischemic  for  4-5 
millimeters  beyond  the  open  wound.  The  fas- 
cial defect  measured  13  centimeters  in  di- 
ameter. 

The  infected  and  ischemic  skin  was  widely 
excised  and  the  wound  closed  primarily  with 
interrupted  35  gauge  stainless  steel  wire.  No 
attempt  was  made  to  repair  the  large  fascial 
defect.  An  ordinary  surgical  draping  towel  was 
irregularly  formed  into  a bulky  tampon  and 
placed  into  the  umbilical  defect  invaginating 
the  skin  into  the  peritoneal  cavity.  Adhesive 
strappings  anchored  the  tampon  in  position. 

The  patient  was  discharged  home  on  the 
fourth  post-operative  day.  She  was  followed 
regularly  as  an  out-patient  and  the  tampon 
replaced  at  intervals.  The  wound  healed  by 
primary  intention  and  the  towel  tampon  re- 
lieved the  tension  on  the  skin  and  prevented 
subsequent  pressure  necrosis  and  eventration. 

By  this  method  reduction  of  the  hernial  sac 
was  maintained  until  the  gestation  was  38 
weeks.  On  April  14,  1967,  she  was  readmitted 
and  prepared  for  elective  laparotrachelotomy. 
A healthy  full  term  infant  was  delivered 
through  a low  transverse  cervical  cesarean 
section  on  April  17,  1967.  After  repair  of  the 
uterus,  the  original  vertical  midline  abdominal 
incision  was  extended  cephalad  exposing  the 
large  umbilical  hernia.  The  fascial  edges  were 
dissected  and  imbricated  with  interrupted  far- 
near,  near-far  stainless  steel  sutures.  The  re- 
laxed abdominal  parietes  facilitated  a tension 
free  fascial  repair.  The  post-operative  course 
was  complicated  by  fever  of  101  °F.  The  fever 
subsided  after  72  hours  without  recurrence. 
Antibiotics  were  administered.  On  the  fifth 
post-operative  day  she  was  discharged. 

After  12  months  there  was  no  evidence  of 
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recurrence  of  the  hernia.  The  infant  was 
healthy  and  developing  normally. 

Discussion 

Spontaneous  eventration  is  not  a common 
complication  of  umbilical  hernias.  As  early  as 
1858  Bontecou4  reported  a case  of  ruptured 
umbilical  hernia  with  eventration  followed  by 
peritonitis  and  recovery.  In  1918,  McGrath5 
recorded  the  eventration  of  15  feet  of  intestine 
through  a ruptured  umbilical  hernia  in  a 78- 
year-old  female.  The  catastrophe  occurred 
while  the  patient  was  straining  at  stool.  He 
replaced  the  intestines  and  repaired  the  de- 
fect on  a kitchen  table  under  ether  analgesia. 
MacLean''1  (1950)  operated  on  a three-month- 
old  child  who,  during  a severe  bout  of  crying, 
ruptured  an  umbilical  hernia  and  extruded 
three  feet  of  small  intestine.  Helmig"  (1958) 
reviewed  the  various  kinds  of  ruptured  hernias 
reported  in  medical  literature.  He  found  16 
cases  of  spontaneous  eventration  through  a 
ruptured  umbilical  hernia,  and  concluded  that 
this  complication  is  more  frequent  in  middle- 
aged  and  elderly  patients  with  large  hernias. 
Hardinger  and  Noskins  (1959)  reported  small 
bowel  eventration  through  an  umbilical  hernia 
in  a 71 -year-old  obese  man.  A primary  hernior- 
rhaphy was  accomplished  with  uneventful  con- 
valescence. 

Francis  reported  two  patients  who  had  only 
omentum  protruding  through  spontaneously 
ruptured  hernias.  One  was  a 68-year-old  male 
with  massive  ascites  and  the  other  a nephrotic, 
two-year-old  female.  The  omentum  was  re- 
sected and  routine  umbilical  herniorrhaphy 
performed  in  both  of  them.  Rupnik  and 
Brown1’  also  described  a patient  with  a rup- 
tured umbilical  hernia  but  only  a tag  of  omen- 
tum protruding. 

Eventration  through  an  umbilical  hernia 
during  pregnancy  is  even  more  unusual  and 
presents  a unique  problem  in  clinical  medi- 
cine about  which  little  is  written.  Glanville1(> 
reports  the  only  other  instance  of  eventra- 
tion through  an  umbilical  hernia  in  a prema- 
ture gestation  (28  weeks).  His  patient  differed 
from  the  present  case  in  that  omentum  alone 
protruded  through  the  defect  and  the  fascial 
opening  was  very  small  (0.5  cm.).  He  excised 
the  tag  of  omentum  and  repaired  the  small 
hernia.  The  patient  delivered  spontaneously  at 
home  two  months  later. 
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The  association  of  a premature  gestation 
with  ruptured  umbilical  hernia  and  eviscera- 
tion of  small  intestine  creates  a serious  di- 
lemma. The  increased  intra-abdominal  pres- 
sure secondary  to  a tense  pregnant  uterus  pro- 
hibits primary  operative  repair  of  the  hernia 
especially  if  it  is  a large  defect  such  as  en- 
countered in  the  present  patient.  The  basic 
surgical  principle  of  accomplishing  a tension 
free  repair  in  herniorrhaphies  is  sound  reason 
for  intransigence  in  this  situation.  The  inser- 
tion of  synthetic  mesh  or  a fascia  lata  graft  as 
a prosthetic  replacement  would  have  been 
ludicrous  in  the  presence  of  an  already  estab- 
lished suppurative  infection.  The  removal  of 
the  conceptus  by  laparo-uterotomy  could  have 
resolved  the  problem  of  increased  intra-peri- 
toneal  pressure  and  permitted  the  primary  re- 
pair of  the  hernia  without  a prosthesis,  but 
the  hazards  of  prematurity  thus  forced  on  the 
infant  makes  this  management  untenable  in 
most  areas  of  the  world. 

The  management  used  in  this  case  was 
adopted  by  exclusion  after  considering  the  sev- 
eral possibilities.  The  large  defect,  increased 
intra-abdominal  pressure  and  presence  of  sup- 
puration in  the  wound  precluded  any  attempt 
at  primary  herniorrhaphy  either  by  imbrication 
or  prosthetic  replacement.  The  duration  of  the 
gestation,  and  the  high  mortality  rate  in  pre- 
mature infants,  especially  in  developing  coun- 
tries of  the  world,  prohibited  cesarean  section 
as  a corrective  measure  for  the  increased  in- 
traperitoneal  pressure  which  was  the  primary 
cause  for  skin  necrosis  and  rupture.  The  wide 
surgical  excision  of  the  skin  insured  the  remov- 
al of  infected  and  ischemic  tissue.  But  without 
repair  of  the  hernia  to  protect  the  skin  from 
future  tension,  the  probability  was  great  that 
pressure  necrosis  and  subsequent  rupture  with 
eventration  would  occur  again  as  the  pregnan- 
cy progressed.  The  remaining  choice  was  to 
tampon  the  umbilical  defect,  protect  the  skin 
from  future  pressure  necrosis,  and  maintain 
the  gravida  to  maturity. 

When  the  pregnancy  is  full  term  two  courses 
of  management  are  feasible:  (1)  Allow  labor 
to  progress  under  close  supervision,  permit- 
ting spontaneous  vaginal  delivery  followed  by 
herniorrhaphy  in  the  immediate  postpartum 
period;  or  (2)  Elective  cesarean  section  and 
simultaneous  repair  of  the  hernia.  It  is  more 
rational  to  choose  the  latter,  reasoning  that 
with  even  greater  increases  in  intra-abdominal 


pressure  during  labor,  a repeat  rupture  could 
occur  presenting  the  miserable  clinical  situ- 
ation of  having  several  feet  of  intestine  push- 
ing through  the  umbilical  defect  and  the  pa- 
tient in  active  labor. 

The  surgical  towel  tampon  is  an  effective 
method  of  temporarily  maintaining  reduction 
in  the  large  umbilical  defects  during  pregnancy 
until  term  when  the  conceptus  can  be  re- 
moved and  herniorrhaphy  performed.  The  lax 
abdominal  walls  after  the  uterus  is  emptied 
permits  a tension  free  imbrication  of  fascia 
assuring  an  anatomically  sound  herniorrhaphy. 
The  interposition  of  prosthetic  materials  is 
not  usually  necessary  in  even  the  large  de- 
fects. The  fact  must  be  stressed  that  the 
towel  tampon  is  only  a temporary  manage- 
ment and  that  surgical  repair  of  the  hernia 
should  be  the  final  goal  in  these  patients. 

The  peritoneal  contamination  resulting  from 
a singular  rupture  and  eventration  is  not  a 
serious  problem.  The  peritoneum  is  a venera- 
ble organ.  It  endures  tremendous  insults  ex- 
tremely well.  Bacterial  contamination  is  usual- 
ly resisted  quite  well  even  without  the  aid  of 
modern  antibiotics  provided  continued  soilage 
and  contamination  are  prevented.  As  illustrat- 
ed by  this  patient  who  traveled  several  miles 
with  her  small  intestine  exposed  to  the  hos- 
tile African  milieu,  a single  insult  is  tolerated 
if  repeated  episodes  of  challenging  trauma  are 
avoided.  When  reasonable  caution  and  me- 
chanical cleansing  are  utilized,  and  care  is 
taken  not  to  overlook  an  intestinal  perfora- 
tion, recovery  is  in  most  instances  uneventful. 
However,  it  is  of  utmost  importance  to  prevent 
repeated  peritoneal  contamination.  Eisenberg 
and  Hoye  (1960)  report  a case  illustrating  the 
serious  consequences  of  failing  to  take  ag- 
gressive steps  to  prevent  persistent  contamina- 
tion of  the  peritoneum.  Their  patient,  a 70- 
year-old  cirrhotic,  ruptured  an  umbilical 
hernia  and  drained  ascitic  fluid  for  several 
days  before  admission,  which  then  continued 
for  six  days  in  the  hospital.  Surgical  repair  of 
the  hernia  was  not  done  nor  was  any  effort 
made  to  obtain  temporary  skin  coverage 
thereby  preventing  repeated  peritoneal  con- 
tamination. Generalized  fibrinous  peritonitis 
observed  at  necropsy  was  thought  to  have  pre- 
cipitated the  patient’s  demise. 

The  present  case  report  and  those  reported 
by  others  emphasize  several  important  clinical 
( Continued  on  page  148) 
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Health  Knowledge  Among  Residents 
Of  A Rural  Kentucky  County! 

Emery  A.  Wilson,  M.D.*  and  Robert  L.  Kane,  M.D.** 
Lexington,  Kentucky 


A random  sample  of  persons  living  in  a 
rural  Kentucky  county  were  interviewed 
by  means  of  a multiple-choice  health 
knowledge  quiz.  The  correct  response 
rate  was  approximately  53%  which  com- 
pares well  with  previous  studies  on  urban 
populations. 

ALTHOUGH  the  physician  is  responsible 
for  diagnosing  and  treating  illness,  no 
treatment  can  be  effected  until  the  pa- 
tient presents  himself  for  care.  The  patient’s 
role  in  initiating  medical  care  has  been  well 
analysed;1’2  one  of  the  factors  which  will  de- 
termine whether  or  not  he  seeks  medical  at- 
tention is  his  awareness  of  the  symptoms  of 
illness  (or  the  need  for  routine  examinations) 
and  his  recognition  of  the  implications  of  these 
symptoms. 

As  part  of  his  fourth  year  clerkship  in  com- 
munity medicine,  one  of  the  authors  (E.  W.) 
interviewed  randomly  selected  residents  of  a 
rural  county  to  administer  a health  knowledge 
quiz.  The  purposes  of  this  study  were  first,  to 
assess  the  present  level  of  knowledge  of  various 
diseases  in  a selected  rural  population  and  to 
study  the  factors  which  determine  this  knowl- 
edge; second,  to  provide  an  educational  ex- 
perience for  the  participants;  and  third,  to 
obtain  information  for  the  use  of  the  local 
medical  personnel  in  future  health  planning. 

Methods 

A random  selection  of  100  households  of  a 
rural  Kentucky  county  was  accomplished  us- 

f From  the  department  of  community  medicine,  Uni- 
versity of  Kentucky  Medical  Center 
*lntern,  University  of  Kentucky  Medical  Center 
**Resident,  University  of  Kentucky  Medical  Center 

entucky  Medical  Association  • February  1969 


ing  the  utility  company  rosters.  This  method 
offered  several  advantages.  The  rosters  pro- 
vided an  up-to-date  list  of  at  least  99%  of  the 
households  in  the  county.  These  rosters  were 
arranged  by  meter  reader  routes;  it  was  there- 
fore possible  to  perform  cluster  sampling  along 
specific  routes  to  facilitate  interviewer  travel. 
In  addition,  since  the  sample  was  based  on 
geographic  distribution,  the  location  as  well  as 
the  family  name  of  each  household  selected 
was  known. 

A pre-coded  multiple  choice  questionnaire 
was  constructed  and  administered  by  a single 
interviewer  to  one  subject  in  each  household. 
The  questions  were  designed  to  test  basic 
health  knowledge  and  attitudes.  (See  Figure 
1)  Preferably  the  subject  was  a female 
(mother  or  oldest  daughter),  the  person  felt  to 
be  most  responsible  for  health  care  in  the 
family.  Where  no  female  members  of  the 
household  were  available,  males  were  inter- 
viewed. At  the  conclusion  of  the  interview 
the  respondent  was  given  a summary  of  the 
correct  answers  with  a brief  explanation  of 
each.  The  responses  were  recorded  on  optical 
scanning  sheets  for  computer  analysis. 

A member  of  all  100  households  included 
in  the  study  sample  was  interviewed.*  In  gen- 
eral, if  no  one  was  found  at  home  when  the 
interviewer  called,  he  made  as  many  as  25 
callbacks  in  order  to  obtain  a complete  sam- 
ple. 

Results 

Eighty-five  percent  of  those  persons  inter- 
viewed were  female,  including  five  non-white 
respondents.  Eleven  percent  were  under  20 
years  of  age  and  an  equal  number  were  over  70. 
Only  37  percent  had  graduated  from  high 

*Four  addresses  were  originally  discarded  when  they 
proved  to  be  institutions  (schools,  churches,  offices, 
etc.)  and  are  not  included  in  this  calculation. 

113 


Health  Knowledge — Wilson  and  Kane 


FIGURE  1 

Examples  of  the  Questions  Used  to  Measure 
Health  Knowledge 

A “Pap”  test  is  used  to  detect 
cancer  in  which  part  of  the  body? 

a.  Skin 

b.  Breast 

c.  Stomach 

d.  Cervix 

Which  of  the  following  is  the 
chiropractor  best  qualified  to  treat: 

a.  Heart  Disease 

b.  Stomach  Ulcers 

c.  Stiffness  of  Back  or  Joints 

d.  Headaches 

e.  All  of  the  Above 

Diabetes  Mellitus  (sugar  diabetes) 

a.  Runs  in  the  Family 

b.  Is  Contagious 

c.  Is  a Disease  only  of  the  Elderly 

d.  Is  a Type  of  Cancer 

Which  of  the  following  is  not  a 
possible  cause  of  heart  disease? 

a.  Cigarette  Smoking 

b.  Excess  Weight 

c.  Daily  Exercise 

d.  Fatty  Foods 

e.  High  Blood  Pressure 

school.  Thirty  percent  had  a family  income  of 
less  than  $3,000. 

No  one  answered  all  of  the  27  questions  on 
common  diseases  and  health  care  correctly. 
The  average  number  of  correct  responses  was 
14.4.  There  was  no  statistically  significant 
correlation  of  correct  responses  and  age  or  sex; 
however,  there  was  a statistically  significant 
correlation  with  level  of  education  and  family 
income.  This  may  explain  the  significant  dif- 
ference in  correct  responses  between  whites  and 
non-whites. 

Respondents  were  also  asked  about  the  fre- 
quency of  visits  to  their  family  doctors.  Fifty- 
five  percent  stated  that  they  saw  them  be- 
tween zero  and  four  times  per  year,  while  13 
percent  had  more  than  12  visits.  There  was  no 
statistically  significant  difference  in  the  correct- 
ness of  responses  when  compared  by  physi- 
cian utilization. 

When  the  interviewees  were  asked  how  far 
they  lived  from  their  family  physicians,  25 
percent  said  they  lived  within  one  mile  and 
80  percent  within  10  miles  of  the  doctors’ 
offices.  Again  there  was  no  significant  dif- 
ference in  the  number  of  correct  responses  by 


distance  from  physicians. 

Several  specific  questions  warrant  special 
attention.  Respondents  could  name  an  average 
of  only  2.3  danger  signals  for  cancer  and  only 
1.9  warning  symptoms  of  diabetes  mellitus.  No 
one  could  name  all  the  warning  symptoms  for 
either  disease.  Twenty-one  percent  of  the 
sample  believed  cancer  to  be  absolutely  in- 
curable. 

Discussion 

It  is  difficult  to  compare  the  results  here 
with  previous  studies  since  most  of  them  were 
performed  on  patient  populations.  In  a recent 
study  of  Eastern  Kentucky  patients  discharged 
from  a university  hospital,  the  respondents 
demonstrated  a knowledge  of  their  diagnoses 
and  a comprehension  of  the  prescribed  treat- 
ments well  in  excess  of  their  physicians’  ex- 
pectations.3 Seligmann  et  al.  administered  a 
similar  multiple-choice  health  questionnaire 
covering  10  common  diseases  to  medical  clinic 
patients.  The  patients  could  correctly  answer 
about  55  percent  of  the  questions  compared 
to  the  present  study  finding  of  53  percent.4 
Interestingly,  while  the  clinic  physicians 
thought  that  the  ordinary  layman  should  know 
82  percent  of  the  facts  covered,  well  over 
half  the  doctors  polled  under-estimated  actual 
patient  knowledge  by  at  least  20  percent.5 

Samora  et  al.  administered  the  same  health 
knowledge  questionnaire  to  hospital  patients 
and  community  residents  in  four  different 
cities.  The  percent  of  correct  responses  ranged 
from  46  to  66. 6 As  in  the  study  presented 
here,  the  results  correlated  with  socio-economic 
level  (based  on  education  and  occupation).  In 
general,  the  study  sample  did  better  on  ques- 
tions related  to  tuberculosis,  diabetes  and 
syphilis,  in  contrast  to  the  poor  responses  of 
our  study  group  to  questions  concerning  the 
former  two  diseases. 

In  a study  of  medical  vocabulary  among 
hospital  patients,  these  same  investigators 
found  that  19  percent  of  the  respondents  had 
no  knowledge  of  50  common  medical  terms; 
23  percent  of  the  responses  were  vague  or 
wrong;  and  the  remaining  58  percent  repre- 
sented correct  explanations  of  the  terms.7 

Rosenstock  has  reviewed  a model  of  health 
behavior  with  two  basic  classes  of  variables: 
the  psychological  state  of  readiness  to  take 

( Continued  on  page  148) 
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Butiisol 


SODIUM® 


the  "daytime  sedative"  for 
everyday  situational  stress 

yhen  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
jolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  ( l/i  gr.)  to  30  mg.  {}/2  8r0  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (H  gr.), 
fO  mg.  (H  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 

BUTIC APS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (K  gr.),  30  mg.  ( y2  gr.). 

(McNEIL  ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 

A 


Warnings:  Lomotil  should  be  used  with  caution  in 
patients  taking  barbiturates  and  with  caution,  if  not 
contraindicated,  in  patients  with  cirrhosis,  advanced 
liver  disease  or  impaired  liver  function. 
Precautions:  Lomotil  is  a Federally  exempt  narcotic 
with  theoretically  possible  addictive  potential  at 
high  dosage;  this  is  not  ordinarily  a clinical  prob- 
lem. Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Should  ac- 
cidental overdosage  occur,  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy  or  coma, 


hypotonic  reflexes,  nystagmus,  pinpoint  pupils 
tachycardia;  continuous  observation  is  necessary. 
Adverse  Reactions : Side  effects  reported  witl 
Lomotil  therapy  include  nausea,  sedation,  dizziness 
vomiting,  pruritus,  restlessness,  abdominal  discom 
fort,  headache,  angioneurotic  edema,  giant  urticaria 
lethargy,  anorexia,  numbness  of  the  extremities 
atropine  effects,  swelling  of  the  gums,  euphoria 
depression  and  malaise.  Respiratory  depression  anc 
coma  may  occur  with  overdosage. 

Dosage:  The  recommended  initial  daily  dosages! 
given  in  divided  doses  until  diarrhea  is  controlled 
are  as  follows: 


diarrheas . . . 


• careful  supervision 

• electrolyte  replacement 

• specific  anti-infective  therapy 
and... 

LOMOTIE 

TABLETS/LIQUID 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

( Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

LOMOTIL,  in  conjunction  with  specifically  indicated  medical 
management,  may  be  lifesaving  in  children  with  severe 
diarrhea. 

Lomotil  lowers  the  excessive  intestinal  propulsion  characteristic 
of  diarrhea.  This  reduction  of  precipitate  intestinal  flow  allows  a 
normal  or  more  nearly  normal  reabsorption  of  fluid  and  electrolytes 
and  counteracts  the  dehydration  so  hazardous  to  children. 

Moreover,  eight  years’  experience  has  demonstrated  that  Lomotil 
controls  diarrhea  with  a minimum  of  unwanted  secondary  actions. 

Senra  del  Valle  and  his  associates1  conducted  a study  of  477 
children  with  diarrhea,  most  of  whom  were  hospitalized  with  the 
disorder.  Lomotil,  used  in  407  of  the  children,  shortened  the  dura- 
tion of  the  diarrhea. 

Grinszpan,  Goldstein  and  DivitO“  used  Lomotil  in  20  children 
with  diarrhea  and  also  reported  a prompt  disappearance  of  diarrhea. 
Harris  and  Beveridge'1  in  a double-blind  study  of  50  children  with 
diarrhea,  however,  found  no  clear  pattern  to  suggest  that  Lomotil 
influenced  the  course  of  the  condition. 

Michener,  Brown  and  Turnbull4  added  evidence  supporting  the 
beneficial  effects  of  Lomotil  in  80  children,  concluding  that  Lomotil 
was  highly  useful  in  controlling  abdominal  cramping,  diarrhea  and 
hypermotility. 


Children:  Total  Daily  Dosage 

3-6  mo.  . . . V2  tsp.*  t.i.d.  (3  mg.) . jj  jj 
6-12 mo. . . 1/2  tsp.  q.i.d.  (4  mg.)  jj  jj  jj  jj 

1- 2yr 1/2  tsp.  5 times  daily  (5  mg.)  , | jj  jj  jj 

2- 5yr 1 tsp.  t.i.d.  (6  mg.)  jj  | j 

5-8yr 1 tsp.  q.i.d.  (8  mg.)  t t t t 

8-12yr.  ...  1 tsp.  5 times  daily  (10  mg.)  | | jj  j jj 

Adults:  ....  2 tsp.  5 times  daily  (20  mg.)  jj*  tt  Jj^. 

or  2 tablets  q.i.d.  so  «...  „„ 

♦Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low 
as  one-fourth  the  initial  daily  dosage. 


References: 

I.  Senra  del  Valle,  A.;  Linfante  de  Rufinelli,  E.  B.; 

Brumetti,  E.,  and  Rossi,  R.  H.:  El  chlorhidrato  de 
difenoxilato  en  las  diarreas  infantiles,  Sem.  Med.  (Buenos 
Aires)  727:475-484  (Oct.  4)  1965.  2.  Grinszpan,  I.  L.; 
Goldstein,  A.,  and  Divito,  J.:  El  chlorhidrato  de  difenoxilato 
en  las  diarreas  infantiles,  Sem.  Med.  (Buenos  Aires) 
725:758-763  (Aug.  27)  1964.  3.  Harris,  M.  J.,  and  Beveridge, 

J. :  Diphenpxylate  in  the  Treatment  of  Acute  Gastro-Enteritis 
in  Children,  Med.  J.  Australia  2: 921-922  (Nov.  27)  1965. 

4.  Michener,  W.  M.;  Brown,  C.  H.,  and  Turnbull,  R.  B.,  Jr.: 
Ulcerative  Colitis  in  Children.  II.  Medical  and  Surgical 
Therapy,  Amer.  J.  Dis.  Child.  708:236-242  (Sept.)  1964. 


SEARLE 


Research  in  the  Service  of  Medicine 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Mans  best  friend"in  wintertime  diarrheas 


In  winter  “flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(asin  Donnatal  ).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  A H Robins  Company,  Richmond,  Va.  23220 

AH-DOBINS 


THERE’S  A 
FORMULATION 
FOR  EVERT 
COUGHING  NEED 

All  five  members  of  the  Robitussin 
family  contain  glyceryl  guaiacolate. 

This  outstanding  expectorant  agent 
increases  the  output  of  lower  respiratory 
tract  fluid  (R.T.F.)  Increased  R.T.F. 
volume  thins  mucus,  thereby  improving 
the  action  of  bronchial  and  tracheal 
cilia  and  making  thick,  inspissated 
mucus  less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSINs 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  100  mg. 

Alcohol,  3.5% 

For  unproductive,  allergic  coughs 

ROBITUSSIN  A-C's*  (exempt  narcotic) 


Each  5 cc.  contains: 

Glyceryl  guaiacolate  100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate  10.0  mg. 

(warning:  may  be  habit  forming) 

Alcohol,  3.5% 


Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN-DM,if 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide  ....  15.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  "coughs  on  the  go" 

COUGH  CALMERS™ 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide  ..  7.5  mg. 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

ROBITUSSIN-PE?1 

Each  5 cc.  contains: 

Glyceryl  quaiacolate  100  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin 

Robitussin  A-C 

Robitussin-DM 

Cough  Calmers 

Robitussin-PE 

Expectorant  • 

• 

• 

• 

• 

Demulcent  • 

• 

• 

• 

• 

Cough  Suppressant 

• 

• 

• 

Antihistamine 

• 

Non-Narcotic  • 

• 

• 

• 

Long-Acting  (6-8  Hours) 

• 

• 

Nasal,  Sinus  Decongestant 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Usual  and  Customary  Guidelines  Approved 

Roy  Moore,  Jr.,  M.D.* 


IN  IMPLEMENTING  the  resolution  of  the  KMA 
Advisory  Committee  to  Blue  Shield,  passed  by 
the  House  of  Delegates  this  past  September,  the 
Board  of  Trustees  appointed  the  KMA  Claims  Re- 
view Committee.  Our  first  concern  was  to  establish 
guidelines  for  administering  health  care  programs 
based  on  usual  and  customary  fees.  These  guidelines 
have  now  been  approved  by  the  KMA  Board  of 
Trustees  and  are  presented  for  the  information  of 
all  concerned. 

Being  aware  of  the  needs  and  demands  for  pre- 
payment organizations  to  develop  programs  using  the 
Usual  and  Customary  concept,  we  must  realize  there 
is  no  program  that  can  guarantee  a physician  that 
his  fee  will  always  be  paid  in  full.  There  must  be 
provisions  for  the  predictability  of  costs  in  marketing 
such  programs  and  for  the  professional  review  of 
cases  that  cannot  be  routinely  processed. 

Our  House  of  Delegates  recognized  these  factors 
when  they  adopted  this  resolution  which  re-affirmed 
support  of  the  Usual  and  Customary  principle  and 
approved  a mechanism  of  local  peer  review  for  cases 
that  cannot  be  processed  routinely.  The  resolution 
encourages  all  county  medical  societies  with  20  or 
more  active  practicing  physicians  to  establish  a local 
review  committee  and  counties  with  10  to  20  mem- 
bers are  invited  to  establish  local  committees.  The 
resolution  further  provided  for  the  establishment  of 
the  KMA  Claims  Review  Committee,  a central  com- 
mittee which  represents  all  major  specialty  groups, 
including  general  practice  to  review  cases  from 
counties  too  small  or  counties  that  haven’t  established 
local  review  committees.  The  Committee  will  also 
review  cases  referred  from  local  review  committees 
on  request  by  that  committee,  physicians,  Blue  Shield 
and  third  parties. 

The  Committee  will  be  charged  with  the  respon- 
sibility of  recommending  an  allowance  to  be  con- 
sidered as  payment  in  full.  In  addition,  the  Commit- 
tee is  to  act  in  an  advisory  capacity  to  Blue  Shield 
and  third  parties  in  the  administration  of  the  Usual 
and  Customary  Program. 

Our  first  meeting  was  held  on  November  21,  1968, 
for  the  purpose  of  considering  and  approving  the 
necessary  guidelines  and  terminology  for  the  imple- 
mentation and  administration  of  the  Usual  and  Cus- 
tomary Program. 


*Chairman,  KMA  Claims  Review  Committee 


The  definitions  of  Usual,  Customary  and  Reason- 
able were  approved  as  follows: 

Usual — The  “usual”  fee  is  that  fee  usually  charged 
for  a given  service  by  an  individual  physician 
to  his  private  patient  (i.e.,  his  own  usual  fee). 

Customary — A fee  is  “customary”  when  it  is  with- 
in the  range  of  usual  fees  charged  by  phy- 
sicians of  similar  training  and  experience,  for 
the  same  service  within  the  same  specific  and 
limited  geographical  area  (socio-economic 
area  of  a metropolitan  area  or  socio-economic 
area). 

Reasonable — A fee  is  “reasonable”  when  it  meets 
the  definitions  for  both  Usual  and  Customary, 
or  in  the  opinion  of  the  responsible  medical 
association’s  review  committee,  is  justifiable, 
considering  the  special  circumstances  of  the 
particular  case  in  question. 

Several  guidelines  were  established  for  the  admin- 
istration of  the  Usual  and  Customary  Program.  The 
Committee  approved  the  use  of  medical-economic 
areas  based  on  information  from  the  KMA-Blue 
Shield  Survey  of  physicians’  fees  conducted  in  1967. 

Statistics  from  the  survey  indicated  that  there  are 
different  patterns  in  the  fees  charged  by  physicians 
depending  on  the  locations  in  which  they  practice. 
In  each  area,  ranges  of  fees  will  be  established  for 
each  procedure.  The  range  represents  all  fees  from 
the  lowest  to  the  highest  submitted  by  physicians 
in  a given  area  for  the  same  procedure. 

The  90th  Percentile  technique  will  be  used  as  the 
basic  guideline  for  making  routine  payment.  The  90th 
Percentile  is  that  charge  within  the  range  for  a given 
procedure  that  will  pay  in  full  at  least  90%  of  all 
physicians’  charges  and  guarantee  full  payment  on  at 
least  90%  of  all  claims  filed  for  covered  services. 

The  range  and  90th  Percentile  will  be  continually 
revised  and  updated  based  on  charges  reflected  on 
claims  submitted  by  physicians.  As  the  data  from 
claims  indicate  such  need,  consideration  will  be  given 
to  the  re-alignment  of  the  medical-economic  areas. 

For  claims  administration  the  90th  Percentile  tech- 
nique will  be  the  basic  guideline  and  all  claims  for 
covered  services  within  this  range  are  to  be  proc- 
essed routinely.  When  claims  are  received  with 
charges  that  exceed  this  guideline,  Blue  Shield  and 
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third  parties  should  make  every  effort  to  resolve 
these  claims  without  sending  them  to  a review  com- 
mittee. 

A letter  will  be  sent  to  the  physician  submitting 
the  claim  asking  if  there  were  any  extenuating  cir- 
cumstances involved  in  the  services  he  rendered  and 
if  so,  request  the  physician  to  furnish  the  additional 
information.  When  the  additional  information  is  re- 
ceived, the  case  is  to  be  given  special  consideration 
and  may  at  this  point  be  paid. 

If,  however,  the  claim  is  still  not  resolved  a rep- 
resentative of  Blue  Shield  or  the  third  party  involved 
will  make  a personal  contact  with  the  physician.  The 
representative  will  explain  and  discuss  with  the  phy- 
sician the  mechanism  of  the  Usual  and  Customary 
Program  and  seek  any  additional  information  that 
would  be  helpful  in  determining  a proper  allowance. 
If  the  case  still  cannot  be  resolved  the  representa- 
tive will  explain  the  referral  of  the  case  to  the  ap- 
propriate peer  review  committee  (if  needed). 

The  review  mechanism  will  be  responsible  for 
reviewing  cases  from  Blue  Shield,  third  parties  and 
government  when  benefits  are  provided  under  the 
Usual  and  Customary  concept.  When  a case  is  re- 
ferred to  a committee,  Blue  Shield  or  the  appropriate 
third  party  will  prepare  and  make  available  for  the 
committee’s  use  a photocopy  of  the  claim  and  all 
correspondence,  the  physician’s  specialty  or  field  of 
practice,  the  medical-economic  area,  the  incurred 
date  of  the  service,  the  procedure  number,  a descrip- 
tion of  the  service,  the  most  prevalent  fee  for  the 


service  within  the  medical-economic  area,  the  physi- 
cian’s submitted  fee  and  a resume  of  all  action  taken 
on  the  claim. 

Our  Committee  felt  that  this  should  be  sufficient 
information  for  a claims  review  committee  to  make 
an  adequate  review  and  recommend  an  allowance  to 
be  considered  as  payment  in  full. 

For  the  KMA  Claims  Review  Committee,  all  cases 
will  first  be  referred  to  the  representative  of  the 
specialty  or  field  of  practice  for  his  review  and  rec- 
ommendation to  the  rotating  Executive  Committee 
which  will  be  responsible  for  reviewing  cases  at  the 
state  level.  This  Executive  Committee  will  meet  on 
call  by  the  chairman.  Any  case  that  cannot  be  re- 
solved by  the  Executive  Committee  will  be  referred 
to  the  committee  of  the  whole  for  consideration. 

The  Committee  felt  that  while  reviewing  cases 
every  effort  should  be  made  to  maintain  the  con- 
fidentiality of  the  90th  Percentile.  In  no  instance 
will  the  physician’s  name  be  identified  on  any  case 
reviewed. 

Our  Committee  reviewed  the  Blue  Shield  Usual  and 
Customary  Program  and  approved  it  as  being  within 
the  overall  guidelines.  We  requested  and  Blue  Shield 
agreed  that  Blue  Shield  representatives  be  available 
to  work  with  and  assist  the  county  societies  in  the 
development  of  local  review  committees. 

In  addition  to  this  article,  as  directed  by  the  Com- 
mittee, these  guidelines  are  being  disseminated  to  the 
county  society  secretaries  and  the  Health  Insurance 
Council. 


Mark  Your  Calendar 


KMA  Interim  Meeting 

March  26-27 


Continental  Inn 
Lexington 


(See  program  on  page  133) 
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Medical  Economics  says: 

«/ 

GESER.IL  LEASING'S  PLAN  IS 

"The  Winning  Way” 

TO  LEASE  A CAR! 

SEE  ARTICLE,  JUNE,  1968  ISSUE, 

BY  CHARLES  WALTER,  MIDWEST  EDITOR 


GENERAL 

LEASING 

is  grateful  for  this  tribute  to  its  “Doctor’s 
Lease  Plan.”  Thank  you.  Doctors,  for  your 
participation  in  the  plan  which  is  so  formably 
commented  on  by  Editor  Charles  Walter 
in  “Medical  Economies.” 


LEASE 

Any  Make  or  Model 

NEW  1969  CAR 

LEASE 

Medical  or  Surgical 

EQUIPMENT 

A Leasing  better  than 

★ A plan  for  young  doc- 

buying 

tors 

★ No  capital  investment 

★ Medical  and  Surgical 

★ Dependable  car  at  all 

equipment 

times 

★ Complete  office  fur- 

★ Certain  tax  advan- 

nishings 

tages 

* Enlarging  facilities 

* Call  us  for  particulars 

★ Call  us  for  full  details 

PHONES:  897-1641-895-2451 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 


ACHROMYCIN*  V 

TETRACYCLINE 

Contraindications:  Hypersensitivity 
to  tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower 
doses  are  indicated;  during  pro- 
longed therapy  consider  serum 
level  determinations.  Photody- 
namic reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treat- 
ment if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organ- 
isms may  overgrow;  treat  superin- 
fection appropriately.  Tetracycline 
may  form  a stable  calcium  com- 
plex in  bone-forming  tissue  and 
may  cause  dental  staining  during 
tooth  development  (last  half  of 
pregnancy,  neonatal  period,  in- 
fancy, early  childhood). 

Side  Effects:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculo- 
papular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensi- 
tivity; onycholysis,  nail  discolora- 
tion. Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— 
urticaria,  angioneurotic  edema, 
anaphylaxis.  Intracranial—  bulging 
fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hy- 
poplasia. Blood— anemia,  thrombo- 
cytopenic purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medi- 
cation and  treat  appropriately. 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 

359-8 
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Suspected  tetracycline-sensitive  infection? 

While  waiting  for  the  results  of  the  sensitivity  test, 
start  the  therapy  likely  to  succeed... 


Although  of  course  it  can’t  replace  routine 
sensitivity  testing,  your  prescription  for 
ACHROM  Y CIN®  V,  in  a way,  provides  the 
ultimate  test  of  therapy  under  rigorous  in  vivo 
conditions. 

Because  ACHROMY CIN®  V is  effective  in 
treating  so  many  common  infections— caused  by 
strains  of  tetracycline-sensitive  organisms— 
doesn’t  stat  dosage  of  this  time-tested  antibiotic 
make  good  sense? 


ACHROMYCIN'  V 

TETRACYCLINE 


The  price  differential 
is  inconsequential. 


■Prescribing  Information 


Kentucky  Medicine 


LAST  MONTH’S  Journal  cover  reflected 
the  views  of  your  editors  in  regard  to 
the  content  of  this  publication.  It  is  our 
feeling  that  the  scientific  pages  of  the  Journal 
should  afford  an  opportunity  for  all  physicians 
of  the  Commonwealth  to  contribute  to  one  an- 
other. 

Presently  all  physicians’  desks  are  deluged 
by  journals.  These  publications  provide  a wide 
range  of  articles,  from  broad  reviews  of  medi- 
cal progress  to  esoteric  reports  of  single  cases. 
There  is  no  dearth  of  papers  submitted  to  these 
journals.  Rather,  it  is  the  exception,  not  the 
rule,  if  a single  author’s  paper  is  accepted  for 
publication  by  a journal  with  national  circula- 
tion because  of  the  competition  to  “publish  or 
perish.” 

It  is  our  belief  that  there  are  many  things 
about  Kentucky  medicine  which  should  and 
could  be  reported  on  the  scientific  pages  of 
this  Journal.  Therefore,  we  have  chosen  to 
emphasize  the  word  “Kentucky”  on  the  cover. 

Since  I became  scientific  editor  18  months 
ago,  I have  reviewed  each  article  submitted 
for  publication.  The  majority  of  these  papers 
have  originated  in  Louisville,  Lexington  and 
Covington,  or  have  been  submitted  at  our  re- 
quest by  speakers  at  our  Annual  Meeting. 
For  this  we  are  grateful.  However,  we  believe 
we  have  not  plumbed  the  depth  of  scientific 
material  available  from  our  practicing  phy- 
sicians and  their  offices  and  community  hos- 
pitals. Furthermore,  we  think  that  this  reser- 
voir of  untapped  authors  would  be  surprised 
at  how  easy  it  is  to  get  into  print! 

Several  examples  of  types  of  articles  come 
to  my  mind:  (1)  Reviews  of  experience  with 
a common  (or  uncommon)  disease  in  a com- 
munity hospital;  (2)  Reviews  of  experience 
with  a single  disease  in  office  practice;  (3) 


Case  reports,  single  or  multiple,  which  illus- 
trate a new  point  or  reiterate  an  old  one;  (4) 

Reports  on  new  procedures  in  office  or  hos- 
pital practices;  (5)  Reports  of  drug  reactions 
not  previously  reported;  and  (6)  “Chauvinis- 
tic” articles  about  what  “we”  have  found  that 
others  haven’t. 

The  prevalence  of  streptococcal  disease 
(and  rheumatic  heart  disease),  viral  hepati- 
tis, and  emphysema,  as  well  as  the  occurrence 
of  sporadic  cases  of  brucellosis,  tularemia,  and 
Rocky  Mountain  spotted  fever,  provide  fertile 
fields  for  papers.  The  occasional  case  of  iron 
deficiency  anemia  due  to  starch  ingestion,  mal- 
absorption due  to  strongyloides,  or  lycopene- 
mia  due  to  too  much  tomato  juice  on  a 
weight-watcher’s  diet  can  educate  us  all. 

So  we  are  issuing  a call  to  all  our  members 
to  respond  with  more  papers  with  the  “flavor” 
of  Kentucky  medicine.  Now  we  don’t  want 
them  too  “folksy”  as  witness  a tale  of  Joseph 
Garland,  former  editor  of  the  New  England 
Journal  of  Medicine:1 

I remember  well  one  such  addict  to  horsechest- 
nutmanship  (horsechestnuts  carried  in  the  pocket 
to  ward  off  rheumatism)  who  averred  that  he  had 
carried  a buckeye,  or  a succession  of  them,  con- 
tinuously for  6 years,  during  which  time  he  had 
been  absolutely  free  from  rheumatism. 

“And  had  you  been  greatly  troubled  before  that,” 

I asked. 

“That’s  the  most  remarkable  thing  of  all,”  he 
replied.  “It’s  retroaotive.” 

We  do  feel  that  you  can  work  up  a paper 
satisfactory  from  the  editorial  standpoint  to 
publish.  We  will  look  for  your  response,  from 
“the  Big  Sandy  to  the  Purchase”  as  well  as 
Louisville,  Lexington  and  Covington. 

’Garland,  J. : The  joys  and  rewards  of  an  editor.  Bull.  Amer. 

Med.  Writers'  Assn.  12:47.  1962. 

Charles  C.  Smith,  Jr.,  M.D. 

Scientific  Editor 
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Nurse! 


An  INTERESTING  article  by  W.  B. 
Rogers  Beasley,  M.D.,  appearing  else- 
where in  this  issue  of  The  Journal,  sur- 
veys  the  current  duties  of  office  nurse-assist- 
ants in  eastern  Kentucky.  The  author  men- 
tions in  his  introductory  paragraph  the  many 
expanding  fields  of  para-medical  training,  and 
proceeds  to  suggest  that  the  “upgraded  nurse,” 
who  has  added  special  skills  to  her  general 
nursing  knowledge,  may  be  the  logical  assist- 
ant to  whom  the  physician  can  turn  for  effec- 
tive help,  as  he  strives  to  care  for  an  increasing 
patient  load  with  increasingly  sophisticated 
methods. 

While  the  survey  results  indicate  physician 
approval,  at  least  from  those  on  the  scene,  of 
an  expanded  role  for  the  nurse-assistant  (i.e. 
more  history-taking,  record  keeping,  injections, 
dressings,  even  certain  aspects  of  physical 
exams),  it  is  apparent  that  several  factors  will 
influence  the  role  of  the  nurse-assistant  in  the 
near  future.  Chief  among  these  factors  is  the 
changing  role  of  the  nurse  herself,  as  she  and 
her  educational  process  struggle  for  a new  self- 
identity. 

At  a recent  meeting  here  in  Kentucky  be- 
tween physicians  and  nursing  educators,  it  was 
made  clear  that  the  entire  process  of  nursing 
education  is  in  the  process  of  upheaval.  The 
number  of  girls  entering  the  profession  is  not 
expanding  to  match  the  need,  and  programs 
vary  now  from  a one-year  course  producing 
L.P.N.’s,  through  two-year  hospital  based  di- 
ploma schools,  three-year  hospital  based  di- 
ploma schools,  two-year  associate-degree 
schools,  (centering  around  Community  Col- 
leges), and  baccalaureate  degree  schools.  We 
were  told  we  need  to  add,  further,  facilities 
for  graduate  degree  programs  in  this  state,  and 
I’m  sure  that  we  do.  If  this  is  confusing  to 
physicians,  how  completely  incomprehensible 
it  must  seem  to  the  prospective  nursing  stu- 
dent, who  sincerely  wants  to  help  sick  people 
by  just  being  a nurse! 
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The  trend,  then,  in  nursing  education,  and 
in  nursing  itself,  is  toward  higher  education 
and  managerial  status.  This  trend,  plus  the  un- 
satisfied need  for  nurses  in  our  expanding 
hospitals,  would  seem  to  indicate  that  we  will 
have  difficulty  attracting  nurses  for  office- 
based  work,  and  if  we  do  successfully  com- 
pete for  them,  we’ll  do  so  at  the  expense  of 
our  in-hospital  population. 

Recognizing  this  personnel  problem,  medi- 
cal educators  across  the  country  are  introduc- 
ing training  programs  designed  to  tap  previous- 
ly untouched  student  sources — i.e.  schools  of 
medical  technology.  These  schools  (as  at  Uni- 
versity of  Kentucky  and  Pennsylvania)  pro- 
duce specialists  in  various  fields,  such  as  labo- 
ratory technicians,  inhalation  therapists,  phy- 
sical therapists,  X-ray  technicians,  etc.  and,  by 
broadening  the  base  of  medical  care,  do  in- 
deed relieve  the  busy  physician  of  some  of  his 
tasks. 

The  American  Association  of  Medical  As- 
sistants is  at  present  attempting  to  set  stand- 
ards of  information  and  performance  for  of- 
fice assistants,  and  has  carried  out  at  least 
one  prototype  certifying  examination.  Most  of 
these  girls  are  not  nurses  (although  there  is  no 
rule  that  they  can’t  be);  it  would  seem  that 
we  as  physicians  have  everything  to  gain  by 
supporting  this  group  in  their  quest. 

We  do  certainly  need  more  attention  paid 
by  the  profession  to  the  field  of  medical  as- 
sistants; all  indications  are  that  the  public  and 
the  profession  are  ready  for  an  expansion  in 
that  direction.  Such  assistants  however,  1 ) 
must  be  carefully  trained,  2)  should  be  sub- 
ject to  a nationally-based  certification  exami- 
nation, and  3)  have  to  be,  to  preserve  our 
form  of  medical  care,  under  a physician’s 
guidance  and  responsibility. 

We  thank  Doctor  Beasley  for  his  careful  and 
provocative  study. 

Walter  I.  Hume,  Jr.,  M.D. 
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Coquette 


IT’S  a gas  to  discover  that  you  have  pre- 
pared early  for  life  and  then  to  find  that 
your  composition  is  only  an  introduction. 

Senior  Day  for  our  two  medical  schools  is 
Monday,  March  17,  at  the  Executive  Inn, 
Louisville.  All  are  invited.  It’s  an  invitation 
for  each  of  us  to  help  continue  all  that  has 
gone  before  by  coming  into  a closer  association 
with  our  student  fellows  and  our  next  genera- 
tion of  doctors.  It’s  a challenge  also  because 
things  are  changing,  opportunities  are  greater 
and  the  panorama  of  life  is  speeding  on  and 
presumably  up. 

Think  upon  the  following  proposition  and  if 
you  believe  attend  the  Senior  Day  proposition. 

Most  physicians  at  the  completion  of  train- 
ing have  a myriad  of  feelings  ranging  from  awe 
to  elation.  With  experience,  personal  patient 
exposure  and  following  the  well  advised  ad- 
monition of  “not  with  force  but  with  skill,” 
one  develops  an  inner  strength  of  self  con- 
fidence. While  good,  it  can  also  be  an  unsus- 
pecting snare.  It  can  support  and  sustain  a per- 
sonal position  of  “everything  is  solvable”  or 
the  sometimes  heard  “Here’s  the  way  to  do 
it.” 

The  world  is  obviously  smaller  communica- 
tions and  transportation  wise.  At  the  same 
time  it  is  vastly  more  large  and  complex  with 
personal  relationships.  Things  are  not  like  they 
were  and  never  can  be  again. 

We  in  the  practice  of  medicine  are  now  chal- 
lenged to  keep  abreast  of  the  interrelationships 
of  the  coming  generations  of  physicians.  These 
also  will  not  be  the  same.  Their  concepts  are 


different.  Their  education  is  different.  They  are 
restless  and  instead  of  “watchful  expectancy” 
are  more  prone  to  “trail  blaze.”  Traditions  are 
challenged  and  it  doesn’t  seem  to  bring  much 
response  to  be  venerable  anymore. 

Such  being  the  case  we  currently,  perhaps 
very  transiently,  being  in  the  main  stream  can 
be  a stimulating  posture.  We  can  by  some 
empathy  with  our  coming  rebirth  in  the  ranks 
by  new  graduates  be  informed  and  perhaps 
enthused  in  some  areas  by  new  life.  At  the  same 
time  we  can  give  the  new  species  their  needed 
conditioning  of  background.  In  other  words, 
we  all  can  have  it  both  ways.  There  is  no  valid 
or  reasonable  person  who  should  think  that  we 
of  today  and  those  of  tomorrow  are  not  “mu- 
tually compatible.” 

Thus  we  are  being  flirted  with  and  courted 
by  that  imp  of  challenge  which  says  participate. 
However  good  we  are  as  doctors  or  as  a pro- 
fession cannot  be  revealed  if  not  exposed.  Close 
communication  and  complex  personal  rela- 
tionships insist,  if  they  are  to  be  cohesive  and 
mutually  satisfying,  that  all  interested  parties 
get  together  and  be  a part  of  the  others  exist- 
ence. 

To  do  so  means  a personal  identification  for 
ourselves  and  a problem  solving  organization 
for  all.  To  do  less  will  mean  a lonely  seldom 
traveled  road  of  isolation  within  ones  own  con- 
fines and  with  no  approach  to  and  no  rapport 
from  without. 

So  we  are  being  winked  at  by  the  coquette  of 
a broader  life.  Will  you  accept  the  proposal  or 
deny  fate? 

Hoyt  D.  Gardner,  M.D. 
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JOSEPH  Gant  Gaither,  M.  D.,  president  of  the  Kentucky  Medical  Association  during  the 
1955-56  Associational  year,  died  December  3,  1968,  at  Jennie  Stuart  Hospital,  Hopkinsville, 
Kentucky  after  a long  illness.  Doctor  Gaither’s  life  was  dedicated  to  the  services  of  his  God, 
his  Country  and  his  fellow  man. 

A native  of  Hopkinsville,  Doctor  Gaither  attended  the  city  schools,  South  Kentucky  College 
and  received  his  bachelor’s  degree  at  the  University  of  the  South,  Sewanee,  Tennessee.  After  serving 
one  year  as  a reporter  for  the  Memphis  Commercial  Appeal,  he  returned  to  the  University  of  the 
South  Medical  School  and  graduated  in  1907  as  valedictorian  and  president  of  his  class. 

Doctor  Gaither  was  in  general  practice  in  Mississippi  for  three  years  before  deciding  to  limit  his 
practice  to  general  surgery.  Following  further  training  at  Oxford,  Mississippi  and  Vicksburg, 
Mississippi,  he  returned  to  Hopkinsville  in  1912  to  establish  his  45-year  practice  in  general  sur- 
gery. At  this  time  he  was  a true  pioneer,  as  he  was  the  only  surgeon  between  Evansville,  Indiana 
and  Nashville,  Tennessee  and  between  Bowling  Green  and  Murray,  Kentucky. 

Doctor  Gaither  volunteered  as  a Captain  in  the  Army  during  World  War  I.  He  served  as  an 
instructor  in  the  School  of  Military  Surgery  at  Camp  Greenlief,  Georgia  along  with  other  military 
duties.  He  remained  in  the  Medical  Reserve  Corps  for  many  years  and  attained  the  rank  of 
Lieutenant  Colonel.  He  was  quoted  as  saying  that  taking  the  oath  of  office  as  Captain  was  one  of 
the  most  important  and  thrilling  events  of  his  life. 

An  active  member  of  Grace  Episcopal  Church,  Doctor  Gaither  served  as  senior  warden.  At 
times,  when  the  local  church  had  no  rector,  he  served  as  a lay  reader.  For  several  years,  he 
conducted  regular  services  at  a local  mission. 

Doctor  Gaither  was  a Fellow  of  the  American  College  of  Surgeons,  and  belonged  to  many  medi- 
cal societies.  He  was  recognized  for  his  outstanding  contributions  to  organized  medicine,  and  to 
civic  affairs  on  local,  state  and  national  levels.  He  was  admired  and  respected  by  his  colleagues 
in  the  profession,  as  well  as  by  his  many  patients  and  fellow  citizens.  He  was  truly  a physician,  a 
gentleman  and  a scholar. 


ntucky  Medical  Association  • February  1969 


129 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1 904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program  including  occupational  therapy,  art  therapy,  athletic 
activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-253-2761 


130 


February  1969  • The  Journal 


I 


The  CONTINENTAL  INN 


Extends  a Warm  Welcome  to  the 


KENTUCKY  MEDICAL  ASSOCIATION 


during  its 


INTERIM  MEETING 


March  26-27 


May  your  visit  with  us  be  an  enjoyable  one 


801  New  Circle  Rd.  N.E. 
Lexington 

Phone  (606)  299-5281 


• Distinctive  Dining 

• Versatile  Convention  Facilities 

• Luxurious  Accommodations 
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KMA  Interim  Meeting  To  Feature  Discussions  of  Health  Manpower, 
Comprehensive  Health  Planning  March  26-27  in  Lexington 


Lively  and  stimulating  discussions  of  Health  Man- 
power and  Comprehensive  Health  Planning  will  be 
presented  by  experts  in  these  fields  during  the  1969 
KMA  Interim  Meeting 
March  26-27  at  the  Conti- 
nental Inn,  Lexington. 

The  Honorable  Louie  B. 
Nunn,  governor  of  Ken- 
tucky, will  deliver  the  key- 
note address  at  the  open- 
ing dinner  session  March 
26.  Governor  Nunn,  direc- 
tor of  the  Health  Planning 
Commission,  will  present 
an  over-all  picture  of  re- 
cent developments  in  Com- 
prehensive Health  Planning  within  the  state. 

The  theme  will  be  continued  in  a panel  discussion 
during  the  March  27  morning  session,  moderated  by 
George  F.  Brockman,  M.D.,  Greenville,  KMA  im- 
mediate past  president.  Participants  in  this  discussion 
and  their  topics  are  Frank  Groschelle,  Frankfort, 
administrator  of  the  Kentucky  Program  Development 
Office,  “Area  Development  in  Kentucky”;  Strawn 
Taylor,  Frankfort,  director  of  Comprehensive  Health 
Planning,  “Area  Health  Planning”;  Senator  Clyde 
Middleton,  Covington,  chairman  of  the  State  Health 
Planning  Council,  “The  Consumer’s  Role  in  Local 
Health  Planning”;  and  Frederick  A.  Stine,  M.D..  Ft. 
Thomas,  member  of  the  State  Health  Planning  Coun- 
cil, “The  Physician’s  Role  in  Local  Health  Planning.” 
Preceding  the  panel  discussion,  talks  will  be  pre- 
sented on  Health  Manpower  by  Donald  E.  Wood. 
M.D.,  Indianapolis,  Ind.,  and  Norman  E.  Farber, 
New  York,  N.Y.  Doctor  Wood,  whose  topic  will 
be  “Health  Manpower — Mostly!”,  is  a member  of  the 
AMA  Health  Manpower  Council  and  chairman  of 
the  AMA  Council  on  Legislative  Activities.  He  is 
a former  president  of  the  Indiana  State  Medical  As- 
sociation and  chairman  of  the  department  on  medical 
economics  at  Indiana  University  School  of  Medicine. 

Mr.  Farber,  recently  appointed  Director  of  the 
Health  Careers  Program  of  the  National  Health 
Council,  will  discuss  aspects  of  this  program.  In  his 
new  position,  Mr.  Farber  serves  as  liaison  with  na- 
tional health  agencies  and  professional  societies.  He 


previously  served  as  coordinator  for  the  Office  of 
Manpower,  Automation  and  Training  Project. 

The  meeting  will  close  with  a luncheon  session 
featuring  a talk  entitled  "Blue  Shield’s  Partnership 
with  Medicine.”  The  speaker  will  be  George  Dunlop, 
M.D.,  Boston,  Mass.,  president  of  Massachusetts 
Medical  Service  and  a member  of  the  Board  of  the 
National  Association  of  Blue  Shield  Plans. 

In  addition  to  the  outstanding  program  outlined 
above,  the  Interim  Meeting  will  include  an  Orienta- 
tion Course  for  new  KMA  members,  and  meetings 
of  the  KMA  Board  of  Trustees  and  the  Woman’s 
Auxiliary. 

All  physicians  are  urged  by  KMA  President  Henry 
B.  Asman,  M.D.,  Louisville,  to  secure  reservations 
now  at  the  Continental  Inn  for  this  exciting  two-day 
session.  (The  complete  program,  released  by  Doctor 
Asman  at  press  time,  appears  on  the  opposite  page.) 

KMA  Awards  Committee  To  Accept 
Nominations  at  Interim  Mtg. 

The  KMA  Awards  Committee  will  accept  nomina- 
tions for  KMA’s  three  top  awards  during  the  1969 
Interim  Meeting,  according  to  Richard  F.  Grise, 
M.D.,  Bowling  Green,  committee  chairman. 

The  committee  will  be  seated  at  a reserved  table 
during  the  March  27  luncheon  and  at  that  time  will 
accept  nominations  for  the  Distinguished  Service 
Medal  Award,  Outstanding  General  Practitioner 
Award  and  the  R.  Haynes  Barr  Award.  These  awards 
will  be  given  during  the  KMA  Annual  Meeting  in 
September. 

In  addition  to  Doctor  Grise,  members  of  the 
Awards  Committee  include  William  A.  Blodgett, 
M.D.,  Louisville;  Frank  L.  Duncan,  M.D.,  Monti- 
cello;  C.  Wayne  Franz,  M.D.,  Ashland;  and  Joseph 
Keith.  Jr.,  M.D..  Lexington. 

David  J.  Brecount,  M.D.,  an  internist,  is  a full-time 
faculty  member  at  the  University  of  Kentucky  Medi- 
cal Center  Health  Service.  Doctor  Brecount  gradu- 
ated from  the  University  of  Cincinnati  Medical 
School  in  1960.  He  completed  his  internship  at 
Cleveland  Metropolitan  General  Hospital  and  his 
residency  training  in  the  Public  Health  Service  Hos- 
pital, San  Francisco,  Calif. 


Doctor  Wood 
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Program 

“The  Challenge  We  Face  in  1969” 

KMA  1969  Interim  Meeting 

March  26  and  27 

Continental  Inn 
Lexington 

WEDNESDAY  EVENING  SESSION 

Henry  B.  Asman,  M.D.,  Louisville,  president 
Kentucky  Medical  Association,  presiding 

3:00  p.m.  Registration 
5:30  p.m.  Social  Hour 
6:30  p.m.  Dinner 

Invocation — Father  Edward  Murray,  Pastor,  St.  Paul  Catholic  Church,  Lexington 
7:30  p.m.  Call  to  Order  — Doctor  Asman 

Keynote  Address — The  Honorable  Louie  B.  Nunn,  Governor,  Commonwealth  of  Kentucky 


Governor  Nunn 


Doctor  Dunlop 


THURSDAY  MORNING  SESSION 


Doctor  Asman  presiding 


9:15  a m. 
9:30  a.m. 

9.50  a.m. 

10:15  a.m. 


Call  to  Order  and  Announcements 

“Health  Manpower — Mostly!” — Donald  E.  Wood,  M.D.,  Indianapolis,  Ind., 

Member,  AMA  Health  Manpower  Council 

“Health  Careers  Program  of  the  National  Health  Council"  — Norman  E.  Farber,  New 
York,  N.Y.,  Director,  Health  Careers  Program,  National  Health  Council 

Coffee  Break 


10:30  a.m.  Panel  Discussion — “Comprehensive  Health  Planning” 

“Area  Development  in  Kentucky” — Frank  Groschelle,  Frankfort,  Administrator. 
Kentucky  Program  Development  Office 

“Area  Health  Planning”  — Strawn  Taylor,  Frankfort,  Director,  Comprehensive 
Health  Planning 

“The  Consumer’s  Role  in  Local  Health  Planning”  - — Senator  Clyde  Middleton,  Covington, 
Chairman,  State  Health  Planning  Council 

“The  Physician’s  Role  in  Local  Health  Planning" — Frederick  A.  Stine,  M.D.,  Ft. 
Thomas,  Member,  State  Health  Planning  Council 

MODERATOR:  George  F.  Brockman,  M.D.,  Greenville,  KMA  Immediate  Past  President 


1 1 :30  a.m.  Question  and  Answer  Session 


LUNCHEON  SESSION 


12:30  p.m. 

Walter  L.  Cawood,  M.D.,  Ashland 
KMA  President-elect,  presiding 


Invocation — Father  Garland  O’Neil,  Chaplain,  St.  Joseph  Hospital,  Lexington 

“Blue  Shield’s  Partnership  with  Medicine” — George  Dunlop,  M.D.,  Boston,  Mass.,  President, 


Massachusetts  Medical  Service 

Adjournment 


Doctor  Stine 


Mr.  Taylor 


Senator  Middleton 


Mr.  Groschello 


New  Member  Orientation  Course 
To  Be  Offered  March  26 

The  Eighth  KMA  Orientation  Course  for  new 
members  of  the  Association  will  be  offered  March 
26,  just  prior  to  the  opening  of  the  1969  Interim 
Meeting  at  the  Continental  Inn,  Lexington. 

New  members  are  required  to  attend  an  orientation 
program  within  two  years  of  joining  the  Association, 
in  accordance  with  the  KMA  Bylaws. 

Letters  of  invitation  for  this  course,  which  is  held 
twice  each  year  in  connection  with  the  Interim  and 
Annual  Meetings,  have  been  sent  to  new  members. 
All  physicians,  whether  new  members  or  not,  are  in- 
vited to  attend  the  session. 


Senior  Day  Program  To  Feature 
Completely  Redesigned  Format 

The  1969  KMA  Senior  Day  format  has  been  com- 
pletely redesigned  this  year,  according  to  Hoyt  D. 

Gardner,  M.D.,  chairman 
of  the  KMA  Senior  Day 
Committee.  The  program, 
scheduled  March  17  at  Ex- 
exutive  Inn,  Louisville,  will 
feature  a joint  session  for 
the  senior  medical  stu- 
dents of  both  the  Univer- 
sity of  Louisville  and  the 
University  of  Kentucky. 

The  afternoon  session 
will  include  four  presenta- 
tions followed  by  four 
separate  discussion  groups. 
Speakers  and  their  subjects 
for  this  portion  of  the  program  include  “Features  of 
Organized  Medicine”,  Robert  C.  Long,  M.D.,  Louis- 
ville; “Medical  Ethics  and  Courtesies”,  N.  Lewis 
Bosworth,  M.D.,  Lexington;  “Medical  Records  and 
Malpractice”,  Fred  M.  Goldberg,  Loiusville;  and 
“Medical  Legislation  and  Politics”,  Frank  J. 
Groschelle,  Frankfort.  The  overall  theme  for  the 
program  is  “The  Delivery  of  Medical  Care”. 

The  carefully  planned  presentations  are  designed 
to  assist  the  medical  students  in  bridging  the  gap 
between  academic  and  the  actual  practice  of  medi- 
cine. This  marks  the  sixth  annual  program  for  the 
University  of  Kentucky  seniors  and  the  fifteenth  for 
those  of  the  University  of  Louisville.  In  previous 
years  separate  Senior  Day  programs  were  held  in 
Louisville  and  Lexington. 

The  Reverend  Doctor  William  W.  Slider,  Christ 
Methodist  Church,  Louisville,  will  be  the  guest 
speaker  at  the  evening  session,  following  a social 
hour  and  dinner  sponsored  by  the  Jefferson  and 
Fayette  County  Medical  Societies. 

Doctor  Slider  has  gained  national  recognition  as  an 
after  dinner  speaker  and  has  accepted  speaking  en- 
gagements in  20  states  this  year. 

Doctor  Gardner  emphasized  appreciation  of  his 
committee  members  and  the  official  family  of  KMA 


for  the  cooperation  of  the  two  medical  schools  and 
the  support  of  the  Jefferson  and  Fayette  County 
Medical  Societies  in  making  these  programs  possible. 


AMA  Committee  Appointments 
Include  Eight  Ky.  Doctors 

The  Board  of  Trustees  of  the  American  Medical 
Association  appointed  or  reappointed  eight  Kentuc- 
ky physicians  to  membership  on  its  councils  and 
committees  at  a December,  1968  meeting.  The  terms 
of  the  appointments  are  for  one  year  with  maxi- 
mum tenure  of  10  consecutive  terms. 

William  T.  Rumage,  Jr.,  M.D.,  Louisville,  was  ap- 
pointed to  the  Council  on  National  Security  and  re- 
appointed chairman  of  the  Committee  on  Disaster 
Medical  Care. 

Other  reappointments  include  George  F.  Brock- 
man, M.D.,  Greenville,  Committee  on  Planning  and 
Development;  William  K.  Keller,  M.D.,  Louisville, 
Committee  on  Medical  Aspects  of  Automotive  Safe- 
ty; Nicholas  J.  Pisacano,  M.D.,  Lexington,  Committee 
on  Rehabilitation;  and  Donn  L.  Smith,  M.D.,  Louis- 
ville, Council  on  Drugs. 

Reappointed  to  Interspecialty  Committees  were 
Robert  W.  Lykins,  M.D.,  Louisville,  American  So- 
ciety of  Anesthesiologists;  and  Carroll  L.  Witten, 
M.D.,  Louisville,  American  Academy  of  General 
Practice. 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— "The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN'TINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept., 
Lederle  Laboratories.  Pearl  River.  New  York  10965  . 406-8 


Reverend  Slider 
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Lexington  Clinic  Conference 
Scheduled  April  3 

The  Fourteenth  Annual  Clinical  Conference  of 
be  highlighted  by  the  Carl 
Fortune  Lecture  at  11:30 
a.m.  April  3,  according  to 
James  W.  Bard,  M.D., 
Lexington,  program  chair- 
man. 

Edmund  D.  Pellegrino, 
formerly  of  Lexington, 
will  deliver  the  lecture  en- 
titled “Uremic  Bone  Dis- 
ease.” A 1944  graduate  of 
the  New  York  University 
Medical  School,  Doctor 
Pellegrino  served  as  chair- 
man of  the  department  of 
medicine  at  the  University  of  Kentucky  Medical  Cen- 
ter from  1959  to  1966.  He  is  currently  vice  presi- 
dent for  health  sciences,  director  of  the  Health 

Sciences  Center  and  professor  of  medicine  at  the 
State  University  of  New  York,  Stony  Brook. 

Beginning  at  9 a.m.,  the  Conference  will  feature 
discussions  of  a variety  of  medical  topics  by  Clinic 
staff  members.  The  luncheon  address,  “50  Years  of 
Kentucky  Medicine,”  will  be  presented  by  Francis  M. 
Massie,  M.D.,  Lexington.  Leslie  W.  Blakey,  M.D.  and 
Wilford  L.  Cooper,  M.D.,  Lexington,  will  moderate 
the  morning  and  afternoon  sessions  respectively. 


HAVE  YOU  REGISTERED? 

The  deadline  for  registration  to  vote  in  the 
May  27  primary  election  is  March  29.  Have  you 
checked  your  registration  status  to  be  sure  that 
you  are  eligible  to  vote  in  this  important  state 
and  local  election? 

The  editors  of  The  Journal  urge  you  to  remind 
your  family  and  staff  to  register  also  by  March 
29  and  to  vote  on  May  27. 


U of  L Smith  Lecture  Set 

The  annual  L.  E.  Smith  lecture  at  the  University 
of  Louisville  has  been  scheduled  for  March  20.  Se- 
lected to  give  the  address  is  Alfred  P.  Fishman, 
M.D.,  professor  of  medicine  at  the  University  of 
Chicago  and  director  of  the  Michael  Reese  Hospital 
and  Medical  Center’s  Cardiovascular  Institute. 

Doctor  Fishman  is  a 1943  graduate  of  the  Uni- 
versity of  Louisville  School  of  Medicine.  The  Smith 
lectures  are  presented  annually  at  the  University  of 
Louisville  and  the  University  of  Kentucky  in 
memory  of  the  late  Doctor  Smith,  a pioneer  in  Ken- 
tucky tuberculosis  work. 


the  Lexington  Clinic  will 


Doctor  Pellegrino 


Heart  Association  Symposium 
Planned  March  26-27 

The  Fifteenth  Annual  Symposium  on  Cardiovas- 
cular Diseases  of  the  Heart  Association  of  Louis- 
ville and  Jefferson  County  has  been  scheduled  March 
26  and  27  at  the  Brown  Hotel,  Louisville. 

A number  of  nationally  prominent  heart  special- 
ists will  participate  in  the  two-day  session  which 
will  be  acceptable  for  1 1 prescribed  hours  by  the 
American  Academy  of  General  Practice. 

Included  among  the  speakers  are  Walter  M.  Kirken- 
dall,  M.D.,  director  of  the  Cardiovascular  Research 
Laboratories,  University  of  Iowa  Hospitals;  Louis  N. 
Katz,  M.D.,  director  emeritus  of  the  Cardiovascular 
Institute,  Michael  Reese  Medical  Center,  Chicago;  and 
Henry  D.  McIntosh,  M.D.,  chief  of  the  cardiology 
division  of  the  Duke  University  School  of  Medicine, 
Durham,  N.C. 


SMA  Section  Elects  Dr.  Parker 

The  Section  on  Neurology  and  Psychiatry  of  the 
Southern  Medical  Association  announced  recently 
the  election  of  Joseph  B.  Parker,  Jr.,  M.D.,  Lex- 
ington, as  its  chairman.  Doctor  Parker  and  other 
newly  elected  officers  will  arrange  the  program  for 
the  Section’s  63rd  Annual  Meeting  during  the  SMA 
convention  November  10-13  in  Atlanta,  Ga. 


KENTUCKY 

STATE  RESORT  PARKS 


. -CL- 


Planned 
recreation  programs 
special  evening  entertainment 

✓ CUMBERLAND  FALLS  ✓ KENTUCKY  DAM  VILLAGE 

at  Corbin  at  Gllbertsville 

» GENERAL  BUTLER  LAKE  CUMBERLAND 

at  Carrollton  at  Jamestown 

JENNY  WILEY  NATURAL  BRIDGE 

at  Prestonsburg  at  Slade 

O CARTER  CAVES 


at  Olive  Hill 


SPECIAL  PACKAGE  RATES 


5 days  and  4 nights  in  a luxurious  lodge 
room  with  two  double  beds,  including  enter 
tainment  and  all  meals  from  Sunday  evening 
dinner  through  Thursday  lunch  Every  week, 
October  13  March  31. 


$44.00  Per  Person  (double  occupancy) 

(plus  tax) 


Coll  Central  Reservations,  Frankfort  • 502-223-2326 
or  see  your  local  travel  agent. 

For  a brochure,  write  TRAVEL,  PDB-FW,  Frankfort,  Ky.  40601 
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Digest  of  Board  of  Trustees  Minutes  December  11-12,  1968 


The  second  meeting  of  the  KMA  Board  of  Trus- 
tees during  this  Associational  year  was  a special 
called  meeting  on  Wednesday  evening,  December  11. 
The  two  subjects  considered  by  the  Board  were  Health 
Careers  and  Comprehensive  Health  Planning. 

Mr.  Tom  Connelly,  program  director  for  the 
Health  Careers  in  Kentucky  Foundation,  made  a de- 
tailed explanation  of  this  new  project  designed  for 
the  allied  health  professions  to  interest  young  Ken- 
tuckians in  a health  career.  A thorough  discussion 
was  then  held  on  Comprehensive  Health  Planning 
with  proposals  and  comments  being  presented  by  Mr. 
Strawn  Taylor,  director  of  CHP  in  Kentucky,  and 
Hoyt  Gardner,  M.D.,  Louisville,  a member  of  the 
state  Comprehensive  Health  Planning  Council. 

The  Board  of  Trustees  then  met  in  regular  session 
December  12  and  accepted  for  information  the  Presi- 
dent’s Report,  Headquarters  Office  Report  and  re- 
ports from  the  senior  delegate  to  the  AMA  and  AMA 
Board  of  Trustees  member,  Robert  Long,  M.D., 
Louisville.  Action  was  taken  authorizing  KMA’s  con- 
tinuing financial  participation  in  “Health  Careers  in 
Kentucky”,  approving  funds  for  the  Woman’s  Auxili- 
ary membership  on  the  state  Advisory  Council  of 
Health  Careers  in  Kentucky  and  naming  an  alternate 
KMA  member  to  this  same  advisory  council. 

Nominees  were  confirmed  for  vacancies  on  the 
State  Board  of  Health,  Clinical  Laboratories  Advis- 
ory Board  and  Advisory  Council  for  Health  Facili- 
ties. Procedures  for  the  election  of  the  Chairman  of 
the  Board  and  members  of  the  Executive  Committee 
were  approved  and  annual  registration  of  physicians 
and  Annual  Meeting  exhibits  were  discussed. 

The  guidelines  for  implementing  usual  and  cus- 
tomary fee  programs  of  all  third  parties  through  the 
KMA  Claims  Review  Committee  and  county  review 
committees  were  approved  with  a request  that  the 
guidelines  be  published  in  the  KMA  Journal  and 
disseminated  to  county  society  secretaries.  The  date 
of  KMA’s  Congressional  Dinner  in  Washington, 
D.  C.,  was  set  for  May  13  and  a status  report  of 
the  March  26-27  Interim  Meeting  in  Lexington  was 
presented. 

Thorough  presentations  were  made  concerning  ad- 
ministration of  the  Title  XIX  program,  activities 
of  the  Governor’s  Advisory  Council  for  Medical  As- 
sistance, and  implementation  of  the  Advertising  or 
Soliciting  by  Practitioners  of  the  Healing  Arts  Act 
as  specifically  related  to  a case  in  Lexington  involv- 
ing a chiropractor.  Endorsement  was  given  to  an 
Emergency  Communications  project  of  the  Kentucky 
Hospital  Association,  the  distribution  of  a letter  to 
physicians  relative  to  an  eastern  Kentucky  ambulance 
attendant  training  program,  and  the  naming  of  a 
KMA  member  to  the  KEMPAC  Board  of  Directors. 

A referral  to  the  Bylaws  Committee  would  author- 
ize non-voting  seats  in  the  House  of  Delegates  to  a 
representative  of  the  Student  AMA  from  each  of  the 
medical  schools,  and  a KMA  sustaining  membership 
in  the  Student  AMA  was  approved.  Recommenda- 
tions were  made  concerning  the  TB  Hospitals  in 


Kentucky  with  responsibility  for  a more  thorough 
study  referred  to  KMA’s  Comprehensive  Health 
Planning  Committee.  It  was  agreed  that  KMA  would 
testify  before  state  hearings  on  this  subject. 

The  Chairman  of  the  Board  appointed  a new 
Plans  and  Development  Committee,  an  action  ap- 
proved by  the  Board  in  September.  Final  subjects 
discussed  were  Selective  Service  matters,  activities  of 
the  Cults  Committee,  physicians  on  hospital  boards, 
and  the  desirability  of  having  a school  health  co- 
ordinator in  each  school  district. 


Doctors,  Wives  Urged  To  Help 
In  Project  MED-AID:MARCO 

Kentucky  physicians  and  their  wives  are  urged  to 
participate  in  Project  MED-AID:  MARCO  by  Mrs. 
J.  Jack  Martin,  Tompkinsville,  chairman  of  the  In- 
ternational Health  Activities  for  the  Woman’s  Auxil- 
iary to  the  AMA. 

Mrs.  Martin  defines  MED-AID: MARCO  as  a 
project  designed  “to  distribute  good  workable  com- 
munication equipment  to  physicians  and  medically 
oriented  mission  establishments  in  those  areas  of  the 
world  where  there  is  no  acceptable  form  of  com- 
munication, particularly  on  an  emergency  basis,  and 
when  and  where  such  equipment  is  legally  permis- 
sible.” 

Organizations  involved  in  the  project  include 
MED-AID,  an  amateur  radio  station  in  daily  contact 
with  remote  areas  receiving  and  transmitting  emer- 
gency medical  information;  MARCO,  a charitable, 
non-profit  organization  founded  in  1966  and  com- 
posed of  doctors  and  others  who  are  amateur  radio 
operators;  and  the  Woman’s  Auxiliary  to  the  AMA. 
working  to  determine  sources  of  acceptable  amateur 
radio  gear  and  arranging  shipment  of  the  equipment 
to  areas  where  needed. 

Complete  information  concerning  this  project  may 
be  obtained  from  Mrs.  Martin,  605  Fifth  Street, 
Tompkinsville,  Ky.  42167. 


TWO  INTERNISTS— Board  Eligible 
or  Certified,  wanted  by  multi-spe- 
cialty group  in  Central  Texas  As- 
sociated with  100-bed  hospital;  $20- 
$24,000  annual  salary;  early  partner- 
ship; no  investment.  Write  G.  H. 
Wahle,  Jr.,  M.  D.  King’s  Daughters 
Clinic,  Temple,  Texas,  or  call  collect 
817  778-5501. 
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You’ve  made  it  one 
pecifics  in  acute  otitis  media 

DECLOMYCIN’ 

DEMmiYIjCHLOimrKACYCLINE 


You’ve  made  it 
one  of  your  specific 
in  acute  otitis  media 

v 

DECLOMYCIN  acts  against  many  strains  of 
H.  influenzae,  pneumococci  and  streptococci,  th( 
most  common  invaders.  In  otitis  media,  where  it 
is  difficult  to  isolate  the  causative  organism,  this 
coverage  may  be  important.  However,  some  strair 
may  be  resistant  and  other  pathogens  can  be 
involved. 

You’ve  found  the  high  serum  levels  of 
DECLOMYCIN  important,  too.  Its  prolonged  actio 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 
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DECLOMYCIN 


rexia,  nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocoliti 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes;  a ra 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitivit  ■ 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-rise  in  BU' 
apparently  dose-related.  Transient  increase  in  urinary  output,  somr 
times  accompanied  by  thirst  (rare).  Hypersensitivity  reactions- url 
caria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental  staining  (ye 
low-brown)  in  children  of  mothers  given  this  drug  during  the  latter  he 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  pen 
od,  infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen  t 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontini 1 
medication  and  institute  appropriate  therapy.  Demethylchlortetr 
cycline  may  form  a stable  calcium  complex  in  any  bone-forming  tissi 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Shoul 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption  ■ 
impaired  by  the  concomitant  administration  of  high  calcium  conte 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococq 
infections  should  continue  for  10  days,  even  though  symptoms  ha\i 
subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  30 
mg,  150  mg  and  75  mg  of  demethylchlortetr; 


Side  Effects:  Gastrointestinal  system -ano-  DEMETHYLCHLORTETRACYCLINE  cycline  HCI. 
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LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


heavenly  relief 
for  unearthly  cough 

Benyliri 

EXPECTORANT 


1 


Each  fhiidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
16  oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


i 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


A realistic 
approach 
to  pain 
relief 


‘Empirirt’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 


Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
oi  pain  relief 


'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
IHickahoe.  N.Y. 


an  antacid  formulated  especially 
for  the  constipation-prone  patient 


• Gelusil-M  has  been  formulated  to  help 
avoid  constipation  in  these  patients: 
hospitalized/ bedridden/  debilitated/ seden- 
tary/ pregnant/ elderly/ on  a bland  diet/ 
on  anticholinergic-antispasmodic  drugs/ 
when  straining  at  stool  should  be  avoided. 
• Magnesium  content  helps  maintain  intes- 
tinal fluid  volume  and  motility. 


• Some  patients  may  develop  loose  stools 
while  taking  Gelusil-M.  This  condition  is 
usually  dose-related,  and  usually  responds 
to  dose  reduction. 


Avoids  constipation. 


introducing  new 


GELUSII.M 


each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Warner-Chilcott) 

200  mg.  magnesium  hydroxide 


U.5.  Potent  No.  3,326,755 


a consistent  buffering 
anticostive+  antacid 


tAvoids  constipation. 


See  next  page  for  prescribing  information  ^ 
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GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient. 


Gelusif-M  Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored) — light  green  bottles  of  1 2 fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusir  Tablets 

the  universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 

when  constipation  is  not  a problem 

Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


Application 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT  SECTION 


1969  Annual  Meeting 

Convention  Center 


Kentucky  Medical  Association 

Louisville,  Kentucky  September  23,  24,  25 


Fill  Out  and  Mail  to: 

T.  R.  MARSHALL,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Janet  Avenue 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1,  1969 


Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 


1.  Title  of  Exhibit:  

2.  Name  (s)  of  Exhibitor  (s):  ( AMA  Member?) 

Institution  (if  desired):  

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit:  (Attach  Brief  Description  Not  To  Exceed  50  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings.  . . . X-rays  .... 

Specimens.  . . . Moulages.  . . . Other  Material 

, „ . „ . (Describe) 

6.  Booth  Requirements: 

Amount  of  total  wall  space  needed? 


Back  wall  Side  walls  (All  side  walls  are  4 ) 

Square  feet  needed? Shelf  desired?  (yes  or  no)  


7.  Indicate  sources  of  assistance  provided  to  you  in  connection  with  the  exhibit.  . . . 

8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where?  

Date  

Signature  of  Applicant 


The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following:  Exhibit 
space,  shelves,  sign  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  40202,  who  supply  equipment  for  the  annual 
KMA  meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 
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The  first  400  mg.  Trocinate  tablet 
usually  relieves  discomfort 
so  promptly  that 
Diarrhea  ceases  to  be  a bother 

Trocinate  has  no  known  therapeutic  value 
other  than  relaxing  smooth  muscle  by  direct 
action  when  coming  in  contact  with  the  spas- 
tic muscle  cell.  Trocinate  has  none  of  the 
troublesome  side-effects  of  anticholinergic 
drugs.  Trocinate  relieves  the  discomfort  of 
diarrhea  by  decreasing  both  peristalsis  and 
muscle  tone.  Trocinate  is  metabolized  by  the 
body  and  eliminated  in  the  urine  as  harmless 
degradation  products.  Normal  intestinal  func- 
tion is  resumed. 

The  action  of  Trocinate  is  prompt,  making 
the  spacing  of  dosage  easy.  Often  one  or  two 
400  mg.  tablets  are  sufficient  to  control  diar- 
rhea. The  recommended  dosage  in  spasm  of 
the  G.  I.  and  G.  U.  tract  is  400  mg.  q.  4 h. 
A prescription  of  twelve  (12)  400  mg.  tablets 
will,  in  most  cases,  allow  the  patient  to  have 
a few  to  keep  in  reserve. 

Literature  and  samples  available 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


R.  DOUGLAS  BARTON,  M.D. 

Louisville 

1906-1968 

R.  Douglas  Barton,  M.D.,  62,  chief  of  admission 
services  at  Veterans  Hospital,  Louisville,  died  De- 
cember 24  at  his  home.  Doctor  Barton  graduated 
from  the  University  of  Louisville  School  of  Medi- 
cine in  1932  and  was  in  private  practice  as  a surgeon 
in  Frankfort,  Campbellsville  and  Lebanon  before 
coming  to  Louisville  seven  years  ago. 


OSCAR  E.  BLOCH,  JR.,  M.D. 

Louisville 

1907-1968 

Oscar  E.  Bloch,  Jr.,  M.D.,  61,  a Louisville  in- 
ternist, died  December  23  at  Methodist-Evangelical 
Hospital.  Doctor  Bloch  graduated  from  the  Uni- 
versity of  Pennsylvania  School  of  Medicine  in  1933. 
He  was  an  associate  professor  of  medicine  at  the 
University  of  Louisville  School  of  Medicine  and  a 
member  of  the  Louisville  Society  of  Medicine  and  the 
Louisville  Society  of  Internists. 


WALTER  F.  McCROCKLIN,  M.D. 

Louisville 

1890-1968 

Walter  F.  McCrocklin,  M.D.,  78,  a retired  Louis- 
ville surgeon,  died  December  27  at  Kentucky  Baptist 
Hospital.  A 1917  graduate  of  the  University  of 
Louisville  School  of  Medicine,  Doctor  McCrocklin 
practiced  in  Louisville  until  his  retirement  10  years 
ago,  except  for  service  in  the  military  and  during 
his  surgical  training  at  the  Cleveland  Clinic.  He 
was  a diplomate  of  the  American  Board  of  Abdominal 
Surgery  and  a former  president  of  the  Louisville 
Urological  Society. 


EMERGENCY  ROOM  PHYSICIAN 

Accredited  280  bed  progressive  general 
hospital.  Guaranteed  annual  income. 
Immediately  available.  Contact  Admin- 
istrator, Cabell  Huntington  Hospital, 
1340  16th  St.,  Huntington,  West  Virginia. 


February  1969  • 


The  Journal  o 


f « 


144 


. 


DON’T  BE  A 
DOCTOR  DROP-OUT! 

ATTEND 

THE  CHICAGO  MEDICAL  SOCIETY 

MIDWEST  CLINICAL 
CONFERENCE 

MARCH  2-5.  1969  PALMER  HOUSE,  CHICAGO 
A “MUST”  MEETING  FOR 
ALL  PHYSICIANS 

MARK  YOUR  CALENDAR  NOW! 

Write  310  S.  Michigan  Avenue,  Chicago  60604  for  complete  details. 


OPTICAL  ILLUSION? 

All  the  long,  diagonal 
lines  are  parallel,  but  the 
cross  lines  distract  the 
eye  and  make  them  ap- 
pear at  angles.  Don’t  suf- 
fer from  the  illusion  that 
all  glasses  are  properly 
crafted.  Rely  on  SOUTH- 
ERN OPTICAL  accuracy. 


Charge  accounts 
invited 


Optical 


SOUTHERN  OPTICAL  BLOG  640  S 4th 
(Midway  between  Broadway  l Chestnut) 
MEOICAL  ARTS  BLOG  . Eastern  Parkway 
ST  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLOG  . Floyd  l Gray 
CONTACT  LENSES.  640  S 4th 


Louisville 


Bowling  Green 


enlucky  Medical  Association 


February  1969 
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Pertofrane,  desipramine  hydrochloride 
Indications:  For  relief  of  depression. 

Contraindications:  Do  not  use  drugs 
of  the  M.A.O.I.  class  with  Pertofrane. 
Hyperpyretic  crises  or  severe  con- 
vulsive seizures  may  occur; 
potentiation  of  adverse  effects  can  be 
serious  or  even  fatal.  When  sub- 
stituting this  drug  in  patients 
receiving  an  M.A.O.I.,  allow  an 
interval  of  at  least  7 days.  Initial 
dosage  in  such  patients  should  be 
low  and  increases  should  be  gradual 
and  cautiously  prescribed. 

Warning:  Activation  of  psychosis  may 
occasionally  be  observed  in  schizo- 
phrenic patients.  Do  not  use  in 


patients  under  12  years  old,  and  do 
not  use  in  women  who  are  or  may 
become  pregnant  unless  the  clinical 
situation  warrants  the  potential  risk. 
Precautions:  Careful  supervision 
and  protective  measures  for  poten- 
tially suicidal  patients  are  necessary. 
Discontinuation  of  therapy  or  ad- 
junctive use  of  a sedative  or 
tranquilizer  may  be  necessary  in  the 
presence  of  increased  anxiety  or 
agitation,  hypomania  or  manic  excite- 
ment. However,  phenothiazines  may 
aggravate  the  condition.  Atropine- 


like effects  may  be  more  pronounced 
(e.g.  paralytic  ileus)  in  susceptible 
patients  and  in  those  receiving  anti- 
cholinergic drugs  (including  anti- 
parkinsonism agents).  Carefully 
observe  patients  with  increased 
intraocular  pressure.  Prescribe 
cautiously  in  hyperthyroid  patients 
and  in  those  receiving  thyroid 
medications.  Cardiovascular  com- 
plications (myocardial  infarction 
and  arrhythmias)  are  potential  risks 
since  they  have  occasionally 
occurred  with  imipramine,  the  parent 


compound.  Desipramine  may  block 
the  pharmacologic  activity  of 
guanethidine  and  related  adrenergic 
neuron-blocking  agents.  Hyper- 
tensive episodes  have  been  observed 
during  surgery  in  patients  on 
desipramine  therapy. 

Before  prescribing  the  drug,  the 
physician  should  be  thoroughly 
familiar  with  prescribing  information, 
with  the  literature,  with  all  adverse 
reactions,  with  the  diagnosis  and 
management  of  depression,  and  with 
the  relative  merits  of  all  measures  for 


You  decide  who  needs  how  much : 


treating  the  condition. 

Adverse  Reactions:  Dry  mouth, 
constipation,  disturbed  visual  ac- 
commodation, anorexia,  perspira- 
tion, insomnia,  drowsiness,  dizzi- 
ness, headache,  nausea,  epigastric 
distress,  and  skin  rash  (including 
photosensitization)  may  appear. 

Since  orthostatic  hypotension  has 
occurred,  carefully  observe  patients 
requiring  concomitant  vasodilating 
therapy,  particularly  during  the 
initial  phases.  Other  adverse  re- 
i actions  include  tachycardia,  changes 


in  EEG  patterns,  tremor,  falling, 
mild  extrapyramidal  activity,  neuro- 
muscular incoordination,  epilepti- 
form seizures.  A confusional  state 
(with  such  symptoms  as  hallucina- 
tions and  disorientation)  occurs 
occasionally  and  may  require  re- 
duced dosage  or  discontinuance  of 
therapy.  Rarely,  transient  eosino- 
philia,  slight  elevation  in  trans- 
aminase levels,  transient  jaundice, 
or  liver  damage  have  occurred.  If 
abnormalities  occur  in  liver  function 
tests,  discontinue  drug  and  investi- 


gate. Occasional  hormonal  effects, 
particularly  decreased  libido  or  im- 
potence and  instances  of  gyneco- 
mastia, galactorrhea  and  female 
breast  enlargement  have  been  ob- 
served. Urinary  frequency  or  retention 
may  occur.  The  drug  should  be  dis- 
continued if  agranulocytosis,  bone 
marrow  depression,  jaundice,  throm- 
bocytopenia, or  purpura  occur. 
Dosage:  25  to  50  mg.  t.i.d.  The  maxi- 
mum daily  dose  is  200  mg.  Continue 
maintenance  dosage  for  at  least  2 
months  after  obtaining  satisfactory 


response.  Generally,  elderly  and 
adolescent  patients  should  be  given 
low  doses. 

Availability:  Pink  capsules  of  25  mg. 
in  bottles  of  100  and  1000. 

(B)  46-530-E 

For  complete  details,  please  see  the 
full  prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


antidepressant  and  how  much  tranquilizer— 


I 


PERTOFRANE 

DESIPRAMINE  HYDROCHLORIDE  Geigy 


Pertofrane  can  give  rapid  antidepressant 
action  often  within  3 to  5 days. 

Levels  of  psychomotor  activity,  patient  outlook 
and  related  somatic  complaints  may  improve. 


Pertofrane  is  well  tolerated  by  most  patients 
and  adverse  reactions  are  usually  mild.  A few  serious 
side  effects  have  been  reported  infrequently. 

Consult  full  prescribing  information  before  using. 
It’s  summarized  above. 


Choose  Pertofrane  and  pick  your  tranquilizer 
of  choice.  With  this  “combination”,  control  the 
individual  drug  dosage  adjustments  that  may  be 
necessary  for  proper  therapy.  Isn’t  that  the  way  it 
ought  to  be?  Please  remember,  phenothiazine 
tranquilizers  may  aggravate  depression,  and  never 
use  Pertofrane  with  an  MAO  inhibitor. 


Anxious  Depressives... 

May  require  adjunctive  use  of  tranquilizers; 
but  they  don’t  always  fit  ready-made  drug 
combinations.  Isn’t  it  better  for  you  to  decide 
who  needs  how  much  of  which  drugs? 


FIGHTS  DEPRESSION 


Thoracic  Society  Elects  Officers 

Paul  Pichardo,  M.D.,  Glasgow,  was  recently 
named  president-elect  of  the  Kentucky  Thoracic  So- 
ciety, according  to  a release  from  the  Kentucky  TB 
and  Respiratory  Disease  Association.  Doctor  Pichar- 
do is  medical  director  of  the  Glasgow  State  TB  hos- 
pital. 

Richard  B.  McElvein.  M.D..  Lexington,  was  elected 
secretary-treasurer  of  the  Society.  Joseph  H.  Hum- 
pert,  M.D.,  South  Ft.  Mitchell,  succeeds  E.  R. 
Gernert,  M.D.,  Louisville,  as  Society  president. 


Eventration  Through 
Umbilical  Hernia 

( Continued  from  page  112) 

precepts,  universally  recognized,  but  too  often 
neglected  in  the  care  and  management  of 
patients: 

1.  Umbilical  hernias  should  be  surgically 
repaired  in  adults,  especially  in  certain  high 
risk  groups  proven  to  be  susceptible  to  com- 
plications (e.g.  females  in  the  child  bearing 
age,  elderly  patients  with  large  hernias,  pa- 
tients with  cirrhosis  prior  to  their  developing 
marked  ascites.) 

2.  Surgical  repair  of  large  defects  should 
not  be  undertaken  until  the  cause  of  increased 
intra-abdominal  pressure  is  corrected.  In  situ- 
ations where  the  cause  of  the  pathologic  pres- 
sure can  not  be  corrected,  umbilical  herniorr- 
haphy should  be  done  before  the  intra-peri- 
toneal  pressure  progresses  to  significant  levels. 

3.  The  peritoneum  tolerates  a single  chal- 
lenge well,  but  repeated  or  continued  con- 
tamination must  be  avoided  and  aggressive 
steps  taken  to  prevent  it.  Skin  closure  and 
towel  tampon  is  recommended  as  a temporary 
technique  in  certain  clinical  situations  which 
preclude  an  immediate  fascial  repair. 
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Health  Knowledge 

( Continued  from  page  114) 

specific  action  and  the  extent  to  which  a par- 
ticular course  of  action  is  believed  to  be  bene- 
ficial in  reducing  the  threat.1 2 3 * * * 7 8 9  Before  he  will 
seek  medical  aid,  the  potential  patient  must 
recognize  his  individual  susceptibility  and  per- 
ceive the  seriousness  of  the  problem  and  its 
implications.  Then  he  must  decide  that  the 
benefits  of  taking  action  are  sufficient  to  war- 
rant approaching  whatever  barriers  may  exist 
to  such  action. 


As  long  as  the  medical  community  must  rely 
on  patients  presenting  themselves  for  treat- 
ment (and  no  change  in  this  situation  is  fore- 
seen), more  and  better  health  education  of 
the  public  is  needed.  If,  in  this  era  of  chronic 
disease  detection  and  early  diagnosis,  we  are 
to  be  truly  effective  in  treating  the  communi- 
ties we  serve,  the  patient  must  be  recruited 
as  an  ally  and  trained  to  help  himself. 


Summary 


A random  sample  of  persons  living  in  a 
rural  Kentucky  county  were  interviewed  by 
means  of  a multiple-choice  health  knowledge 
quiz.  The  correct  response  rate  was  approxi- 
mately 53  percent  which  compares  well  with 
previous  studies  on  urban  populations.  There 
was  a direct  correlation  between  successful 
responses  and  socio-economic  status,  but  no 
significant  differences  in  response  rates  when 
analyzed  by  age,  sex,  use  of  a family  physi- 
cian or  distance  from  the  physician. 
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KMA  Committee  Reports 


Health  Careers  Committee 

Joseph  Hamburg,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  November  7,  1968 

The  KMA  Health  Careers  Committee  approve*! 
specific  recommendations  for  consideration  of  the 
KMA  Board  of  Trustees  regarding  KMA  participa- 
tion in  the  Health  Careers  In  Kentucky  program. 

Medical  manpower  shortages  in  Kentucky  were 
discussed,  and  a number  of  suggestions  were  made 
as  to  how  KMA  could  help  alleviate  some  of  the 
problems. 

The  Committee  adopted  the  responsibility  of  serv- 
ing as  liaison  between  KMA  and  the  Health  Careers 
In  Kentucky  Foundation,  and  will  serve  as  a central 
agency  to  answer  any  inquiries  concerning  Health 
Careers  in  Medicine. 

Interim  Meeting  Program  Committee 

Henry  B.  Asman,  M.D.,  Louisville,  Chairman 
Continental  Inn,  Lexington  November  13,  1968 

The  KMA  Interim  Meeting  Program  Committee 
met  early  during  this  Associational  year  and  finalized 
plans  for  the  March  26-27  session  to  be  held  at  the 
Continental  Inn,  Lexington. 

Health  manpower  and  comprehensive  health  plan- 
ning were  the  subjects  agreed  upon  for  in-depth 
presentations  and  speakers  were  selected  to  receive 
invitations  to  participate  on  the  program.  Details  of 
the  two-day  meeting  and  promotional  plans  were 
completed. 

Senior  Day  Program  Committee 

Hoyt  D.  Gardner,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  November  14,  1968 

The  KMA  Senior  Day  Program  Committee  met 
recently  to  outline  plans  for  the  1969  Senior  Day 
Program  to  be  held  in  Louisville  on  March  17. 
Representatives  of  both  Fayette  and  Jefferson  County 
Medical  Societies  were  present  and  discussion  cen- 
tered on  ways  of  making  the  program  more  attrac- 
tive to  the  senior  medical  students. 

The  Committee  designed  an  all  new  format  for 
this  year’s  program  which  will  bring  seniors  of  both 
schools  together  for  the  first  time  in  a joint  session. 

Sponsored  by  KMA,  this  year’s  presentation  will 
be  the  15th  Annual  Senior  Day  for  the  University 
of  Louisville  and  the  6th  Annual  Program  for  the 
University  of  Kentucky. 

Claims  Review  Committee 

Roy  H.  Moore,  Jr.,  M.D.,  Louisville,  Chairman 

Blue  Cross-Blue  Shield  Board  Room  November  21,  1968 

The  Claims  Review  Committee  had  its  initial 
meeting  of  the  1968-69  Associational  Year  on  No- 
vember 21,  1968.  At  this  time,  the  chairman  ex- 
plained the  reasons  for  the  formation  of  this  new 
Committee,  pointing  out  that  the  Advisory  Com- 


mittee to  Blue  Shield  had  offered  a resolution  to 
the  KMA  House  of  Delegates  reaffirming  the  adop- 
tion of  the  usual  and  customary  principle  and  pro- 
viding a review  mechanism  for  those  claims  which 
cannot  be  routinely  paid. 

Technical  Advisory  Committee  on 
Physician  Services  (Title  XIX) 

Carroll  H.  Robie,  Jr.,  M.D.,  Louisville,  Chairman 
State  Department  of  Health,  Frankfort  December  5,  1968 

The  Technical  Advisory  Committee  on  Physician 
Services  met  on  December  5 to  review  with  the 
KMAP  staff  the  progress,  status,  and  future  program- 
ming of  usual  and  customary  payment  of  fees  to 
physicians  for  out-of-hospital  services. 

Guests  at  this  meeting  were  Evan  Ray,  director 
of  the  Division  of  Medical  Care;  Mrs.  Anne  Thomp- 
son, acting  director  of  the  Kentucky  Medical  As- 
sistance Division;  and  William  Nash,  M.D.,  director 
of  Medical  Affairs  of  the  Kentucky  Medical  As- 
sistance Division. 

Committee  on  Cults 

David  B.  Stevens,  M.D.,  Lexington,  Chairman 

KMA  Headquarters  Office  December  11,  1968 

The  Committee  on  Cults  had  its  initial  meeting 
of  the  1968-69  Associational  Year  on  December  11. 
For  the  benefit  of  the  new  members,  David  B. 
Stevens,  M.D.,  chairman,  reviewed  the  past  activi- 
ties of  the  Cults  Committee. 

Current  activities  of  cultists  and  recommendations 
for  possible  future  plans  of  the  Committee  in  this 
regard  were  discussed. 


TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenfhdil 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5‘s  and  25's. 
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One  of  the  best  things  you  can  do 
for  the  cold  sufferer 


Ornade 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosmg  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery 
disease,  warn  vehicle  or  machine  operators  of  possible  drowsiness 

Usage  m Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against  possible  hazards 

Note  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  I'31  uptake, 
discontinue  'Ornade'  one  week  before  these  tests. 

Adverse  Reactions : Drowsiness  excessive  dryness  of  nose,  throat  or  mouth  nervousness . 
insomnia  Other  known  possible  adverse  reactions  of  the  individual  ingredients  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia, 
headache,  incoordination,  tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and 
convulsions  have  been  reported 
Supplied  : Bottles  of  50  capsules. 

One  capsule  q12h  for  round-the-clock  relief 


Trademark  Each  capsule  contains  8 mg  of  Teldrin^1  (brand  of 
chlorpheniramine  maleate)  ; 50  mg.  of  phenylpropanolamine 
hydrochloride  2 5 mg  of  isopropamide,  as  the  iodide. 


Ornade 
Spansule@  capsules 


brand  of  sustained  release  capsules 


Smith  Kline  & French  Laboratories 


SK 


Symbols  in  a life  of 
psychic  tension 

B.A. 

cum  laude 

v.p. 

at  thirty-two 

ECG 

and  complete 
examination  normal 

(persistent  palpitations) 


Valium® 

(diazepam) 

for  reliable  relief  of  psychic 
tension  and  associated 
somatic  and  depressive 
symptoms  (including  tension- 
induced  insomnia)... 
usually  well  tolerated . . . 
2-mg,  5-mg  or  10-mg  tablets 
t.i.d.  and  h.s. 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  con- 
comitants of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  acute 
agitation,  tremor,  delirium  tremens 
and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity 


of  grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticon- 
vulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary 
increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultane- 
ous ingestion  of  alcohol  and  other 
CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to 
habituation  and  dependence.  In  preg- 
nancy, lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 


Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation,  have 
been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advis- 
able during  long-term  therapy. 
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(ampicillin  tri  hydrate) 
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...you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  E.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions.Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations.  Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg. /Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 


PolycillinT 

(ampicillin  trihydrate) 


and  offending  organisms).  Bacterial  meningitis  j 
-150-200  mg. /Kg. /day  in  6 to  8 divided  doses.  j| 
Children  weighing  more  than  20  Kg.  should  be  || 
given  an  adult  dose  when  prescribing  orally.  I 
In  parenteral  administration,  children  weighing  i 
more  than  40  Kg.  should  be  given  an  adult  dose.  3 
Beta-hemolytic  streptococcal  infections  should  ; 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and  j 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral  I 
Suspension— 125  mg./ 5 ml.  in  60,  80  and  150  I 
ml.  bottles.  250  mg./5  ml.  in  80  and  150  ml.  1 
bottles.  Chewable  Tablets— 125  mg.  in  bottles  Jj)( 
of  40.  Injectable— for  I.M./I.V.  use— vials  of  l| 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric  i1 
Drops— 100  mg./ ml.  in  20  ml.  bottles. 
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The  penicillin  you  use  like  a broad-spectrum  antibiotic 
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Lactinex 

TABLETS  A GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.1-2-3-4-5-6-7-8 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 
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Demelhylchlortetrarjcline  H€1  .'500  mg 
and  Nystatin  500.000  units 
CAPSULE-SHAPED  TABLETS  Led.  He 


b.i.d. 


Po  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
tystatin  is  combined  with  demethylchlortetracycline  in 
)ECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
the  broad-spectrum  therapy  that  prevents  monilial 


>vergrowth. 


Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
ffective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
etracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
irotects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
particularly  monilia)  in  the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demetbylchlortetracy- 
line  or  nystatin. 

Yarning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
llation  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
ire  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
nay  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
ight  has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions : Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy. 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 


given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 
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he  may  be  a candidate  for 
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Speaking  Out 

. . . On  Chiropractic 
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LAST  month,  on  this  page,  we  made  some  rather  critical  remarks  concerning 
HEW  and  its  former  secretary,  Wilbur  J.  Cohen.  Seldom  in  the  past  have 
reports,  regulations  and  messages  from  the  Department  generated  much 
enthusiasm  in  medical  circles.  i 

Today,  however  we  can  express  our  appreciation  to  HEW  and  Mr.  Cohen! 

Congress,  in  1967,  directed  the  secretary  to  make  a study  relating  to  the  in- 
clusion of  chiropractic,  naturopathy,  and  other  independent  practitioners  under 
Medicare.  The  results  of  this  study  have  now  been  released,  and  the  Department 
of  HEW  has  strongly  recommended  that  chiropractic  continue  to  be  excluded  from 
this  program. 

This  study  was  conducted  by  a blue-ribbon  committee  chosen  “for  their  lack 
of  bias  and  their  knowledgeability”,  with  technical  advice  from  a panel  selected 
“on  the  basis  of  their  scientific  background  and  high  professional  reputations  in 
their  respective  fields”. 

Their  thorough  investigation  has  led  to  a damning  indictment  of  the  cult  of 
chiropractic,  its  rejection  of  the  great  body  of  scientific  knowledge  related  to  health 
and  disease,  its  refusal  to  undertake  scientific  research,  the  tragic  inadequacies  of 
chiropractic  education,  and  the  unscientific  basis  on  which  the  cult  was  founded 
and  is  practiced. 

Further  support  for  the  position  of  Medicine  in  its  long-standing  opposition  to 
chiropractic  came  from  the  newspaper  published  by  the  National  Council  of  Senior 
Citizens.  In  its  January  issue  the  paper  carried  a two-page  spread  headed  “Why 
Chiropractic  Cult  Cannot  Provide  Quality  Health  Care”. 

Discussing  in  detail  the  arguments  advanced  by  Medicine  for  years  in  opposition 
to  chiropractic,  and  emphasizing  portions  of  the  well-documented  HEW  report, 
this  article  observes  “chiropractic  treatment,  designed  to  eliminate  causes  that  do 
not  exist  while  denying  the  existence  of  the  real  cause,  is  at  best  worthless — and 
at  worst  morally  dangerous”.  It  concludes  by  saying  “with  chiropractic  and  other 
unscientific  cults,  there  is  no  possibility  for  quality  health  care”. 

It  might  be  well  if  some  of  our  legislators  would  read  these  reports  before  they 
go  to  Frankfort  next  January. 


I 


Th 


— FACT  £-  LEGEND 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES! 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


T^Cost  of 

AMBAR  EXTENTABS 


IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 


AN  IMPORTANT  FACTOR 
4V  LONG-TERM  THERAPY! 


di£T,nS 


IS  GREATEST  IN  THE  MONTHS: 
JANUARY- FEBRUARY  and  MAY- JUNE. 
OVERWEIGHT  PEOPLE 
ARE  LEAST 
'INTERESTED 
IN  DIET  IN 
DECEMBER 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  #2 

EXTENTABS 


methamphetamine  HCI  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company.  /TH'|"^OBINS 


A.  H.  ROBINS  COMPANY, 
RICHMOND,  VA.  23220 


Man  and  His  Environment  *f 

Russell  E.  Teague,  M.D..  M.  P.  H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 

Ralph  C.  Pickard,  B.S.C.E..  M.  P.  H. 

Director 

Division  of  Environmental  Health 


HE  Kentucky  State  Health  Department  has 
placed  within  its  Division  of  Environmental 
A Health  most  programs  that  deal  with  man  and 
his  environment.  These  programs  include  Environ- 
mental Services,  Radiological  Health,  Occupational 
Health.  Plumbing.  Sanitary  Engineering.  Solid  Waste. 
Air  Pollution  and  Water  Pollution  Control.  It  is 
planned  over  a period  of  time  to  examine  each  of 
these  programs  as  to  its  direct  relationship  to  man  in 
his  environment.  This  article  is  to  focus  on  the 

ENVIRONMENTAL  SERVICES  PROGRAM 

Happiness  of  man  in  his  environment  cannot  be 
complete  unless  he  has  readily  accessible  a clean, 
wholesome,  safe  food  supply,  a clean  place  to  play, 
and  a clean  comfortable  place  to  sleep.  Laws  and  regu- 
lations administered  through  the  Environmental  Ser- 
vices Program  play  a very  important  role  in  this 
phase  of  man  living  in  his  environment. 

For  effective  administration  the  Environmental  Ser- 
vices Program  has  been  divided  into  three  large 
operating  units: 

a.  Food  Manufacturing 

Through  adequate  periodic  inspections  of  food  man- 
ufacturing and  processing  plants  and  food  storage 
warehouses  the  Environmental  Services  Program  pro- 
tects the  consumer  from  adulterated,  falsely  advertised 
and  misbranded  food  products. 

A trained  staff  inspects  bakeries,  soft  drink  bottling 
plants,  flour  mills,  grain  elevators,  canneries,  candy 
kitchens,  wholesale  groceries,  food  storage  warehouses 
and  general  food  processing  plants.  In  addition  to  the 
inspector's  visual  observations  of  an  establishment’s 
facilities  and  good  manufacturing  practices  as  related 

fThis  article  was  prepared  by  Shelby  Johnson , B.S., 
M.P.H.,  Director,  Environmental  Services  Program, 
Division  of  Environmental  Health,  Kentucky  Stale 
Department  of  Health,  275  East  Main  Street,  Frank- 
fort, Kentucky  40601 


to  wholesomeness  of  the  product,  he  also  determines 
correct  product  labeling,  and  collects  samples  for 
chemical  and  microbial  laboratory  analysis  which  may 
reveal  product  contamination. 

Quite  recently  a cooperative  agreement  has  been 
entered  into  with  the  Food  and  Drug  Administra- 
tion which  is  designed  to  provide  mutual  training 
for  state  and  federal  inspectors,  prevent  duplication 
of  effort  by  the  federal  and  state  agencies  involved 
and  still  further  broaden  the  field  of  protection  af- 
forded the  consumer  through  the  possibility  of  pur- 
chase of  an  adulterated,  falsely  advertised  and/or 
misbranded  product. 

b.  Milk  Control 

Milk  control  consists  of  control  programs  from  the 
farm  to  the  consumer.  The  state  of  Kentucky  ranks 
15th  in  the  nation  in  milk  production,  processing 
and  sales — a hundred  million  dollar  industry  con- 
sisting of  some  28,000  grade  A and  milk  for  manu- 
facturing producers,  and  87  milk  processing  plants  and 
receiving  stations. 

Milk  and  milk  products  are  an  excellent  source  of 
nutrients  for  man  in  his  environment.  Unfortunately, 
many  diary  products  also  provide  an  excellent  source 
of  nutrients  for  growth  of  harmful  bacteria  if  they 
are  unprotected  or  mishandled.  In  order  that  milk 
and  milk  products  may  be  free  from  any  harmful 
disease  producing  organisms,  many  preventative  prac- 
tices must  be  carried  out.  Some  of  these  practices  in- 
clude farm  inspection,  plant  inspection  and  sample 
collection  of  both  raw  and  finished  product. 

In  order  for  these  products  to  move  freely  in  inter- 
state commerce  certification  as  to  their  wholesome- 
ness and  sanitary  production  must  be  made  to  those 
states  wherein  they  are  to  be  sold.  This  certification 
is  carried  out  under  a cooperative  agreement  between 
the  United  States  Public  Health  Service  and  partici- 
pating states  and  is  known  as  the  Interstate  Milk 
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Shippers  Conference  Agreements.  Only  those  supplies 
that  meet  the  rigid  requirements  of  the  Interstate 
Milk  Shippers  Conference  Agreements  are  allowed 
to  bear  the  “Grade  A”  label,  the  universal  emblem  of 
a safe,  wholesome  top  quality  milk  and  milk  product. 

c.  General  Sanitation 

The  popularity  of  mobile  home  living  has  greatly 
increased  in  recent  years.  The  Environmental  Services 
Program  working  through  local  health  departments 
has  programs  designed  to  provide  an  environment  con- 
ducive to  pleasant  living  and  the  prevention  of  com- 
municable diseases  that  are  associated  with  unsanitary 
surroundings,  unapproved  water  supplies,  sewage  dis- 
posal and  garbage  collections  systems.  The  program 
is  built  around  submission  of  plans,  inspection  of 
facilities,  issuance  of  permits  and  legal  action  against 
trailer  coach  parks  not  operating  in  compliance  with 
the  law. 

The  Environmental  Services  Program  on  a specific 
grant  received  from  the  U.  S.  Public  Health  Service 
recently  instituted  a two-year  study  of  pesticide  usage 
in  Kentucky.  The  study  is  designed  to  evaluate  the 
acute  effects  of  pesticide  usage  on  man  in  his  en- 
vironment. Study  activities  will  focus  on  the  develop- 
ment of  pesticide  usage  profile,  pesticide  morbidity 
and  mortality,  empty  pesticide  container  disposal  and, 
human  and  air  monitoring  in  specific  areas  of  the 
state.  A comprehensive  review  will  be  made  of  all 
state  and  local  laws  applicable  to  pesticide  usage, 
registration,  etc.  A three-day  training  session  will  be 
designed  and  made  available  to  appropriate  public 
health  personnel  during  the  first  year  of  the  study. 

The  food  and  beverage  industry  ranks  fourth  in 
size  among  all  industries  of  the  nation.  The  popu- 
larity of  eating  out  and  the  change  of  eating  habits  of 
man  inside  his  home  have  brought  about  new  prob- 
lems in  food  protection.  These  problems  are  in  rela- 
tion to  production,  processing,  transporting  and  serv- 
ing a multitude  of  new  types  of  foods  such  as  conven- 
ience-type foods,  heat-and-eat  meals,  etc.  Increased 
roles  must  be  assumed  by  industry  processing  these 
foods  and  the  public  health  agency  in  monitoring 
preparation,  storage,  and  serving  of  these  foods  if  the 
consumer  is  to  be  insured  a safe,  wholesome  food 
and  drink  supply. 

Kentucky  has  some  10,000  private,  public  and  state 
food  service  establishments  that  serve  some  two  mil- 
lion meals  per  day.  Most  of  these  meals,  if  not  pro- 
duced, handled,  stored  and  served  under  good  sani- 
tary conditions,  may  become  a potential  vehicle 
for  the  transmission  of  bacterial  agents  capable  of 
producing  food  intoxication  or  food  poisoning.  The 
major  responsibility  of  all  concerned  is  to  operate  all 
food  service  establishments  and  facilities  in  such  a 
manner  as  to  prevent  the  spread  of  disease  through 
food  media. 

Prior  to  late  1968  there  was  no  uniform  food  service 
code  in  Kentucky.  In  November  of  that  year  the  Ken- 
tucky State  Board  of  Health  adopted  a uniform  food 
service  code  based  on  the  1962  recommended  Food 
Service  Code  of  the  U.S.  Public  Health  Service  and  a 
uniform  food  service  program  is  now  in  the  process 


of  being  planned  to  be  implemented  when  the  Code 
becomes  effective  July  1,  1969. 

The  program  as  planned  will  include  inspections, 
reinspections  of  food  service  establishments,  sample 
collection  of  suspected  adulterated  food  products  and 
an  enforcement  program  against  violators. 

To  prevent  possible  spread  of  diseases  communi- 
cable to  man  in  other  areas  of  his  environment  the 
Environmental  Services  Program  has  educational  and 
regulatory  control  programs  in  school  sanitation, 
hotel  and  motel  sanitation,  septic  tank  cleaners’  regu- 
lation and  recreational  sanitation. 


EMERGENCY  ROOM  PHYSICIAN 

Accredited  280  bed  progressive  general 
hospital.  Guaranteed  annual  income. 
Immediately  available.  Contact  Admin- 
istrator, Cabell  Huntington  Hospital, 
1340  16th  St.,  Huntington,  West  Virginia. 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn't  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE™  Applicator 
a routine  part  of  your  physical  examinations? 


TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N Y. 
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Continuing  Educational  Opportunities 

From  The 


KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

APRIL 

I- 4  Student  American  Medical  Association  Na- 

tional Convention,  Conrad  Hilton  Hotel, 
Chicago.  111. 

3 Fourteenth  Annual  Clinical  Conference,  Lex- 
ington Clinic,  Lexington 

10  Fifth  Annual  Rheumatic  Disease  Symposium, 
“What’s  New  in  Rheumatic  Diseases,”  Ran- 
kin Amphitheater,  Louisville  General  Hos- 
pital, Louisville 

II- 12  Kentucky  Obstetrical  and  Gynecological  So- 

ciety Annual  Spring  Meeting,  Stouffer’s  Inn, 
Louisville 

18-19  Continuing  Education  Course,  “Practical 
Exercises  in  Neurology,  Neuro-surgery  and 
Neuro-opthalmology,”  University  of  Kentucky 
College  of  Medicine,  Lexington 

25-26  Continuing  Education  Course,  “A  Seminar  on 
Laboratory  Management,”  University  of  Ken- 
tucky College  of  Medicine,  Lexington 

29-May  2 “Current  Concepts  in  Bone  and  Joint  Dis- 
ease,” Symposium,  University  of  Kentucky 
Medical  Center,  Lexington 

MAY 

16-18  Kentucky  State  Association  of  Medical  As- 
sistants Seventh  Annual  Convention,  Holiday 
Inn.  Elizabethtown 


IN  SURROUNDING  STATES 

APRIL 

10  Kentucky  Society  of  Pathologists  Annual 
Spring  Meeting,  Cincinnati  Academy  of 
Medicine,  Cincinnati,  Ohio 

16-17  Postgraduate  Course,  “Symposium  on  Rheu- 
matic Disease,”  Cleveland  Clinic  Educational 
Foundation,  Cleveland,  Ohio 

16-19  Thirteenth  Annual  Postgraduate  Course  in 
Trauma,  Chicago  Committee  on  Trauma  of 
the  American  College  of  Surgeons,  John  B. 
Murphy  Memorial  Auditorium,  Chicago,  111. 

21-23  American  Academy  of  Pediatrics  Annual 
Spring  Session,  Sheraton-Boston  Hotel,  Bos- 
ton, Mass. 


24-26  American  Academy  of  Physical  Medi- 

cine and  Rehabilitation  31st  Annual  Ses- 
sion, Sheraton-Chicago  Hotel,  Chicago, 
111. 

26-27  Twenty-first  Annual  Joseph  and  Samuel 
Freedman  Lectures  in  Diagnostic  Ra- 
diology, University  of  Cincinnati  Col- 
lege of  Medicine,  Cincinnati,  Ohio 

28-May  1 Seventeenth  Annual  Clinical  Meeting, 
American  College  of  Obstetricians  and 
Gynecologists,  Americana  Hotel,  Bal 
Harbour,  Fla. 


MAY 

8-10  Postgraduate  Course  in  Pediatrics,  University 
of  Cincinnati  Department  of  Pediatrics,  Cin- 
cinnati, Ohio 

8-10  National  Conference  on  Breast  Cancer, 

Shoreham  Hotel,  Washington,  D.C. 

14-16  National  Society  for  the  Prevention  of 

Blindness,  Inc.,  Annual  Conference, 
Pfister  Hotel,  Milwaukee,  Wisconsin 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  spring  and  fall  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Janet  Avenue,  Louisville,  Ky.  40205. 
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consistently  scored  high  in  degree  and 
duration  of  intragastric  buffering 

Employing  aspiration  of  gastric  juice,  indwelling  electrode, 
and/or  Heidelberg  telemetering  capsule  techniques,*  studies 
involving  79  subjects  with  or  without  proven  peptic  ulcer  dis- 
ease compared  intragastric  buffering  capacity  of  Gelusil-M 
and  1 or  the  other  or  both  of  2 leading  ethical  antacids,  using 
comparable  doses.* 


Mean  duration  of  buffering  action  above  pH  3.5* 

Gelusil-M,  29.8  mean  minutes  (range:  18.0-51.8  minutes). 
Antacid  A,  24.6  mean  minutes  (range:  6.3-48.0  minutes). 
Antacid  B,  23.3  mean  minutes  (range:  5.9-50.0  minutes). 

Mean  duration  of  buffering  action  above  pH  5.0* 

Gelusil-M,  23.2  mean  minutes  (range:  14.3-43.9  minutes). 
Antacid  A,  10.1  mean  minutes  (range:  6.7-12.2  minutes). 
Antacid  B,  16.3  mean  minutes  (range:  8.0-24.2  minutes). 


All  three  antacids  raised  the  pH  above  3.5,  an  accepted  cri- 
terion for  antacids.  The  amount  of  time  above  this  pH  helps 
to  characterize  the  buffering  activity  of  an  antacid.  While  it 
is  not  implied  that  a direct  therapeutic  correlation  exists, 
these  techniques  do,  however,  objectively  demonstrate  the 
buffering  characteristics  of  this  new  antacid  in  terms  of  onset 
of  action,  peak  pH,  duration  of  buffering  action. 

Mean  peak  pH* 

Gelusil-M,  mean  peak  pH  6.6  (range:  5. 6-7.8). 

Antacid  A,  mean  peak  pH  5.5  (range:  4.2-7. 5). 

Antacid  B,  mean  peak  pH  5.5  (range:  4. 4-6. 3). 


Onset  of  action* 

In  speed  of  intragastric  buffering  action,  Gelusil-M,  Antacid  A, 
and  Antacid  B were  consistently  rapid  and  not  measurably 
different. 

*References:  Antacid  studies,  data  on  file,  Warner-Chilcott  Laboratories  Division. 

introducing  new 

GELUSIIIm 

each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate,  250  mg.  aluminum  hydroxide 
(Warner-Chilcott),  200  mg.  magnesium  hydroxide 

U.S.  Patent  No.  3,326,755 


a consistent  buffering  anticostivef  antacid 

t Avoids  constipation.  ...... 

See  next  page  for  prescribing  information  p 


GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient. 


Gelusif-M  Liquid 

especially  for  the  constipation 
prone  patient 


Gelusir  Tablets 

the  universal  take-along  antacid 


Regular  GelusirLiquid 

when  constipation  is  not  a problem 


Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored) — light  green  bottles  of  1 2 fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 i 
ml.  teaspoonful:  0.25  Gm.  aluminum  X 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur.  1 
Also  Available:  Gelusil®  Flavor-Pack,  & 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


/ 
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heavenly  relief 
for  unearthly  cough 
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ABTBO 


Benyliri 

EXPECTORANT 


V'J' 


Each  fluidounce  contains:  80  mg. 
Benadryl ® ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


i. 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine.  300  mg.;  sodium  acid  phosphate,  5 00  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 

PANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 


“The  inconvenience  of  a cold” 


a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
;al  symptoms.  Relief  starts  with  the  first  spray  which 
;ns  the  inferior  part  of  the  common  meatus.  A second 
ay,  a few  minutes  later,  will  shrink  the  turbinates  to 
p provide  sinus  drainage  and  ventilation.  Dosage 
y be  repeated  every  three  or  four  hours  as  needed, 
temporary  relief  of  symptoms.  nTz  is  well  tolerated 
overdosage  should  be  avoided, 
a sinusitis  deterrent,  NTz  Nasal  Spray  can  be  used  to 
;p  the  nasal  passages  open  during  a cold  to  help  pre- 
lt  development  of  acute  sinusitis  — or  to  help  prevent 
■ acute  condition  from  becoming  chronic. 

pplied.  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
lh  dropper. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadii®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


- 


nT zY 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 

How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 


Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,  Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


ANTI SECRETORY 
SEDATIVE 


Antrocol  provides  the  prompt,  predictable  antisecri 
tory  action  of  the  belladonna  alkaloid,  atropine,  fort 
fied  with  sedation  and  blended  with  Bensulfoid,  coi 
tributing  to  slow,  even  absorption. 


Each  Antrocol  tablet  or  capsule  contains  0.324  mg.  i 
atropine  sulfate,  which  is  twenty-four  thousandths  i 
a milligram  more  than  the  smallest  effective  doi 
specified  in  U.S.P.,  Vol.  17.  This  slight  increase  in  tl 
smallest  effective  dose  of  the  antisecretory  facti 
(atropine)  is  all  the  average  patient  can  tolera 
without  discomfort. 


One  Antrocol  tablet  or  capsule  taken  three  timi 
daily  lessens  emotional  stress  and  maintains  a gastr 
function  that  is  not  conducive  to  the  development  i 
peptic  ulcer. 

Antrocol  is  also  useful  in  the  treatment  of  pept 
ulcer.  Dosage  up  to  8 tablets  or  capsules  per  day 
obtain  the  desired  antisecretory  titer.  When  ulcer  h, 
healed,  one  Antrocol  tablet  or  capsule  morning  ai 
evening  gives  protection  against  recurrence. 

Each  tablet  or  capsule  contains: 


Atropine  Sulfate  0.324  mg. 

Phcnobarbital  (may  be  habit  forming)  ..  16  mg. 

Bensulfoid,  sec  white  section  P.D.R.  ...  65  mg. 


Side-effects:  Toxic  levels  of  atropine  may  produce  flush- 
ing, dry  mouth,  blurred  vision,  tachycardia,  or  urinary 
retention.  Precautions:  Do  not  use  in  glaucoma.  Use 
cautiously  in  prostatic  hypertrophy. 


Federal  law  prohibits  dispensing  without  prescription. 


J.>tis  **% 
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SCHOOL  OF 
MEDICINE-1833 


RHEUMATIC  DISEASES 

Rankin  Amphitheater  APRIL  10,  1969  Louisville  General  Hospital 


SPONSORED  RY  THE  UNIVERSITY  OF  LOUISVILLE  SCHOOL  OF 
MEDICINE  AND  THE  KENTUCKY  ARTHRITIS  FOUNDATION 


TOPIC:  “WHAT’S  NEW”  IN  RHEUMATIC  DISEASES 

This  symposium  will  emphasize  emerging  knowledge  and  concepts  concerning  im- 
munology and  underlying  mechanisms  of  arthritis  and  inflammation.  Clinical  appli- 
cation of  recent  advances,  of  both  medical  and  surgical  interest,  will  he  stressed.  Ma- 
jor topics  to  be  discussed  include  rheumatoid  arthritis,  rheumatoid  arthritis  in  chil- 
dren, osteoarthritis,  crystal  induced  synovitis,  arthritis  of  a periodic  and  intermittent 
nature,  and  surgical  approaches  to  arthritis.  Panel  discussions  with  audience  participa- 
tion will  follow  the  morning  and  afternoon  presentations. 

GUEST  FACULTY: 

ALFRED  J.  BOLLET,  M.D. 

Augusta,  Georgia 

JOHN  J.  CALABRO,  M.D. 

Los  Angeles,  California 

GEORGE  E.  EHRLICH,  M.D. 

Philadelphia,  Pennsylvania 

J.  WILLIAM  HOLLINGSWORTH,  M.D. 

Lexington,  Kentucky 

ROLAND  W.  MOSKOWITZ,  M.D. 

Cleveland,  Ohio 

HOWARD  F.  POLLEY,  M.D. 

Rochester,  Minnesota 

ROBERT  L.  PRESTON,  M.D. 

New  York,  New  York 


Current  comment  on  Pathogenesis 
and  Treatment  of  Osteoarthritis 

Juvenile  Rheumatoid  Arthritis: 

/V etver  Knowledge 

Periodic  and  Intermittent 
Arthritis. 

Cellular  Immunology  with  possible 
implications  in  Rheumatoid  Arthritis 

Mechanisms  of  Inflammation  in 
Arthritis:  Clinical  Relevance. 

Current  Comments  on  Diagnosis  and 
Management  of  R.A. 

Advances  in  Orthopedic  Management 
of  Rheumatic  Diseases. 


U.  OF  L.  FACULTY: 

Frank  W.  Lehn,  M.D.  David  H.  Neustadt,  M.D.  Donn  L.  Smith,  M.D.  Beverly  T.  Towery,  M.D. 


NO  REGISTRATION  FEE  LUNCHEON  FEE  $3.50 

Approved  for  six  prescribed  hours  by  American  Academy  of  General  Practice 

FOR  FURTHER  INFORMATION  CONTACT  KENTUCKY  ARTHRITIS  FOUNDATION,  1381  BARDSTOWN  RD  , LOUISVILLE,  KY.  40204 
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Her  urinary  tract  infection  reveals  itself  through  pain  and  discomfort. 


While  the  pain  and  discomfort  of  a G.U.  infection 
are  anything  but  pleasant,  the  patient  may  be 
luckier  than  she  realizes.  That  burning  sensation 
(and/or  frequency,  urgency,  dysuria)  is  a usually 
reliable  sign  of  a urinary  tract  infection.  And  it’s 
her  good  fortune  that  her  infection  won't  go  un- 
detected... or  untreated. 

Azo  Gantanol®  therapy  usually  provides  anal- 
gesic action  within  one-half  hour,  while  control 
of  the  infection  begins  within  two  hours.  Azo,  a 
specific  urinary  analgesic,  soothes  inflamed  mu- 
cosa to  give  symptomatic  relief.  At  the  same  time, 
the  antibacterial  component,  Gantanol  (sulfa- 


methoxazole), achieves  therapeutic  levels  in  the 
blood  and  urine,  with  diffusion  into  interstitial 
fluids.  Azo  Gantanol  — a good  choice  when  uri- 
nary tract  infection  reveals  itself  through  symp- 
tomatic distress. 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  ap- 
pears on  opposite  page. 

Azo  Gantanol 

(Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI.) 


Azo  for  the  pain 
Gantanol 

(sulfamethoxazole) 

for  the  pathogens 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Urinary  tract  infections 
with  associated  pain  or  discomfort 
when  due  to  susceptible  organisms; 
prophylactically  in  urologic  surgery, 
catheterization  and  instrumentation. 
Contraindicated  in  sulfonamide-sen- 
sitive patients,  pregnant  females  at 
term,  premature  infants,  newborn  in- 
fants during  the  first  three  months  of 
life,  glomerular  nephritis,  severe  hep- 
atitis, uremia  and  pyelonephritis  of 
pregnancy  with  gastrointestinal  dis- 
turbances. 

Warnings:  Use  only  after  critical  ap- 
praisal in  patients  with  liver  damage, 
renal  damage,  urinary  obstruction  or 
blood  dyscrasias.  If  toxic  or  hypersen- 
sitivity reactions  or  blood  dyscrasias 
occur,  discontinue  therapy.  In  closely 
intermittent  or  prolonged  therapy, 
blood  counts  and  liver  and  kidney 
function  tests  should  be  performed. 
Precautions:  Observe  usual  sulfona- 
mide therapy  precautions  including 
maintenance  of  an  adequate  fluid  in- 
take. Use  with  caution  in  patients  with 
histories  of  allergies  and/or  asthma. 
Patients  with  impaired  renal  function 
should  be  followed  closely  since  renal 
impairment  may  cause  excessive  drug 
accumulation.  Occasional  failures 
may  occur  due  to  resistant  microorga- 
nisms. Not  effective  in  virus  and  rick- 
ettsial infections. 

Adverse  Reactions:  Headache,  nau- 
sea, vomiting,  urticaria,  diarrhea,  hep- 
atitis, pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  skin  rash, 
Stevens-Johnson  syndrome,  injection 
of  the  conjunctiva  and  sclera,  pete- 
chiae,  purpura,  hematuria  or  crystal- 
luria  may  occur,  in  which  case  the 
dosage  should  be  decreased  or  the 
drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially, 
then  2 tablets  morning  and  evening. 
How  Supplied:  Tablets,  bottles  of  50. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Medical  Economics  savs: 

«/ 

GENERAL  LEASING’S  PLAN  IS 

'The  Winning  Waf 

TO  LEASE  A EAR! 

SEE  ARTICLE,  JUNE,  1968  ISSUE, 

BY  CHARLES  WALTER,  MIDWEST  EDITOR 


GENERAL 

LEASING 

is  grateful  for  this  tribute  to  its  “Doctor’s 
Lease  Plan.’’  Thank  you.  Doctors,  for  your 
participation  in  the  plan  which  is  so  formably 
commented  on  by  Editor  Charles  Walter 
in  “Medical  Economies.” 


LEASE 

Any  Make  or  Model 

NEW  1969  CAR 

LEASE 

Medical  or  Surgical 

EQUIPMENT 

★ Leasing  better  than 

★ A plan  for  young  doc- 

buying 

tors 

★ No  capital  investment 

* Medical  and  Surgical 

* Dependable  car  at  al 

equipment 

times 

* Complete  office  fur- 

* Certain  tax  advan- 

nishings 

tages 

* Enlarging  facilities 

★ Call  us  for  particulars  ★ Call  us  for  full  details 

PHONES:  897-1641-895-2451 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  10-67.  This  25  year  old  married  colored, 
gravida  V,  para  IV  was  admitted  to  the  hospital 
on  June  2 at  7:45  p.m.  with  a history  of  rup- 
tured membranes,  having  been  seen  by  her  physician 
just  prior  to  admission.  Her  past  history  was  as  fol- 
lows. Seven  years  before,  she  was  admitted  to  the  same 
hospital  with  a complaint  of  profuse  uterine  bleed- 
ing of  several  weeks’  duration.  Vaginal  examination  at 
that  time  showed  blood  clots  in  the  vagina,  but  no 
other  masses  and  the  impression  was  possible  incom- 
plete abortion  or  hyperplasia  of  the  endometrium.  A 
curettage  was  performed  and  yielded  only  secretory 
endometrium.  She  had  undergone  curettage  at  the 
same  hospital  two  years  before  for  a suspected  in- 
complete abortion,  but  microscopic  report  showed 
only  fragments  of  proliferative  endometrium  with  no 
chorionic  villi  or  decidual  tissue. 

Examination  at  8:15  p.m.  showed  a fetus  in  vertex 
presentation  with  the  presenting  part  at  station  -3. 
The  cervix  was  long  and  thick,  and  dilated  to  1 cm; 
there  was  some  leakage  of  amniotic  fluid.  The  uterine 
contractions  were  irregular.  The  fetal  heart  rate  was 
142.  The  patient’s  blood  pressure  was  110/70.  She 
slept  all  night  under  mild  sedation  with  Nembutal. 
On  the  morning  of  June  3,  she  was  experiencing 
mild  contractions.  A plain  film  of  the  abdomen 
showed  a single  fetus  at  or  near  term  in  vertex  pre- 
sentation, R.O.T.  The  head  was  at  the  pelvic  inlet  in 
films  taken  with  the  mother  in  both  recumbent  and 
upright  positions.  There  was  no  displacement  of  the 
head  in  either  anteroposterior  or  lateral  projections. 
The  pelvis  was  gynecoid  with  ample  measurements  in 
all  directions.  The  impression  was  a single  fetus  at  or 
near  term  in  vertex  presentation  without  x-ray  evi- 
dence of  cephalopelvic  disproportion.  The  radiolo- 
gist stated  that  the  failure  of  the  fetus  to  descend  into 
the  pelvic  canal  was  suggestive  of  placenta  previa  or 
a short  umbilical  cord. 

The  patient  received  intravenous  Pitocin  stimula- 
tion on  June  3,  1 cc  in  the  form  of  an  infusion  of 
1X00  cc  of  5%  glucose  in  water  without  any  response. 


On  June  4,  she  was  still  comfortable.  Examination 
showed  no  change,  so  it  was  thought  that  she  was  not 
in  labor  and  was  discharged.  Her  temperature  was 
99.4°;  the  fetal  heart  was  of  good  quality  and  count- 
ed at  132  in  the  right  lower  quadrant.  The  blood 
pressure  was  110/88.  She  was  complaining  of  some 
pressure  in  her  lower  abdomen,  but  had  only  mild 
irregular  contractions  on  discharge. 

The  patient  was  re-admitted  on  June  8 at  12:10  a.m. 
complaining  of  pain  in  her  right  side.  She  appeared 
acutely  ill.  Her  temperature  was  101°,  pulse  54,  res- 
pirations 14,  and  blood  pressure  60/30.  She  was  given 
50  mg  of  Demerol  intramuscularly  and  1,000  cc  of 
5%  dextrose  in  water  was  started  intravenously.  At 
12:20  a.m.  she  received  one  unit  of  adrenalin  and  at 
12  23  a.m.,  400.000  units  of  penicillin  were  given 
intramuscularly.  She  was  examined  at  12:30  a.m. 
and  some  foul  smelling  blood  clots  were  encountered 
in  the  vagina.  The  patient  was  restless  and  it  was 
difficult  to  keep  the  intravenous  infusion  running;  it 
infiltrated  and  artificial  respiration  was  necessary.  She 
became  cyanotic  and  her  pupils  dilated.  At  1:38  a.m., 
she  was  perspiring  freely  and  oxygen  was  started.  Des- 
pite these  measures  she  ceased  to  breathe  and  died  at 
1 :38  a.m. 

At  autopsy,  the  abdominal  cavity  was  distended  with 
3 to  4 liters  of  blood  and  amniotic  fluid  together  with 
a 7 pound  female  fetus.  The  uterus  showed  a linear 
rupture  extending  from  the  top  of  the  fundus  down 
the  entire  left  side  of  the  lower  uterine  segment.  The 
cervix  was  dilated  to  4 cm  and  there  was  no  cervical 
or  lower  uterine  obstruction.  The  placanta  separated 
easily  from  the  uterine  lining  and  was  not  abnormal. 
The  area  of  separation  measured  15  X 15  cm  of  the 
uterine  lining.  Microscopic  examination  of  the  uterus 
showed  a purulent  exudate,  and  active  interstitial 
inflammation  in  the  myometrium,  expecially  in  the  re- 
gion of  the  tear.  The  final  diagnoses  were:  (1)  spon- 
taneous rupture  of  the  uterus;  (2)  suppurative  endo- 
metritis and  myometritis;  (3)  massive  hemoperi- 
toneum;  and  (4)  term  pregnancy. 
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For  the 

"Cheater  Eater" 


Formulas:  Each  'Dexamyl'  Spansule  capsule  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextro- 
amphetamine sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  (Warning,  may  be  habit 
forming).  Each  'Dexamyl'  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine  (brand  of  dextro- 
amphetamine sulfate)  and  IV2  gr.  of  amobarbital 
(Warning,  may  be  habit  forming). 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Hyperexcitability,  undue  restless- 
ness, hyperthyroidism,  porphyria;  in  patients  on 
MAO  inhibitors. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or  barbiturates  and  in 
coronary  or  cardiovascular  disease  or  severe 
hypertension.  Excessive  use  of  the  amphetamines 
by  unstable  individuals  may  result  in  a psychological 
dependence.  Rarely,  symptoms  of  toxic  psychosis 
(hallucinations,  confusion,  panic  states,  etc.)  may 
occur  with  amphetamines,  usually  after  prolonged 
high  dosage.  In  these  instances,  withdraw  the 
medication.  Use  cautiously  in  pregnant  patients, 
especially  in  the  first  trimester. 

Adverse  Reactions:  Overstimulation,  restlessness, 
insomnia,  g.i.  disturbances,  diarrhea,  palpitation, 
tachycardia,  elevated  blood  pressure,  tremor, 
sweating,  impotence  and  headache. 

Supplied:  In  bottles  of  50. 


Dexamyl 

brand  of  dextroamphetamine  sulfate  and  amobarbital 

Spansule 

brand  of  sustained  release  capsules 


curbs  appetite 
encourages  normal  activity 
dispels  diet  discouragement 


SK 

SF 

Smith  Kline  & French  Laboratories 
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THE  INSURANCE  PAGE 


Medicine  Benefits  from  Claims  Review 


THE  DEMAND  for  paid  in  full  medical 
insurance  coverage  has  been  growing 
rapidly  in  the  last  few  years.  This  de- 
mand has  been  accelerated  by  the  advent  of 
Medicare  and  Medicaid  and  the  adoption  by 
large  national  employers  of  the  usual  and  cus- 
tomary fee  principle.  This  principle  of  fee  pay- 
ment is  enthusiastically  endorsed  by  the  medi- 
cal profession,  not  only  in  Kentucky,  but  all 
over  the  nation. 

Blue  Shield  with  the  support  of  the  Ken- 
tucky Medical  Association  has  developed  a 
Usual  and  Customary  program  which,  as  of 
January  1,  1969,  covers  more  than  300,000 
Kentuckians.  The  Usual  and  Customary  pro- 
gram is  a great  advance  in  medical  prepay- 
ment, but  it  has  a major  weakness;  it  can  be 
exploited  to  create  larger  bills  by  overutiliza- 
tion or  by  overcharging.  The  KMA  House  of 
Delegates,  recognizing  this,  adopted  a resolu- 
tion providing  for  professional  review  of  claims 
by  physicians  in  county  claims  review  commit- 
tees across  the  state.  The  resolution  also  pro- 
vides for  a KMA  statewide  committee,  repre- 
senting all  specialty  groups,  to  consider  cases 
from  counties  too  small  to  have  local  commit- 
tees, and  also  difficult  or  complicated  cases  re- 
ferred from  larger  county  societies. 

The  KMA  Claims  Review  Committee  held 
its  first  meeting  on  November  21,  1968  and 


adopted  guidelines  to  be  used  in  the  adminis- 
tration of  the  program.  A claim  will  not  be  ac- 
cepted for  review  until  a reasonable  attempt 
has  been  made,  by  the  carrier,  to  settle  the 
problem  with  the  attending  physician.  When 
a claim  is  incomplete,  or  if  the  fee  submitted 
is  beyond  the  level  of  routine  payment,  a let- 
ter will  be  sent  to  the  attending  doctor  re- 
questing information  on  the  complexities  of  the 
case  and  whether  complications  occurred 
which  wou'd  justify  an  unusual  fee.  When  this 
additional  information  is  received  the  case  is 
reconsidered  and  may,  at  this  point,  be  paid. 
If  however,  the  claim  is  still  not  resolved,  the 
physician  will  be  personally  contacted  by  a 
Professional  Relations  Representative  of  Blue 
Shield  in  order  to  seek  additional  information, 
to  explain  and  discuss  the  mechanisms  of  the 
program,  and  explain  the  referral  of  the  case 
to  a committee  of  physicians  for  review. 

The  formation  of  peer  review  committees 
is  an  important  and  progressive  step  for  the 
Kentucky  Medical  Association,  because  the 
question  of  medical  care  costs  has  become  too 
complicated  and  too  crucial  for  the  medical 
profession  to  leave  to  others.  Doctors  must 
enter  fully  into  the  vital  problem  of  costs,  since 
the  alternative  is  to  let  the  whole  idea  of  com- 
prehensive prepayment  go  by  default  and  allow 
further  government  intrusions. 

William  W.  Hall,  M.D. 
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TEPANIL  —the  right  start  in 
support  of  the  weight-control 
program  you  recommend.  It 
reduces  the  appetite.  Doesn't  kill  it. 
Weight  loss  is  significant— gradual— yet  there  is  a relatively 
low  incidence  of  CNS  stimulation.  Because  TEPANIL  works 
on  the  appetite,  not  on  the  "nerves/' 

Contraindications:  Contraindicated  concurrently  with  MAO  inhibitors,  in  patients  hypersensitive 
to  diethylpropion  hydrochloride,  and  in  emotionally  unstable  patients  known  to  be  susceptible  to 
drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  great  caution  when  prescribing 
for  patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Should  not  be  used  during 
the  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Side  Effects:  While  rarely  causing  therapy  to  be  withdrawn,  side  effects  may  occur  occasionally; 
CNS  effects  (such  as  insomnia,  nervousness,  jitteriness),  dryness  of  mouth,  thirst,  nausea,  ab- 
dominal distress,  constipation,  headache,  allergic  response  including  urticaria  or  other  dermatitis; 
rarely  associated  with  tachycardia,  cardiac  arrhythmia  or  ECG  changes. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swal- 
lowed whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one 
hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome 
night  hunger. 

Use  in  children  under  12  years  of  age  is  not  recommended. 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 
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Of  the  more  than  100  different  types  of  cancer,  colon 
and  rectal  cancers  are  unique  for  two  compelling 
reasons: 


High 

incidence: 

Annual  new  cases  number  about 

V' 

73,000.  Deaths  now  total  46,000 

v 

a year. 

< 

High 

Early  diagnosis  and  prompt 

curability 

treatment  could  save  almost  75%. 

v 

potential: 

Survival  rate  is  now  only  44%. 

How  to  close  the  critical  gap  between  possible  and 
actual  survivals? 

The  "procto”  can  today  help  save  more  lives  from 
cancer  than  any  other  step  in  the  checkup.  Which  is 
why,  in  our  constant  emphasis  on  the  importance  of 
annual  checkups,  we  urge  the  inclusion  of  a “procto” 
...and  make  available  films  and  other  pertinent 
materials  for  the  layman  and  the  physician.  We  are 
closing  the  “communications”  gap. 

Joint  action  by  people  and  their  doctors  can  help 
close  the  “action”  gap  to  reach  a cure  rate  of  almost 
75%  for  colon  and  rectal  cancer. 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1,  15  mg.;  phenylpropanolamine  HCI,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY  A-H-DOBINS 
RICHMOND,  VA.  23220  | X 
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For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  14  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous‘‘edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 

AH.  Robins  Company,  n II  nflDIMC 
Richmond,  Va.  23220  /l'll'l /U  D I IM  J 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  (14  gr.),1 6.2 
mg.  (warning:  may  be  habit  forming);  Aspirin  (214  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  14 
gr.  (No.  2),  14  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming) 

The  compound  analgesic  that  calms  instead  of  caffeinates 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  of 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use: 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 


You’ve  made  it 
one  of  your  specific 
in  acute  otitis  medic 

DECLOMYCIN  acts  against  many  strains  of 
H.  influenzae,  pneumococci  and  streptococci,  tf ' 
most  common  invaders.  In  otitis  media,  where  it 
is  difficult  to  isolate  the  causative  organism,  this 
coverage  may  be  important.  However,  some  strai 
may  be  resistant  and  other  pathogens  can  be 
involved. 

You've  found  the  high  serum  levels  of 
DECLOMYCIN  important,  too.  Its  prolonged  actii 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system -ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocoli . 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes;  a ri 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitivi 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-  rise  in  BL 
apparently  dose-related.  Transient  increase  in  urinary  output,  son 
times  accompanied  by  thirst  (rare).  Hypersensitivity  reactions- ui 
caria,  angioneurotic  edema,  anaphylaxis.  Teeth  - dental  staining  (y  l 
low-brown)  in  children  of  mothers  given  this  drug  during  the  latter  hi 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  pr  j 
od,  infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontim 
medication  and  institute  appropriate  therapy.  Demethylchlortet 
cycline  may  form  a stable  calcium  complex  in  any  bone-formingtiss 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Shoe 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
impaired  by  the  concomitant  administration  of  high  calcium  conte 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococt 
infections  should  continue  for  10  days,  even  though  symptoms  ha 
subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  3i 
mg,  150  mg  and  75  mg  of  demethylchlorteti 
cycline  HCI.  39 


DECIXJMYCIN 

DEMET1IYI£I1IX)RTETI!ACYCL1NE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 
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Butisol 

SODIUM  BUTABARBITAL 


SODIUM® 


the  "daytime  sedative"  for 
everyday  situational  stress 

^hen  stress  is  situational — environmental  pressure, 
vorry  over  illness — the  treatment  often  calls  for  an 
inxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
derated.  Butisol  Sodium  (sodium  butabarbital) 
neets  this  therapeutic  need. 

\fter  30  years  of  clinical  use  . . . still  a first  choice 
imong  many  physicians  for  dependability,  safety  and 
:conomy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
nepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
Jose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (H  gr.)  to  30  mg.  i}/2  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (J4  gr.), 

30  mg.  (id  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (34  gr.),  30  mg.  (J4  gr.). 

McNEIL ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


If  you  think  the 
pink  pill  for 
U.R.I.  symptoms 
is  built  for  speed 
and  endurance 
you’re  on  the 
right  track. 


i is  a tablet  that  begins  to  relieve 
atoms  of  upper  respiratory  infec- 
quicklv— a tablet  that  works  for 
s to  make  it  easy  for  your  patient 
ijoy  continuous  relief, 
ahistine  Singlet  combines  effective 
ge  of  an  antipyretic-analgesic 
a vasoconstrictor-antihistamine 
ulation  to  relieve  not  only  the 
lestion.  but  also  the  fever  and 
iches  and  pains  that  almost  always 
mpany  upper  respiratory  infections. 


A total  daily  dosage  of  3 or  4 tablets 
will  normally  provide  the  continuous 
relief  your  patient  expects.  Use  with 
caution  in  patients  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness 
may  result. 

PITMAN -MOO RE  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Novahistine 

Qltialol  decongestant- 
analgesic 

(Each  tablet  contains:  phenylephrine  hydrochloride, 

40  mg.;  chlorpheniramine  maleate,  8 mg.: 
acetaminophen,  500  mg.) 


It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K®,  Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections: infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful). 

900134  Additional  information  available 

to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Fluorescein  Retinal  Angiography 
As  an  Aid  in  Ocular  Diagnosis 

William  C.  Edwards,  M.D.,  John  Y.  Barbee,  Jr.,  M.D. 
Roderick  Macdonald.  Jr.,  M.D.  and  Thomas  Van  Cader 


Louisville,  Kentucky 


Fluorescein  angiography  has  proven  to 
be  of  great  benefit  as  a diagnostic  techni- 
que in  many  ocular  diseases.  Illustrative 
cases  show  how  this  test  aids  the  ophthal- 
mologist. This  technique  has  led  to  an 
improvement  in  current  concepts  regard- 
ing the  pathogenesis  of  certain  diseases 
of  the  ocular  fundus. 

FLUORESCEIN  retinal  angiography  is  an 
important  adjunct  in  ophthalmologic  di- 
agnosis and  treatment.  This  technique, 
first  described  by  Novotny  and  Alvis1  in  1961, 
has  undergone  various  modifications.  Present 
regimes  generally  follow  that  of  Scott,  et  al2,  us- 
ing the  equipment  modifications  described  by 
Hodge  and  Clemett3.  The  entire  study  requires 
about  90  minutes. 

Method 

Following  dilatation  of  the  pupils,  aqueous 
sodium  fluorescein  dye*  (10  c.c.)  is  injected 
into  the  antecubital  vein  while  the  patient’s 
head  is  positioned  at  the  Zeiss  fundus  camera. 
Initial  retinal  photographs  are  taken  prior  to 
dye  injection.  Then  serial  fundus  photographs 
are  taken  at  intervals  for  approximately  one 
hour.  Few  toxic  reactions  to  the  dye  have  been 

*Fluorescite  5%  T.M. 

Moore  and  Kirk  Lab 


reported4,  only  one  of  which  was  serious3. 
In  a series  of  328  fluorescein  retinal  studies 
performed  in  the  department  of  ophthalmology 
of  the  University  of  Louisville  School  of  Medi- 
cine, the  complications  have  been  as  follows: 
three  episodes  of  brief  syncope,  one  case  of 
hives  and  one  case  of  generalized  pruritus  with- 
out hives. 

The  following  events  occur  in  a normal 
fluorescein  study1.  After  injection  into  the  an- 
tecubital vein,  there  is  a delay  of  8-15  sec- 
onds before  the  fluorescein  reaches  the  eye. 
The  initial  change  recorded  photographically 
is  a mottled  fluorescence  of  the  retinal  back- 
ground or  “choroidal  flush”.  The  macula  ap- 
pears as  a dark  area  because  of  increased  pig- 
ment epithelium  thickness.  Almost  simultane- 
ously, with  the  choroidal  phase,  the  dye  begins 
to  appear  in  the  retinal  arteries;  the  “arterial 
phase”.  Dye  then  gradually  appears  in  the 
veins  in  a laminar  flow  pattern.  This  is  the 
“arterio-venous  phase”,  an  example  of  which 
is  seen  in  Figure  1.  Following  this,  dye  begins 
to  disappear  from  the  arteries  and  only  the 
veins  fluoresce  brightly,  marking  the  “venous 
phase.”  After  several  minutes  all  of  the  fluores- 
cence fades.  By  the  end  of  an  hour  the  studies 
will  approach  the  pre-injection  status  (control). 

Altered  patterns  of  fluorescence  are  seen  in 
many  pathologic  states.  If  there  is  a leak  of 
serum  into  the  retina  from  choroidal  abnormal- 
ities or  retinal  vascular  abnormalities,  a bright 
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FIGURE  1.  Arterio-venous  phase  of  normal  fluorescein 
fundus  study.  Note  the  retinal  arteries  (solid  white  vessels), 
retinal  veins  (laminated  vessels),  disc  at  right,  and  dark 
appearing  macular  area  in  the  center. 

flourescing  spot  appears.  Extracellular  fluid,  as 
a result  of  this  leak,  spreads  out  causing  a 
diffuse  fluorescing  area.  Thinning  or  atrophy 
of  the  retinal  pigment  epithelium  will  produce 
a fluorescence  corresponding  to  the  defect. 
Other  abnormalities  may  include  aberant  vas- 
cular patterns  such  as  seen  in  tumor  formation. 

Discussion 

Table  1 gives  a summary  of  328  cases  stu- 
died in  the  department  of  ophthalmology.  The 
cases  are  subdivided  into  several  categories  to 
illustrate  the  diversity  of  conditions  currently 
being  studied  by  this  technique.  The  follow- 
ing disease  states  emphasize  the  value  of 
fluorescein  angiography  as  a clinical  diagnos- 
tic tool. 

1.  MALIGNANT  MELANOMA 

One  classic  diagnostic  problem  in  ophthal- 
mology is  the  dark-appearing  or  pigmented 
lesion  of  the  fundus.  Among  the  possible  di- 
agnoses are  included  malignant  melanoma,  be- 
nign nevus,  and  hemorrhagic  detachment  of 
the  retinal  pigment  epithelium.  Figure  2 shows 
the  fluorescein  findings  in  a 43-year-old  white 
male  taken  late  in  the  arterial-venous  phase. 
This  patient  was  examined  by  two  ophthal- 
mologists in  a period  of  three  months  with  a 
complaint  of  decreased  vision.  The  examina- 
tions were  negative.  Later  a dark,  solid  retinal 
detachment  with  a retinal  hole  developed.  The 
fluorescein  study  showed  numerous  deep  sub- 


TABLE ONE 

FLUORESCEIN  RETINAL 

ANGIOGRAPHY 

MAJOR  DIAGNOSTIC 

CATEGORIES 

1 . Pigmented  Lesions 

Nevus 

19 

Melanoma 

20 

Metastatic  tumor 

2 

41 

2.  Macular  Lesions 

Macular  degeneration 

33 

Central  Serous 
retinopathy  or 

“choroidopathy” 

1 7 

“Hemorrhagic” 

“Disciform”  degen. 

15 

Irvine’s  Syndrome 

13 

Undetermined 

1 1 

Edematous 

1 1 

Macular  cyst 

8 

123 

3.  Diabetic  Retinopathy 

10 

4.  Vascular  Anomalies 

Hemangioma 

6 

Von  Hippie  Lindau 

2 

8 

5.  Mesodermal  Anomalies 

Angioid  Streaks 

5 5 

6.  Uveitis 

Histoplasmosis 

44 

Toxoplasmosis 

8 

Syphilis 

7 

Other 

7 

66 

7.  Miscellaneous 

Normal 

24 

Undetermined 

24 

Vascular 

7 

Occlusion 

4 

Papilledema 

5 

Multiple  Sclerosis 

1 

Papillitis 

3 

Nematode 

2 

Drusen 

3 

Choroidal  atrophy 

2 

Retinal  hole 

1 

Retinitis  pigmen:osa 

1 

Grouped  pigment 

1 

Pale  disc 

1 

Chloroquin  retinopathy 

1 

Optic  atrophy 

1 

Myelinated  nerve 

1 

82 

retinal  vascular  channels  with  late  fluorescein 

dye  pooling.  This  finding  is  compatible  with 
choroidal  tumor  growths.  Following  enucle- 
ation, a malignant  melanoma  was  found  on 
pathological  examination. 

2.  BENIGN  PIGMENTED  LESIONS 

Figure  3 shows  the  findings  in  a 27-year-old 
white  female.  This  patient  was  discovered  by 
her  internist  to  have  a dark  pigmented  lesion 
in  one  fundus.  Fluorescein  angiography  re- 
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FIGURE  2.  Solid  detachment  of  retina  due  to  choroidal 
melanoma.  Note  the  network  of  vascular  channels  appear- 
ing in  early  arterial  phase  beneath  the  retina  (slightly 
“out-of-focus"  because  of  their  depth). 


FIGURE  3.  Choroidal  nevus;  dark  circular  area  where  choro- 
idal flush  is  partially  obscured. 


vealed  a blocking  of  the  choroidal  flush  with- 
out the  presence  of  an  abnormal  vascular  pat- 
tern or  fluorescein  staining  in  late  photos. 
The  diagnosis  was  thought  to  be  a choroidal 
nevus.  Two-year  follow-up  has  revealed  no 
change  in  the  lesion.  A hemorrhagic  detach- 
ment of  the  retinal  pigment  epithelium  may 
appear  similar  to  a nevus  but  usually  has  more 
rounded  borders  and  marginal  fluorescence  of 
dye. 

3.  CHOROIDAL  HEMANGIOMA 

Vascular  malformations,  such  as  hemangi- 
oma, can  be  confused  with  a malignant  mela- 
noma or  a metastatic  tumor  of  the  choroid. 


Reese'1  states  that  this  diagnosis  is  one  that  is 
seldom  correctly  made  in  the  absence  of  evi- 
dence of  hemangiomas  elsewhere.  Figure  4 
shows  the  fluorescein  findings  in  a 19-year- 
old  white  female  who  was  first  seen  as  a con- 
tact lens  patient.  Examination  revealed  that 
she  had  had  poor  vision  all  of  her  life  in  her 
left  eye.  Previously,  a diagnosis  of  old  chorio- 
retinitis was  made.  Visual  acuity  at  the  time 
of  the  present  examination  was  20/15  O.D. 
and  hand  motion  O.S.  Ophthalmoscopic  ex- 
amination of  the  left  eye  revealed  a flat  gray 
detachment  of  the  retina  around  the  disc.  The 
macula  had  many  old  exudates  and  one  area 
of  chorioretinal  scarring.  In  the  periphery 
there  was  a ring  of  waxy  yellow-white  exu- 
dates. Fluorescein  study  showed  a large  num- 
ber of  abnormal  vessels  appearing  early  in  the 
arterial  phase  about  the  disc.  ( Figure  4 ) Early 
diffuse  fluorescence  due  to  fluorescein  leakage 
from  the  hemangioma  is  also  present.  These 
studies  are  compatible  with  previous  reports 
of  choroidal  hemangioma78.  Metastatic  tu- 
mors sometimes  show  abnormal  vascular  pat- 
terns and  about  one-half  of  them9  show  fluores- 
cein staining  in  late  photographs.  History  and 
observation  of  the  lesion  are  usually  necessary 
in  the  differentiation  of  metastatic  choroidal 
tumors. 

4.  DIABETIC  RETINOPATHY 

Fluorescein  angiography  may  be  helpful  in 
evaluating  diabetic  retinopathy1011.  As  seen  in 
the  control  photograph.  Figure  5,  there  is  di- 
latation of  retinal  veins,  dot  and  blot  hemor- 
rhages, hard  exudates  near  the  disc,  and  be- 


FIGURE  4.  Choroidal  hemangioma. 
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FIGURE  5.  Diabetic  retinopathy,  prior  to  injection  of  dye. 


FIGURE  6.  Diabetic  retinopathy,  same  case  as  Figure  6, 
following  injection  of  dye.  Note  numerous  microaneurysms 
and  areas  of  surface  retinal  neovascularization. 


low  the  macula  there  is  an  area  of  edema. 
These  photographs  are  from  a 37-year-old 
white  female  juvenile  diabetic. 

Following  fluorescein  injection,  Figure  6, 
the  full  extent  of  the  retinal  disease  becomes 
evident.  Numerous  microaneurysms  and  hem- 
orrhages can  be  seen  that  were  not  apparent  on 
the  control  photo.  Wide  spread  retinal  edema 
can  be  seen  as  well  as  neovascularization. 
Thus,  fluorescein  angiography  can  be  used  to 
assess  the  extent  of  diabetic  retinopathy,  and 
may  prove  helpful  when  a retinal  photocoagu- 
lation therapy  is  contemplated. 


5.  ANGIOID  STREAKS 

Degeneration  and  breaks  in  Bruch’s  mem- 
brane which  lies  between  the  retina  and  choroid 
may  result  in  visual  loss.  These  breaks,  occur- 
ing  in  linear  fashion,  are  referred  to  as  “an- 
giod  streaks”.  Fluorescein  angiography  may 
high-light  these  areas12.  Figure  7 shows  the 
findings  in  a 49-year-old  white  male  with 
pseudoxanthoma  elasticum.  Retinal  degenera- 
tion is  beginning,  secondary  to  disease  of 
the  underlying  collagenous  (Bruch’s)  mem- 
brane. 


FIGURE  7.  Angioid  streaks  radiating  away  from  disc  to- 
wards macula. 


6.  PAPILLEDEMA  AND  PSEUDOPAPILLEDEMA 

Edematous  states  of  the  optic  nerve  heads 
may  be  difficult  to  evaluate  in  their  early 
stages.  Fluorescein  fundus  photography  has 
been  used  to  study  papillitis  and  papilledema 
in  an  attempt  to  differentiate  these  conditions 
from  “pseudopapilledema”12.  Figure  8 is  a 
fluorescein  study  from  a 27-year-old  white 
male  with  papilledema.  Fluorescein  staining  is 
seen  in  the  peripapillary  retina.  The  disc  tends 
to  fluoresce  for  a longer  period  of  time  than  is 
seen  in  the  normal  studies. 

7.  VISUAL  LOSS  FOLLOWING  CATARACT  SURGERY 

“Irvine’s  Syndrome”  or  “cystoid  macular 
edema”  which  occurs  in  aphakic  eyes  a vari- 
able length  of  time  after  cataract  extraction 
results  in  a diminution  of  visual  acuity14.  Al- 
though the  cause  is  not  definitely  known,  it 
may  be  due  to  vitreous  traction  in  the 
macular  area  of  the  retina.  In  some  cases,  the 
retinal  changes  may  not  be  observable  by  the 


188 


March  1969  • The  Journal  of 


Fluorescein  Retinal  Angiography — Edwards,  Barbee,  Macdonald  and  Van  Coder 


FIGURE  8.  Fluorescence  of  optic  nerve  head  in  edematous 
state. 


usual  techniques  of  fundus  examination.  In 
almost  all  instances,  however,  fluorescein  angi- 
ography demonstrates  a characteristic  pattern 
of  macular  fluorescence  which  is  illustrated  in 
Figure  9.  This  photograph  is  from  a 65-year- 
old  white  female  who  had  a marked  decrease 
in  visual  acuity  approximately  two  months  fol- 
lowing cataract  extraction. 

8.  MACULAR  DISEASE  AND  “CHOROIDAL  LEAKS" 

Fluorescein  angiography  has  been  widely 
used  to  study  diseases  of  the  macular  area 
of  the  retina14.  By  observing  the  appearance 
of  dye  in  the  posterior  pole  of  the  fundus  and 
noting  the  time  intervals  at  which  it  disap- 


FIGURE 9.  Characteristic  “floriform”  pattern  of  macular 
edema  following  lens  extraction. 


pears,  a better  understanding  of  the  nature  of 
these  diseases  has  been  obtained.  “Serous  ret- 
inopathy” or  “serous  choroidopathy”  usually 
occurs  in  early  adulthood  and  is  accompanied 
by  metamorphopsia  and  decreasing  visual 
acuity.  The  changes  may  be  transient  and  self- 
limiting,  recurrent,  or  progressive.  It  is  thought 
to  begin  with  a small  focal  detachment  of  the 
retinal  pigment  epithelium  by  edema  fluid. 
This  may  diffuse  under  the  retina,  causing  the 
circular  elevation  of  the  macula  noted  clinical- 
ly. Figure  10  shows  the  fluorescein  fundus 
photograph  from  a 30-year-old  white  male 
with  sudden  onset  of  decreased  visual  acuity 
in  one  eye  that  persisted  for  six  weeks  before 


FIGURE  10,  “Central  serous  choroidopathy”  or  retinopathy 
showing  focal  leak  of  dye  (small  white  spot)  in  macular 
area. 


clearing.  There  is  a small  discrete  choroidal 
“leak”  of  fluorescein  in  the  nasal  part  of  the 
macula.  In  a later  photograph.  Figure  1 1 , it 
can  be  seen  that  this  fluorescein  has  diffused 
out  under  a larger  area  of  the  retina  and  de- 
lineates the  full  extent  of  the  fluid  elevation 
in  this  area.  If  this  condition  persists,  it  may 
be  treated  by  photocoagulation.  The  fluores- 
cein study  indicates  the  precise  area  to  apply 
the  photocoagulation. 

9.  UVEITIS 

In  posterior  chorioretinitis  fluorescein  angi- 
ography may  be  an  aid  in  determining  the  ex- 
tent of  the  disease.  It  has  also  been  used  to 
evaluate  the  effectiveness  of  therapy  and  to 
indicate  the  state  of  activity  of  the  inflamma- 
tory process. 
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FIGURE  11.  Late  photo  of  Figure  10  showing  faint  diffuse 
staining  of  subretinal  fluid  in  area  of  circular  macular 
elevation. 


Summary 

Fluorescein  angiography  has  proven  to  be 
of  great  benefit  as  a diagnostic  technique  in 
many  ocular  diseases.  Illustrative  cases  show 
how  this  test  aids  the  ophthalmologist.  This 
technique  has  led  to  an  improvement  in  cur- 


rent concepts  regarding  the  pathogenesis  of 
certain  diseases  of  the  ocular  fundus. 
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Pre-  Intra-  and  Post-Operative  Care 
Of  the  Lung  Cancer  Patient 

Thomas  Huth,  M.D.* 

Covington,  Kentucky 


The  patient  with  lung  cancer  undergoes 
one  of  the  most  hazardous  of  life’s  ex- 
periences. What  can  he  done  to  make 
thoracotomy,  and  thereby  the  whole  ex- 
perience, as  safe  as  possible ? 

THE  title  emphasizes  patient  care,  rather 
than  care  of  lung  cancers.  The  “M.D. 
technician”  who  merely  cuts  out  cancer, 
kills  patients;  while  the  true  surgeon,  who  sup- 
ports the  patient,  palliates  many  and  cures  a 
few.  These  goals  are  gained  by  studying  the 
patient  first  and  his  disease  secondly;  and  by 
applying  all  possible  prophylactic  measures 
to  each  patient.  We  cannot  predict  accurately 
that  the  heart  will  not  fail  after  pneumonecto- 
my, that  the  emotions  will  not  fall  into  depres- 
sion, that  cough  will  not  be  too  feeble,  etc. 
Our  predictions  are  so  fallible,  and  lung  sur- 
ery  is  so  massive,  that  we  cannot  foretell  which 
of  the  physiologic  systems  may  fail.  Therefore 
we  must  scrutinize  the  whole  man  and  all  his 
components.  We  must  search  out  every  least 
measure  that  may  bolster  him  in  his  time  of 
jeopardy.  Preparations  for  every  eventuality 
must  precede  every  operation  on  every  patient; 
only  thus  can  we  claim  to  have  done  good 
surgery. 

Preparations  Before  Surgery 

In  those  patients  having  ill-defined  chest 
lesions  that  warrant  three  to  four  weeks  of 
medical  therapy  (directed  against  presumed 
infection)  nutrition  can  be  improved.  Weight 
loss  is  frequently  but  not  invariably  an  omi- 
nous sign.  Anxiety  generated  by  impending 
surgery  can  cause  weight  loss.  Serum  pro- 
teins are  routinely  studied.  If  protein  level  is 
low,  even  a few  days  of  high  protein  diet  and 
albumin  infusions  will  enhance  healing  of  the 
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bronchial  stump.  Patients  with  anemia  benefit 
from  judiciously  administered  blood  transfu- 
sions three  to  five  days  before  surgery.  In  par- 
ticular, one  must  recognize  that  the  chronical- 
ly ill  have  contracted  blood  volumes,  that  these 
smaller  blood  volumes  may  be  completely  hid- 
den by  normal  hemoglobins,  hemotocrits,  and 
RBC  determinations.  These  patients,  too,  are 
fit  subjects  for  transfusion. 

Smoking  is  prohibited,  eliminating  as  much 
tracheobronchial  irritation  as  possible.  X-ray 
studies  of  heart  size  and  the  EKG  are  always 
evaluated.  Patients  with  angina  or  borderline 
EKG’s  take  the  Masters  exercise  electro- 
cardiographic test.  Patients  suspected  of  cardi- 
orespiratory insufficiency  have  pulmonary 
function  studies  to  help  determine  the  nature 
of  such  problems  and  to  help  decide  how 
much  lung  tissue  the  patient  can  safely  lose. 
Bronchoscopy  is  always  done,  bronchograms 
and  planigrams  frequently,  and  pulmonary  an- 
giograms commonly.  The  more  accurately  each 
pulmonary  lesion  is  delineated,  the  safer  be- 
comes lung  resection.  The  referring  physician 
uses  expectorants,  xanthines,  bronchodilators, 
mucolytics,  the  positive  pressure  respirator  and 
postural  drainage  to  ameliorate  bronchitis, 
asthma  and  emphysema.  The  baseline  BUN  is 
recorded. 

Of  all  the  tests  for  cardiorespiratory  ability 
to  stand  surgery,  one  of  the  best  is  the  “stairs 
test”.  The  surgeon  who  walks  with  his  patients 
from  the  basement  upstairs  to  the  patients’ 
absolute  limit,  soon  discovers  that  a one-flight 
patient  is  a poor  risk,  a two-flight  patient  a 
fair  risk,  a three-flight  good,  and  a four- 
flight  excellent.  In  addition,  the  heart  rate  and 
rhythm  are  studied.  An  irregularity  that  was 
present  before  the  test  and  that  has  disap- 
peared after  the  patient  walks  up,  is  not  seri- 
ous. Conversely,  an  irregularity  that  persists, 
worsens,  or  first  appears  after  the  exercise,  is 
a serious  sign.  Furthermore,  a patient  whose 
pulse  rate  decreases  within  three  minutes  to 
normal  can  usually  stand  any  lung  resection. 
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The  longer  past  three  minutes  required  to  get 
the  pulse  rate  back  to  76,  the  greater  the  risk 
and  the  less  lung  the  patient  can  safely  lose. 

Arrhythmias  are  corrected  by  the  referring 
physician.  A patient  whose  congestive  heart 
failure  responds  well  to  digitalis  is  not  denied 
surgery.  But  neither  is  digitalis  routinely  given, 
except  in  those  65  years  of  age  or  older.  Be- 
low this  age,  even  when  excision  of  half  the 
lesser  (pulmonary)  circulation  is  planned  (i.e., 
total  penumonectomy ),  digitalis  is  withheld 
unless  there  is  evidence  of  impending  cardiac 
failure. 

Electolyte  levels  are  taken  as  a baseline. 
They  are  needed  for  post-operative  evalu- 
ation of  respiration  efficiency,  and  if  digitalis 
is  used,  the  inotropic  effect  of  potassium  must 
be  followed. 

Many  patients  are  frightened  post-operative- 
ly  by  the  intensity  of  their  pain.  To  prepare 
them  psychologically  an  instructional  interview 
is  given.  Herein  it  is  stressed  that:  1)  chest 
surgery  is  painful,  but  the  amount  of  pain  in 
no  way  prognosticates  either  what  disease  was 
found  or  how  well  the  patient  is  doing;  2)  the 
pain  will  be  minimized  by  medications;  3)  the 
patient  must  cough  despite  the  pain. 

On  the  day  before  surgery  blood  is  cross 
matched,  the  bowels  are  emptied,  and  the 
chest  is  shaved  (with  soap,  because  the  very 
useful  Phisohex  has  caused  inflammatory 
changes  in  razor  nicks  that  have  at  times  neces- 
sitated postponement  of  surgery).  Heavy  se- 
dation at  bedtime  insures  a night’s  rest.  Side- 
rails  are  put  up  to  prevent  accidents.  On  the 
morning  of  surgery  a size  8 F.  plastic  catheter 
is  introduced  through  an  antecubital  vein  up 
into  the  superior  vena  cava  or  into  the  right 
atrium.  This  central  venous  catheter,  attached 
to  a manometer,  allows  constant  monitoring  of 
central  cenous  pressure.  The  patient  comes  to 
surgery  well  sedated  and  atropinized  but  not 
depressed  by  excessive  narcotics. 

Management  During  Surgery 

Aside  from  preoperative  measures,  the  sin- 
gle greatest  safety  factor  is  the  choice  of 
anesthetist.  Many  feel  that  a physician-anesthe- 
siologist is  best;  this  is  usually  true.  The  author 
has  had  some  anesthetic  deaths  due  to  poor 
administrations  by  physicians  and,  conversely, 
has  found  some  nurse  anesthetists  surprisingly 
knowledgeable  about  open  chest  anesthesia. 


Here  is  no  time  to  respect  personages.  Here 
there  can  be  no  compromise.  Only  the  best  is 
good  enough  for  the  job.  A nurse  anesthetist 
who  pays  attention  to  her  patient,  who  suctions 
the  respiratory  tree  often,  and  who  realized 
that  respiratory  movements  by  the  chest  wall 
and  diaphragm  do  not  move  tracheal  air  with 
the  chest  open,  is  fine  for  the  job.  A physician- 
anesthesiologist  who  has  these  qualifications  is 
better.  Worst  of  all  is  the  anesthesiologist  (or 
anesthetist)  who  does  not  know  that  (once  the 
chest  is  opened)  the  patient’s  respiratory  move- 
ments do  not  move  tracheal  air,  does  not  real- 
ize the  job  is  a three  or  four  hour  one  of 
squeezing  the  bag,  eats  a sandwich  between 
times,  and  steps  out  into  the  hall  for  a chat  with 
a kindred  soul. 

Recently  a highly  recommended  nurse 
anesthetist,  with  excellent  credentials,  and 
trained  at  a superior  center,  horrified  the  au- 
thor after  two  hours  of  surgery  by  stating  that 
“she  had  not  suctioned  the  patient’s  trachea”!! 
Massive  atelectasis  resulted  postoperatively 
necessitating  bronchoscopy.  After  this  regis- 
tered nurse  anesthetist  was  brought  to  see  this 
patient  and  his  X-ray  postopertaively,  and  had 
an  instructional  episode,  she  seemed  to  under- 
stand. Yet  she  managed  to  allow  the  same 
complication  in  a second  patient,  despite  the 
patient’s  being  in  the  prone  position.  Needless 
to  say,  she  is  hopelessly  incompetent  for  open 
chest  surgery.  Only  the  best  is  good  enough. 

The  author  does  not  advise  use  of  me- 
chanical respirators  except  temporarily  and  in- 
termittently (while  the  anesthesiologist  is  al- 
tering IV  fluids,  checking  blood  identifications, 
etc.  Ideally,  the  anesthesiologist  will  have  an 
assistant  or  an  R.N.  who  can  manage  these 
chores  for  him.)  The  respirators  may  diminish 
lung  compliance.  Also,  since  these  machines  do 
not  tire  even  when  flow  pressure  is  set  too 
high,  they  interfere  with  venous  return,  caus- 
ing hypotension.  Furthermore,  the  educated 
fingers  of  the  attentive  anesthesiologist  are 
constantly  following  the  depth  and  rate  and 
character  of  gas  exchange.  Loss  of  this  phys- 
ical contact  of  patient  with  anesthesiologist 
when  a respirator  comes  between  them  is  a 
major  step  backwards.  Too  often  the  anesthe- 
siologist’s attention  wavers  and  fails,  the  pa- 
tient’s condition  deteriorates  all  unnoticed,  and 
a critical  situation  emerges.  There  is  no  substi- 
tute for  an  intelligent,  trained,  experienced  and 
attentive  anesthesiologist  or  anesthetist. 
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Care  of  the  Lung 

Surgery  is  routinely  performed  with  the  pa- 
tient lying  on  his  side.  If,  despite  adequate  pre- 
operative treatment,  bronchial  secretion  is 
present  in  the  upper,  operative  side  that  would 
drain  down  into  the  opposite  dependent  lung, 
the  prone  position  will  circumvent  this  prob- 
lem. On  occasion  a poor  risk,  elderly,  or  obese 
patient  is  done  supine.  In  the  latter  position 
surgery  is  difficult  but  not  impossible. 

After  induction  of  anesthesia  and  position- 
ing, a manometer  is  connected  to  the  central 
venous  catheter  (described  above).  Venous 
pressures  are  recorded  before  opening  the 
chest,  after  opening  the  chest  (with  resultant 
loss  of  negative  pressure),  and  at  selected  in- 
tervals thereafter.  If  dissection  is  bloody  or  the 
blood  pressure  falls  for  any  reason,  a normal  or 
low  central  venous  pressure  suggests  that  trans- 
fusion will  help  the  situation.  If  central  venous 
pressure  is  high,  one  dare  not  transfuse  but 
must  look  to  other  causes  for  the  patient’s  poor 
condition.  Usually  this  will  be  found  to  be 
hypoxemia,  either  from  an  inattentive  anes- 
thetist who  expects  the  impossible  (i.e,  expects 
the  patient  with  open  chest  to  move  air  in  and 
out  of  the  trachea  without  manual  assistance), 
or  from  atelectasis  due  to  bronchial  secretions. 
Very  occasionally  a high  central  venous  pres- 
sure dictates  withdrawal  of  blood  from  the 
vascular  system. 

Lung  surgery  is  vascular  surgery;  albeit  us- 
ually amputative,  at  times  it  must  be  reconstruc- 
tive vascular  surgery.  Especially  is  this  true 
in  lobectomy  for  chronic  granulomas  or  other 
chromic  inflammations.  Here  all  tissue  planes 
are  lost,  everything  is  embedded  in  scar  and 
blunt  dissection  is  impossible.  The  surgeon  is 
repeatedly  “in”  and  “out”  of  plumonary  ves- 
sels. Blood  loss  is  great.  Now  one  must  be 
vigilant  lest  hemorrhage  cause  inadvertent 
clamping  of  a vessel  that  is  vital  to  the  remain- 
ing, unresected  lobe.  Should  this  kind  of  vital 
vessel  be  torn,  first  the  finger,  and  then  non- 
crushing clamps,  control  the  gush,  whereupon 
a calm  appraisal  of  the  situation  is  made. 
Practically  always  one  sees  how  to  repair  the 
vessel  and  save  the  lobe. 

Vessels  are  ligated  and  then  transfixion- 
ligated.  They  are  tied  off  as  close  to  the  parent 
vessel  as  possible.  Here,  as  in  any  ligated  ves- 
sel, a blind  stump  is  a nidus  for  thrombus 
formation.  This  was  indelibly  imprinted  upon 
the  author’s  mind,  when,  as  a resident  in 
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pathology,  he  dissected  out  the  vascular  tree 
in  a post-lobectomy  autopsy.  Every  ligated 
vessel  held  a thrombus,  and  every  thrombus 
protruded  into  the  parent  vessel  as  a throm- 
botic vegetion.  Microemboli  were  present 
distally  in  the  unresected  lobe. 

Every  effort  is  made  to  do  true  cancer  sur- 
gery. Granulomas  may  be  stripped  off  the  in- 
side of  the  rib  cage.  If  a few  foci  of  granuloma- 
ta  are  left  behind,  physiological  defenses  and 
antibiotic  agents  will  adequately  heal  them. 
Not  so  with  cancer.  It  must  be  resected  with  a 
wide  margin  of  grossly  normal  tissue.  Some- 
times this  requires  resection  of  the  chest  wall 
itself.  Ribs  may  be  shifted  to  fill  in  the  defects, 
or  prosthetic  materials  implanted,  or  the  dia- 
phragm may  be  shifted  higher. 

Except  for  Pancoast  tumors  or  superior  sul- 
cus cancer,  the  centrally  located  carcinomas 
are  a greater  and  more  often  insoluble  prob- 
lem than  tumors  impinging  on  chest  wall. 
These  central  malignancies  often  require  total 
lung  resection,  often  have  inadequate  margins 
of  normal  tissue  about  them,  often  are  inopera- 
ble, and  even  if  resectable,  are  often  followed 
shortly  by  the  appearance  of  metastases.  Here 
the  preoperative  bronchoscopy  and  broncho- 
grams  come  into  play.  They  forearm  the  sur- 
geon with  knowledge  of  the  internal  pathologic 
condition  of  the  bronchi.  At  times  referring 
E.N.T.  men  are  unrealistic  in  this  respect.  Hav- 
ing bronchoscoped  the  patient  and  having  es- 
tablished the  diagnosis,  they  resent  the  sur- 
geon’s re-bronchoscopy.  But  the  visual  knowl- 
edge attained  by  the  surgeon’s  personal  bron- 
choscopy, combined  with  conditions  found  by 
inspection  of  the  lung  root  at  the  operating 
table,  dictate  what  course  to  take. 

The  author  subscribes  to  this  tenet:  “Re- 
sect for  cure  if  there  is  any  slightest  chance  of 
cure,  and  for  palliation  if  there  is  any  slight- 
est chance  of  palliation”.  He  has  thereby  had 
some  surprisingly  long  term  palliations,  and  a 
few  surprisingly  long  term  “cures”.  The  re- 
lated question  of  what  to  resect,  rather  than 
whether  to  resect,  is  a complicated  one.  Re- 
cently a well  known  clinician  voiced  the 
opinion  that  only  palliative  lung  cancer  sur- 
gery should  be  done.  It  is  difficult  to  know 
what  he  means.  Does  he  mean  that  a local 
resection  that  removes  all  gross  disease  will 
cure  as  many  as  pneumonectomy?  Or  that 
mediastinal  “clean  out”  should  be  reserved  for 
those  who  have  obvious  involvement  of  the 
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mediastinal  nodes?  Or  that  mediastinal  “clean 
out”  is  useless  if  there  is  obvious  involvement 
of  medistinal  nodes,  and  instead  the  primary 
tumor  should  be  resected  for  palliation  only? 
Experience  has  taught  the  author  that  such 
dicta  lose  their  credibility  when  faced  with  a 
concrete  problem  at  the  operating  table.  Usual- 
ly the  necessary  course  is  obvious.  Usually 
chance  of  cure  is  either  obviously  present  or 
obviously  absent. 

Prior  to  chest  wall  closure  the  bronchial 
stump  is  tested  by  positive  pressure  inflation 
of  the  lung.  The  stump  is  tested  by  water 
during  this  maneuver  for  air  leakage.  Here 
a careless  anesthetist  (who  has  neither 
packed  the  larynx  tightly  around  the  endo- 
tracheal tube  with  soft  bandage  nor  used  an 
inflatable  endotracheal  tube,  or  has  unwitting- 
ly jammed  the  endotracheal  tube  into  the  op- 
posite main  bronchus)  will  give  a false  impres- 
sion of  a tight  bronchial  stump.  In  the  former 
instances  the  gases  will  leak  out  through  the 
larynx,  and  in  the  latter  the  positive  pressure 
will  be  exerted  in  the  wrong  lung.  In  both 
instances  a false  sense  of  security  will  appear. 
The  surgeon  must  know  what  the  anesthetist 
is  doing  at  all  times.  By  meticulous  care  to 
these  points  and  despite  several  “scares  and 
alarms”,  the  author  has  had  only  one  pro- 
longed air  leak  (which  closed  without  re- 
operation). He  has  had  no  stump  breakdowns. 

The  chest  cavity  and  the  subscapular  space 
are  inspected  for  bleeders  and  sponges  before 
closure  of  the  chest.  Chest  tubes  to  water 
seal  bottles  assure  prompt  lung  re-expansion  of 
any  remaining  lung. 


Post  Operative  Care 

Oxygen  is  usually  needed  because  pain 
limits  depth  of  respirations.  The  Fowler’s  or 
semi-Fowler’s  position  helps  breathing;  even  if 
the  blood  pressure  is  low,  semi-Fowler’s  posi- 
tion is  mandatory.  The  chest  tubes  are  milked 
repeatedly  for  several  hours  post-operatively, 
gradually  decreasing  thereafter.  This  is  done 
to  dislodge  clots  in  the  tubes.  Urine  output 
and  central  venous  pressure  are  watched  close- 
ly. They  readily  guide  the  rate  and  quantity  of 
intravenous  fluid.  Coughing  is  stimulated  if 


necessary  by  nasotracheal  aspirations  with 
rubber  catheters.  Narcotics  are  not  given  upon 
recovery  from  anesthesia  until  the  B.P.  comes 
up  to  the  normal  preoperative  pressure.  Inter- 
mittent positive  pressure  respiration  is  begun 
if  secretions  are  voluminous  or  if  respiratory 
motions  are  shallow,  first  being  certain  that 
chest  tubes  are  patent.  Positive  pressure  used 
in  the  post-resectional  period  can  cause  ten- 
sion pneumothorax  and  death  if  the  chest 
tubes  are  not  patent.  On  the  very  day  of  sur- 
gery the  patient  is  required  to  use  the  shoul- 
der so  as  to  prevent  prolonged  shoulder  weak- 
ness. Air  leak  from  alveolar  surfaces  stops  and 
allows  removal  of  tubes  by  the  fourth  or  fifth 
day.  Although  occasional  patients  have  a minor 
collection  of  intrapleural  fluid,  with  or  without 
Ioculation,  these  are  generally  best  let  alone. 
The  inexperienced  surgeon  or  radiologist  is 
apt  to  be  overly  anxious  about  and  overly 
zealous  in  treating  postoperative  roentgeno- 
grams. Frightening  films  result  from  pleural 
edema,  tube  tracts,  muscle  bulging  through  the 
intercostal  wound  into  the  chest,  fluid  under 
the  scapula  and  suture  lines  in  remaining 
lung  parenchyma.  The  clinical  progress  is  es- 
sential in  interpreting  (and  more  important 
than)  the  X-rays.  Passage  of  a month  or  two 
clears  up  99  percent  of  the  surgical  residuals 
that  are  detectible  on  X-ray  films.  Having 
made  an  all-out  surgical  effort,  and  having 
used  all  proper  care  for  details  of  technique, 
the  surgeon  is  usually  well  advised  to  let  na- 
ture overcome  minor  deviations  from  normal. 
Bronchoscopies,  thoracenteses,  tube  thoraco- 
tomies and  intrapleural  injections  can  be  not 
only  tiring,  but  even  dangerous  to  a poor 
risk  patient.  Complications  requiring  interven- 
tion will  usually  be  obvious  from  hypotension, 
tachycardia,  tachypnea,  cyanosis,  rhonchi, 
tracheal  shift,  confusion,  massive  air  leak 
through  the  chest  tubes,  or  oliguria.  Fortunate- 
ly, these  seldom  occur,  and  their  causes  are 
commonly  readily  apparent  and  correctable. 

On  the  average,  major  thoracotomy  cases 
return  home  about  the  tenth  post-operative 
day.  They  are  re-evaluated  at  three  and  six 
weeks,  and  then  revert  completely  to  the  re- 
ferring physician.  They  generally  return  to 
sedentary  work  two  months  after,  or  to  physical 
labor  three  months  after,  their  surgery. 
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Case  Report  of  a Paint-Thinner  Sniffer 
(Enamel  Reducer) 

Pang  L.  Man,  M.D.* 

Lexington,  Kentucky 


Paint-thinner  reducer  ( enamel  reducer), 
easily  obtained  in  an  auto  body  shop,  in- 
duces a psychosis.  An  EEG  taken  before, 
during  and  after  a ,ftrip”  was  normal. 
Sniffing  may  lift  the  defense  mechanism 
— repression.  Efforts  have  been  made  to 
compare  glue-sniffing  with  paint-thinner 
sniffing. 

THERE  have  been  several  reports  in  the 
literature1'2  concerning  young  children 
and  adolescents  who  were  glue-sniffers, 
and  who  became  temporarily  psychotic  as  a 
result  of  the  experience.  However,  with  the 
exception  of  Nylander'1  of  Sweden,  nothing 
has  been  reported  about  paint-thinner  addic- 
tion in  children.  Teenagers  and  college  stu- 
dents who  frequently  use  psychodelic  drugs, 
such  as  LSD,  or  narcotics,  such  as  marijuana, 
cocaine,  heroin,  etc.,  usually  are  searching  for 
something  “new”;  they  desire  excitement  and 
“kicks.” 

There  now  appears  to  be  an  increasing 
trend  for  young  people  to  sniff  paint-thinner — 
an  inexpensive  preparation  which  is  easy  to 
obtain  from  the  auto  body  shop  or  paint  deal- 
er, and  which  has  psychodelic  effects  similar 
to  those  of  other  preparations  used  for  this 
purpose.  By  sniffing  paint-thinner  the  indi- 
vidual may  have  a “trip”,  the  usual  effect  he 
is  seeking.  Some  evidence  indicates  that  the 
frequency  of  paint-thinner  sniffing  is  greater 
in  California  than  in  any  other  state. 

The  patient  whose  experiences  are  described 
in  the  present  report  was  a 22-year-old,  single, 
white  male,  admitted  to  Eastern  State  Hospi- 
tal, a state  psychiatric  hospital.  Physically,  the 
patient  was  handsome,  well-nourished,  and 
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well-developed  for  his  chronological  age.  He 
was  cooperative  and  verbalized  well — speak- 
ing relevantly  and  coherently.  His  affect  was 
appropriate;  he  denied  morbid  ideation,  and 
there  was  no  evidence  of  psychosis.  Results 
from  routine  laboratory  examinations  fell 
within  normal  limits.  Psychological  testing 
provided  evidence  of  a character  disorder  as- 
sociated with  antisocial  behavior,  and  the 
psychiatric  diagnosis  was  that  of  a sociopathic 
personality  disorder. 

The  patient  had  been  sniffing  “Ditzler-101” 
for  about  15  months,  on  the  average  of  once 
or  twice  a week.  He  reported  that  four  per- 
sons of  his  acquaintance  had  sniffed  a total 
of  four  gallons  of  Ditzler-101  in  a seven-day 
period.  Ditzler-101  is  a highly  volatile  solvent, 
commonly  used  as  an  enamel  reducer.  It  con- 
tains toluene  and  petroleum  distillate.  The  pa- 
tient had  a history  of  using  marijuana,  cocaine, 
opium  and  heroin  in  addition  to  paint-thinner. 
He  had  been  arrested  for  disorderly  conduct 
at  the  time  of  the  present  study,  and  in  the 
past  had  been  in  the  local  jail  and  in  prison  for 
other  charges. 

The  following  narrative  presents  a descrip- 
tive account  by  the  patient  of  his  experiences 
while  using  Ditzler-101.  In  addition,  an  elec- 
troencephalographic  recording  was  made  be- 
fore, during,  and  after  the  patient  had  sniffed 
the  paint-thinner. 

“My  first  experience  with  Ditzler-101  was  in 
June,  1967.  I was  smoking  marijuana,  and 
someone  suggested  that  we  sniff  Ditzler.  So  we 
all  started  sniffing.  The  effects  were  just  a 
‘high’  feeling  which  seemed  to  be  a tingling 
‘high’  that  lasted  about  three  or  four  hours. 

“The  first  time  I took  a ‘trip’  or  had  halluci- 
nations was  about  a month  later.  I was  with 
five  other  guys  and  we  were  all  sniffing.  We 
decided  to  have  a contest  and  see  who  could 
take  the  most  ‘hits’  or  deep  breaths  on  the  bag. 
We  had  a plastic  bread  bag  with  a rag  soaked 
in  Ditzler.  I was  the  first  one  to  try  it  and  I 
started  taking  deep  breaths.  I can  remember 
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taking  20  hits  and  then  I started  having  my 
trip. 

“I  imagined  I was  sitting  in  front  of  a huge 
mirror  and  I had  on  a military  academy  uni- 
form, and  there  was  an  officer  with  a woman 
coming  down  a line  of  other  men  dressed  the 
same.  Then  the  man  touched  me  on  the  shoul- 
der with  the  sword  and  waited  a minute.  Then 
the  woman  said,  'That’s  just  like  one  of  those 
Navy  rentals,  they  never  know  what  to  do.’ 

“Then  I came  to  and  realized  where  I was. 
I wanted  to  see  if  the  same  thing  would  hap- 
pen, so  I started  to  hit  the  bag  again.  This 
time  I thought  I was  caught  in  a rose  trellis 
at  the  bottom  of  a girls’  dormitory  at  a college. 
After  struggling  for  a minute,  I came  to  again. 

“That  was  all  the  trips  I took  that  night. 
The  next  night  I tried  it  again,  and  this  time  I 
thought  I was  at  Coney  Island  riding  the 
Wildcat. 

“Some  of  the  other  trips  I can  remember  in- 
clude a trip  where  I thought  that  I was  Her- 
cules and  I was  in  an  arena  and  about  to 
fight  a gladiator.  I could  see  the  gladiator  and 
I could  see  the  people  all  around. 

“At  another  time  I saw  a ghost  of  a woman, 
a prostitute,  and  she  was  there  to  do  anything 
I asked,  only  I could  not  touch  her  because 
she  was  a ghost. 

“One  time  I talked  to  an  old  woman  and 
she  told  me  how  I could  use  this  machine  to 
travel  in  time  and  that  I was  from  the  future, 
and  that  I had  been  lost  in  the  past  and  if  I 
got  in  this  machine  I would  travel  back  to 
where  I belonged. 

“Right  after  Kennedy  was  shot,  I thought  1 
was  being  trained  to  assassinate  people,  and 
all  of  a sudden  I realized  it  and  I was  trying 
to  escape  from  the  place  they  had  me  a pris- 
oner. 

“Once  I was  sitting  by  a small  woods  and 
I saw  a tree  start  walking  toward  me.  I asked 
the  tree  why  it  was  walking  and  it  told  me  it 
could  walk  as  long  as  I was  sniffing  the  thinner. 
We  talked  for  awhile,  and  then  it  walked 
back  where  it  was  and  I came  to. 

“Another  time  I was  by  a lake  and  I thought 
I heard  my  father’s  voice,  so  I started  talking 
to  him.  We  talked  for  awhile,  and  then  he 
went  away  and  I came  to. 

“Then  there  was  the  time  myself  and  three 
other  guys  were  sniffing,  and  I felt  blood  on 
my  face.  I was  lying  on  the  ground  and  the 


side  of  my  head  had  been  blown  off.  The  other 
guys  were  standing  over  me  and  I heard  an 
ambulance  coming. 

“Once  I was  watching  ‘I  Spy’  on  television 
and  I saw  a sign  that  said,  ‘When  you  see  the 
light  take  pictures’,  so  when  I saw  the  light  in 
the  corner  of  the  screen  I started  taking  pic- 
tures and  I thought  it  was  pictures  to  use  in  my 
spy  work. 

“Once  I talked  to  a man  from  outer  space 
and  he  told  me  all  about  his  space  ship,  and 
then  I came  to. 

“The  more  times  I went  on  a trip  the  longer 
the  trip  lasted.  At  first  the  trips  were  just  for 
a minute  or  a minute  and  a half,  but  after 
awhile  they  lasted  for  up  to  two  to  three 
hours,  and  I could  not  always  remember  the 
trip.” 

An  analysis  of  the  symptoms,  based  on  the 
patient’s  verbal  reports  and  on  behavioral  ob- 
servation of  the  patient  suggests  that  symptoms 
elicited  by  paint-thinner  sniffing  are  similar  to 
those  elicited  by  glue-sniffing.2  These  are  com- 
pared in  Table  I. 

There  have  been  reports  that  glue  sniffing 
affects  the  electroencephalogram,  with  spikes 
and  slow  delta  waves  in  six  out  of  10  cases.1 
In  some  experiments  on  human  subjects5  using 
lacquer-thinner,  no  abnormal  electroencephalo- 
grams were  produced.  To  determine  the  effects 
of  using  Ditzler- 101  on  the  EEG,  recordings 
were  made  of  the  patient  being  studied  before 
and  after  the  patient  had  sniffed  the  paint- 
thinner  and  induced  the  “trip”,  as  well  as  a 
recording  during  the  actual  experience  of  the 
trip.  The  EEG  recordings  before,  during,  and 
after  the  “trip”  were  essentially  normal,  with 
no  dysrhythmia. 

Discussion 

As  a matter  of  interest,  data  from  the  present 
case  study  indicate  that  the  sequence  of  ex- 
periences induced  by  the  paint-thinner  sniffing 
are  as  follows:  a feeling  of  being  “high”,  then 
the  actual  “trip”  itself,  and  finally  a reversion 
to  the  “high”  for  a period  of  time. 

Some  authors  have  maintained  that  adoles- 
cents who  resort  to  “sniffing”  typically  are 
from  a lower  socioeconomic  class,  often  victims 
of  culturally-deprived  families  or  from  broken 
homes.  Rejection  of  the  child  by  the  parent  is 
said  to  be  a common  background  theme.  This 
is  consistent  with  the  family  situation  of  the 
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TABLE  I 


Comparison  of  Symptoms  of  Glue-Sniffing  and 
Paint-Thinner-Sniffing 






Symptoms  Associated  with  Glue  Sniffing 

Symptoms  Associated  with 
Thinner  Sniffing 

1.  Nausea,  vomiting 

Same 

2.  Loss  of  appetite 

Less  appetite,  but  increased 
thirst 

3.  Excessive  salivation 

Occurs,  but  later  in  time 

4.  Drowsiness 

Same 

5.  Weakness 

Same 

6.  Light-headedness 

Same:  also  feeling  of 
“puffiness” 

7.  Sense  of  physical  lightness 

Not  present 

8.  Sense  of  spinning,  moving,  floating,  a magnetic  pull 

Same 

9.  Distorted  space  perception 

Same 

10.  Altered  shapes  and  colors 

Altered  shapes  only 

11.  Micropsia 

Same 

12.  Amnesia 

None 

13.  Hyperacusis 

Same 

14.  Visual,  auditory,  tactile  hallucinations 

Same 

15.  Dream-like  state 

Same 

1 6.  Euphoria 

Same 

1 7.  Fear 

Same 

18.  Guilt 

Same 

19.  Loneliness 

Same 

20.  Grandiosity 

Same 

21.  Temporary  misinterpretation 

Same 

22.  Loss  of  sexual  desire  (None) 

Ves 

Paint- 


patient  in  the  present  study;  the  patient’s 
father  was  a truck  driver  who  drank  heavily 
each  evening;  fights  and  quarrels  among  fami- 
ly members  were  very  common,  and  eventual- 
ly the  patient's  father  and  mother  separated. 
During  the  trip  observed  in  the  present  study 
the  patient  screamed  repeatedly,  “Where  is  my 
mother?  Does  she  call?”  In  a subsequent  in- 
terview in  which  the  patient  described  the  trip, 
he  said  that  he  had  thought  that  he  was  a lost 
child,  and  that  he  was  longing  for  love  and 
for  help. 

One  may  also  speculate  concerning  the  psy- 
chodynamics of  glue-sniffing  or  paint-thinner 
sniffing.  It  is  a tenable  assumption  that  in  the 
course  of  sniffing,  the  fundamental  defense 
mechanism  of  repression  is  lifted;  the  patient 
experiences  either  directly  or  in  symbolic  form 
fantasies  that  plumb  the  depths  of  his  problems, 
and  at  the  same  time  wish-fulfilling  fantasies 
that  will  permit  him  to  escape  or  deny  his 
problems.  The  patient’s  account  of  experiences 
related  to  his  various  “trips”  may  then  be  re- 
lated to  this  interpretation;  for  example,  the 
focus  of  several  of  the  experiences  (e.g.,  the 
Naval  Academy,  the  fight  with  the  gladiator, 
the  “spy”  work)  was  on  demonstrating  strength, 
power,  or  fortitude;  the  patient  may  have  been 
indicating  that  he  wanted  to  be  a strong  and 
important  man  so  that  he  could  be  reunited  with 


his  father  and  receive  the  love  and  help  that 
he  needs  but  cannot  admit  at  a conscious  level. 

The  recurring  themes  of  the  trips,  however, 
are  those  of  depression  and  failure.  In  the 
trips  the  patient  sees  himself  as  ineffective  and 
sexually  inadequate,  as  trapped,  being  held 
prisoner,  and  as  being  helplessly  wounded. 
Symbolically,  during  the  trip,  the  patient  con- 
siders escape  from  his  problems  by  the  use 
of  a time-machine  or  a trip  to  outer  space — as 
in  real  life  he  attempts  to  escape  from  his 
problems  by  sniffing  the  paint-thinner.  It  is 
thus  suggested  that  the  patient’s  paint-thinner 
sniffing,  like  his  other  forms  of  antisocial  be- 
havior, have  represented  a form  of  rebellion 
against  his  parents — and  a denial  of  his  love 
for  and  need  of  the  parents  which  becomes 
manifest  in  his  psychodelic  experiences. 

Summary 

A 22-year-old,  single,  white  male  had  a his- 
tory of  paint-thinner  sniffing  for  15  months. 
He  presents  more  or  less  the  same  clinical  pic- 
ture as  the  glue  sniffer  does.  Electroencephalo- 
grams were  taken  before  and  after  the  paint 
sniffing  during  which  the  patient  had  a trip. 
They  were  found  to  be  normal.  The  possibility 
that  paint-thinner  sniffing  lifts  the  defense 
mechanism,  repression,  is  discussed.  The  pa- 
(Continued  on  page  230) 
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Adult  Diabetes  Mellitus 
A Critique  of  the  Diagnosis'}* 


James  Robert  Hendon,  M.D..  and  David  White.  M.D. 

I^miisx  ille,  Kentucky 


This  paper  presents  original  ideas  about  hy- 
perglycemia and  diabetes  mellitus  which  should 
be  of  interest  to  our  readers — The  Editors. 

THIS  discussion  will  arbitrarily  exclude 
from  consideration  the  metabolic  disorder 
known  as  ‘juvenile’  or  ‘brittle’  or  ‘insulin- 
dependent’  diabetes  mellitus.  It  will  deal  only 
with  the  abnormal  state  which  usually  has  its 
onset  in  the  middle  years  of  life  and  is  char- 
acterized by  hyperglycemia  and  the  infrequent 
occurrence  of  ketosis.  This  clinical  state  pres- 
ently goes  by  the  name  ‘stable’  or  ‘insulin- 
resistant'  or  ‘adult-onset'  diabetes  mellitus. 

About  400  years  before  Christ,  Plato  said, 
“If  you  would  speak  with  me,  first  define  your 
terms.”  In  working  in  an  endocrine  clinic  popu- 
lated largely  by  middle-aged  and  elderly,  over- 
weight, hyperglycemic  individuals  who  had  been 
referred  for  treatment  of  ‘diabetes  mellitus’,  it 
occurred  to  us  that  we  could  not,  to  our  satis- 
faction, categorize  all  of  these  patients  as  ac- 
tually having  diabetes  mellitus.  Unless  we  were 
willing  to  accept  the  proposition  that  all  hy- 
perglycemia-unresponsiveness  is  diabetes  mel- 
litus, we  were  sadly  lacking  a definition. 

In  such  a situation,  one  turns  to  authorita- 
tive texts  for  clarification.  One  of  these1  defines 
the  condition  as  a chronic  disease,  genetically 
determined  and  directly  attributable  to  a de- 
ficiency in  insulin  action.  Further  definitive 
comment  incriminates  the  pancreas,  the  adeno- 
hypophysis, the  adrenal  cortex,  or  the  thyroid. 
Another  source2  discusses  excellently  and  in 
depth  the  characteristics  of  diabetes  mellitus, 

fPresented  at  the  joint  meeting  of  the  Kentucky 
Chapter,  American  College  of  Physicians  and  the 
Kentucky  Diabetes  Association,  September  26,  1968 


but  does  not  precisely  define  it.  Still  another2 
speaks  of  a chronic  disorder  of  carbohydrate 
metabolism  resulting  from  relative  or  absolute 
insulin  deficiency. 

Questionnaires  requesting  definition  were 
sent  to  200  members  of  the  Endocrine  So- 
ciety and  the  American  Diabetes  Association  as 
representing  that  sector  of  medical  thought 
most  likely  to  furnish  the  exclusively  identify- 
ing characteristics  of  diabetes  mellitus.  There 
were  44  replies.  The  majority  of  these  ran 
somewhat  as  follows:  “Adult-onset  diabetes  is 
that  form  of  diabetes  which  . . “A  mild  or 
moderate  intolerance  becoming  manifest  in  an 
adult.”  “A  disease  state,  most  likely  hereditary, 
in  which  the  patho-physiology  is  quite  wide- 
spread, not  very  well  understood,  can  and  does 
affect  every  system  in  the  body.  It  is  usual- 
ly best  treated  . . .”  And  so  on. 

None  of  these  sources,  we  felt,  clearly  de- 
lineated an  entity  which  might  be  called  ‘di- 
abetes mellitus’  — unless  we  were  willing  to 
accept  all  hyperglycemia-unresponsiveness  as 
‘diabetes  mellitus’.  Unfortunately,  it  is  not 
merely  a matter  of  semantics  that  is  involved 
here.  One  might  say,  certainly,  that  all  hyper- 
glycemia-unresponsiveness  is  the  result  of  insuf- 
ficient insulin  activity.  At  least,  all  hypergly- 
cemia can  be  reduced  by  injection  of  adequate 
amounts  of  insulin.  This  line  of  reasoning  is 
unwise  to  follow,  however.  We  are  confronted 
by  several  considerations.  The  usual  criteria 
for  the  diagnosis  of  diabetes  mellitus  are  con- 
sistently abnormal  glucose  tolerance  tests  and/ 
or  postprandial  hyperglycemia.  It  is  commonly 
accepted  that,  by  appropriate  measures,  the  ele- 
vation of  the  blood  sugar  can  be  controlled  but 
not  ‘cured’.  (Whether  such  ‘control’  affects  the 
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course  of  the  disorder  is  less  clear.)  At  any 
rate,  when  carbohydrate  intolerance  is  so  en- 
countered, a diagnostic  dead-end  is  reached, 
followed  inexorably  by  the  therapeutic  se- 
quelae of  diet  and  insulin,  or  other  hypo- 
glycemia agents. 

Yet  it  is  well  known  that  pheochromocytoma 
is  associated  with  hyperglycemia,  and  that  re- 
moval of  the  offending  tissue  is  followed  by 
return  of  the  blood  sugar  to  normal.  Adrenal 
cortical  tumors  produce  hyperglycemia  which 
is  reversed  after  appropriate  surgery.  We  have 
seen  one  patient  in  the  endocrine  clinic  of  the 
Louisville  General  Hospital  who  had  been 
treated  for  several  years  for  diabetes  mellitus, 
and  whose  hyperglycemia  decreased  when  un- 
discovered hyperthyroidism  was  appropriately 
combatted.  Growth  hormone  has  hyperglycemic 
effects  as  attested  by  the  fact  that  some  50  per- 
cent of  acromegalics  have  carbohydrate  in- 
tolerance.'1 Moreover,  in  such  patients,  the  hy- 
perglycemia decreases  as  the  hyperpituitarism 
is  successfully  treated,  or  becomes  quiescent. 
Figure  1 lists  some  of  the  causes  of  hypergly- 
cemia or  glycosuria  other  than  ‘diabetes  melli- 
tus\ 

Since  the  liver  is  the  main  carbohydrate 
storehouse  for  the  body,  it  is  not  surprising 
that  disorders  of  the  liver  are  frequently  as- 
sociated with  abnormalities  of  blood  sugar. 
Hemochromatosis  is  the  most  spectacular  of 
these.  Keen5  reported  a bizarre  instance  of 
fluctuating  hyper-  and  hypo-glycemia  in  a man 
with  multiple  hepatic  tumors.  Figure  2 shows 


REASONS  FOR  HYPERGLYCEMIA  AND/OR  GLYCOSURIA 

1.  ACROMEGALY 

2.  CUSHING  S DISEASE 

3.  HYPERADRENALCORTICISM 

4.  HEPATOCELLULAR  DISEASE 

5.  HEMOCHROMATOSIS 

6.  PHEOCHROMOCYTOMA 

7.  HYPERTHYROIDISM 

8.  ACTH,  GH,  GLUCAGON,  PROLACTIN 

9.  NEPHROSIS 

10.  ALIMENTARY  GLYCOSURIA 

11.  INTRACRANIAL  INJURY 

12.  SHOCK 

13.  ASPHYXIA 

14.  PAIN 

15.  ANESTHESIA 

16.  EMOTIONAL  DISTURBANCES 

17.  SMOKING 

18.  PREGNANCY 

19.  RENAL  GLYCOSURIA 

20.  THIAZIDE  DIURETICS 

21.  HYDRALAZINE 

22.  GUANETHIDINE 

23.  DIAZOXIDE 

24.  LSD 

FIGURE  1 (from  Keen1) 


FIGURE  2.  Multiple  glucose  tolerance  curves  on  patient 
with  hepatic  tumors.  (From  Keen,  H.,  Guy's  Hospital  Re- 
ports) 


a series  of  glucose  tolerance  tests  performed 
on  this  patient.  Various  hepatotoxic  drugs  can 
produce  hyperglycemia6,  as  may  sulfona- 
mides7, diazoxide89,  the  chlorothiazides10  and 
others111213.  Blood  sugar  returns  to  normal 
on  discontinuance  of  the  drug.  The  effect  of  the 
contraceptive  hormonal  preparations  on  blood 
sugar  is  not  yet  clear14. 

Even  in  the  absence  of  a satisfactory  defini- 
tion, it  would  seem  quite  inexpedient  to  regard 
all  of  the  foregoing  states  as  ‘diabetes  mellitus’. 

If  all  hyperglycemia  is  not  diabetes  melli- 
tus, then  is  all  diabetes  mellitus  hypergly- 
cemia? Because  of  our  difficulties  with  defini- 
tion, it  is  again  hard  to  say.  There  are  increas- 
ing numbers  of  reports,  however, 15-16-17'18  of 
the  presence  of  lesions  considered  to  be  path- 
ognomonic of  diabetes  mellitus  in  individuals 
with  no  demonstrable  carbohydrate  abnormali- 
ty. Thus,  nodular  glomerulosclerosis19'20,  ty- 
pical retinal  microaneurysms2122,  thicken- 
ing of  muscle  capillary  basement  membrane23 
all  seem  to  occur  in  the  absence  of  hyper- 
glycemia-unresponsiveness.  That  many  such 
individuals  eventually  develop  hyperglycemia 
is  not  completely  germane.  One  cannot  escape 
the  conviction  that  some  more  basic  pathologi- 
cal process  is  the  primary  offender. 

It  seems  to  be  true,  on  the  other  hand,  that 
long-standing,  clinical  and  experimentally  pro- 
duced hyperglycemia  will  lead  to  vascular 
changes  usually  considered  characteristic  of 
diabetes  mellitus24'25'26'27'28.  When  we  con- 
sider, however,  that  such  changes  never  oc- 
cur early  in  the  experimental  animals,  and 
that,  in  humans,  the  angiopathy  may  actually 
precede  the  hyperglycemia,  these  findings  lose 
some  of  their  import. 

It  does  appear,  then,  that  our  preoccupation 
with  blood  sugar  levels  in  the  past  may  have 
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been  misplaced.  Again,  were  this  a matter 
merely  of  semantics,  its  presentation  to  this 
group  would  not  be  justified.  This  is  not  the 
case,  however.  Medical  literature  is  replete 
with  studies  of  large  series  of  cases  of  so- 
called  ‘adult-onset  diabetes  mellitus’.  Concepts 
of  pathophysiology  and  of  therapy  are  formu- 
lated on  the  bases  of  such  studies.  “Which 
patient  has  the  diabetes?” 

Regretfully,  we  can  offer  no  clear-cut  and 
completely  delineating  definition  of  diabetes 
mellitus.  We  urge  that  students  of  the  dis- 
order everywhere  turn  all  their  energies 
toward  discovering  a precise  and  exclusive 
real  definition.  Such  efforts,  when  fruitful,  will 
bring  order  out  of  what  is  now  confusion,  and 
must  certainly  provide  basis  for  progress  in 
our  management  of  the  disorder. 

Where  shall  the  search  be  centered?  There 
is  little  or  no  disagreement  that  the  disorder 
we  are  contemplating  is  an  angiopathic  one. 
May  a genetic  defect,  or  one  produced  by  sus- 
tained carbohydrate  intolerance  implicate  en- 
zymatic mechanisms  resulting  in  vascular 
changes  and  hyperglycemia29?  Insulin  and 
glucose  suppress  the  release  of  non-esterified 
fatty  acids  (NEFA)  in  normal  subjects.  In  cer- 
tain hyperglycemic  individuals,  however,  there 
is  an  increase  of  NEFA  despite  the  hyper- 
glycemia30. In  such  subjects,  the  hypogly- 
cemic effect  of  exogenous  insulin  may  be  de- 
layed until  the  level  of  NEFA  has  been  re- 
duced. The  lipogenetic  effect  of  insulin,  on 
the  other  hand,  is  not  inhibited,  thus  allowing 
continued  build-up  of  adipose  tissue31'32-33  34. 

Many  tangential  considerations  arise  from 
these  and  other  observations.  Until  they  are  re- 
solved, however,  until  diabetes  mellitus  is  real- 
ly defined,  we  make  the  radical,  but  reason- 
able, proposal  that  the  term  ‘adult-onset  di- 
abetes mellitus’  and  its  equivalents  be  dropped 
from  medical  nomenclature,  and  that  individ- 
uals with  hyperglycemia-unresponsiveness  re- 
ceive the  more  realistic  diagnosis  of  ‘Hyper- 
glycemia— Cause  Undetermined’.  Use  of  this 
term  will  require  that  we  define  what  blood 
sugar  levels  really  constitute  hyperglycemia  at 
different  ages  of  adult  life.  It  should  suggest 
consideration  of  the  question  of  whether  a 
mild  hyperglycemia  per  se  requires  any  treat- 


ment. Finally,  such  a diagnosis  will  serve  as  a 
constant  challenge  to  us  to  determine  the 
cause,  and  in  some  cases  we  actually  will. 


Bibliography 

I.  Duncan,  G G , Diseases  of  Metabolism,  920  et  seq.,  W B 
Saunders  Co.,  Philadelphia,  1964. 

2 Williams,  R.  H . Textbook  of  Endocrinology,  613  et  seq  , 
W.  B Saunders  Co.,  Philadelphia,  1968. 

3.  Forsham,  P.  H.  et  al.,  Principles  of  Internal  Medicine,  635, 
McGraw-Hill,  New  York,  1 962. 

4.  Williams,  R H , Textbook  of  Endocrinology,  790,  W.  B 
Saunders  Co.,  Philadelphia,  1968. 

5.  Keen,  H , Fluctuating  Hyper-  and  Hypoglycemia  Asso- 
ciated with  Multiple  Hepatic  Tumors",  Guy’s  Hospital  Reports 
III  200,  1962. 

6.  Thomson,  J.  S.  et  al.,  "Liver  Damage  and  Impaired  Glu 
cose  Tolerance  After  Paracetamol  Overdosage",  British  Medical 
journal  5512:506,  1966. 

7.  Muting,  D.  et  al.,  "Cirrhosis  of  the  Liver  and  Diabetes 
Mellitus",  Germ.  Med.  Monthly  XI  385,  1966. 

8.  Tabachnick,  I.  I.  A.  et  al.,  "The  Effect  of  a Benzothiadia- 
zine,  Diazoxide,  on  Carbohydrate  Metabolism.  Diabetes  13, 
408,  1964. 

9 Wolff,  F.  W and  Parmley,  W.  W , "Further  Observations 
Concerning  the  Hyperglycemic  Activity  of  Benzothiadiazine”, 
Diabetes  13,  115,  1964. 

10.  Paschkis,  K E.  et  al.,  Clinical  Endocrinology,  806,  Har- 
per and  Row,  Hoeber  Med.  Div.,  New  York,  1967. 

II.  Goldman,  J.  A and  Schechter,  A.  "Effect  of  Cigarette 
Smoking  on  Glucose  Tolerance  in  Pregnant  Women”,  Israel  J 
Med.  Sc.  3,  501,  1967. 

12.  Okun,  R.  et  al.,  "The  Hyperglycemic  Effect  of  Hypoten 
sive  Drugs”  J.  Chron.  Dis.  17,  31,  1964. 

13.  Elder,  J.  T , "Antagonism  of  Lysergic  Acid  Diethylamide 
(LSD)  - induced  Hyperglycemia”,  lnt.  J.  Neuropharmacol.  3, 
295,  1964. 

14.  Spellacy.  W.  N and  Carlson,  K L.,  "Plasma  Insulin  and 
Blood  Glucose  Levels  in  Patients  Taking  Oral  Contraceptives  , 
Am.  ].  Obs.  & Gyn.  95,  474.  1966. 

15.  Ditschuneit,  H , "Prediabetes”,  Germ.  Med.  Monthly  XI. 
65.  1966. 

16.  Ellengerg,  M . "Clinical  Concept  of  Prediabetes”  N.  Y.  St 
].  Med.  64,  2885,  1964. 

17.  Ellenberg,  M.,  "Diabetes  in  the  Older  Age  Group”,  Ger 
iatrics  19,  47,  1964. 

18.  Fineberg,  S.  K,  "Application  of  Newer  Concepts  of 
Diabetes”,  J.  Am.  Ger.  Soc.  XIV,  463,  1966. 

19.  Levine,  R.,  "History  of  Etiology  of  Diabetes  Mellitus”, 
Arch.  Path.  78,  405,  1964. 

20.  Harrington,  A.R  et  al.,  "Nodular  Glomerulosclerosis 
Suspected  during  Life  in  a Patient  without  Demonstrable  Diabetes 
Mellitus,"  N.E.J.  Med.  275:206.  1966. 

21.  Linner,  E.  et  al.,  "Retinal  and  Renal  Lesions  of  Diabetic 
Type  without  Obvious  Disturbances  in  Glucose  Metabolism  in 
a Patient  with  Family  History  of  Diabetes,”  Am.  Jour.  Med 
39: 298,  1965. 

22.  Lavyel,  A.  and  Wolfsohn,  H , "Microaneurysms  of  the 
Conjunctiva  as  Evidence  of  Latent  Diabetes  or  Prediabetes,”  Bull. 
Anar.  7:537,  1965. 

23.  Siperstein,  M et  al.,  "Muscle  Capillary  Basement  Mem 
brane  Width  in  Normal,  Diabetic,  and  Prediabetic  Patients," 
Trans.  Assn.  Amer.  Phy.  Ixvlx: 330,  1966. 

24.  Becker,  D and  Miller,  M.,  "Presence  of  Diabetic 
Glomerulosclerosis  in  Patients  with  Hemochromatosis,”  N.E.J. 
Med.  263:361,  1960. 

25.  Burton,  T.  T.  et  al.,  "Diabetic  Retinopathy  Following 
Total  Pancreatectomy,”  Proc.  Staff  Meet.  Mayo  Clin.  32:733, 
1957. 

26.  Duncan,  J.  P.  et  al.,  "Diabetic  Retinopathy  and  Nephro- 
pathy in  Pancreatic  Diabetes,”  Lancet  1: 822,  1 95 8. 

27.  Heath,  H et  al.,  "Retinal  Angiopathy  in  the  Imino- 
dipropionitrile  Treated  Alloxan-diabetic  Rat,”  Br.  J.  Exp.  Path 
47:116,  1966. 

28.  Sprague,  R G , "Diabetes  Mellitus  Associated  with 

Chronic  Relapsing  Pancreatitis”,  Proc.  Staff  Meet.  Mayo  Clinic 
22,  553,  1947. 

29-  Erlanger,  S.  R.,  "Common  Enzyme  Deficiencies  May 

Cause  Atherosclerosis  and  Diabetes  Mellitus”,  Enzymologea  28, 

139,  1965. 

30.  Jakobson,  T , "Serum  Lipids  and  Glucose  Tolerance  in 
Subjects  with  Family  History  of  Diabetes  Mellitus”,  Act.  Med. 
Scan.  1 78.  181,  1965. 

31.  Gordon,  E.  S.,  "Lipid  Metabolism.  Diabetes  Mellitus,  and 
Obesity”,  Adv.  in  lnt.  Med.  12,  66,  1964. 

32.  Sullivan,  J.  F.  et  al.,  "Serum  Lipid  Abnormalities  in  Dia- 
betes Mellitus",  Ther.  Res.  7,  28,  1965. 

33.  Randle,  P J.  et  al.,  "The  Glucose-Fatty  Acid  Cycles  in 
Obesity  and  Maturity  Onset  Diabetes”,  Ann.  N.  Y.  Acad,  Sc. 
131,  324,  1965. 

34.  Vallance-Owen,  J . "Synalbumen  Antagonism  in  Obesity 
and  Maturity  Onset  Diabetes  Mellitus”,  Ann.  N.  Y.  Acad  Sc. 

131,  315,  1965. 


lucky  Medical  Association  • March  1969 


205 


So  hell  breathe  easier: 

relieve  anxiety 
while  you  relieve  pain. 

Relief  of  pain  is  usually  a major  goal  in  traumatic  conditions. 
But  often  of  importance,  too,  is  alleviation  of  anxiety  and 
tension  that  may  heighten  patient  discomfort. 

Single-prescription,  non-narcotic  Equagesic  may  effectively 
relieve  pain.  And  ease  anxiety  and  tension. 

TABLETS 

Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


IN  BRIEF. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin,  meprobamate  or  ethoheptazine  citrate. 

Warnings:  use  in  pregnancy  : Safety  for  use  during  pregnancy  or  lactation  has  not  been  established;  therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child-bearing  age  only  when  the  physician  judges  its  use 
essential  to  the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  in  susceptible  persons— as  alcoholics,  ex-addicts,  severe  psychoneurotics— has  resulted  in  depen- 
dence or  habituation.  Withdraw  gradually  after  prolonged  excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and  coordination.  If  drowsiness,  ataxia  or  visual  disturbances  (impair- 
ment of  accommodation  and  visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  patients  should  not  operate 
machinery  or  drive.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and  respiratory 
rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  gastric  lavage  and  appropriate  symptomatic  therapy  (CNS  stimulants  and  pressor  amines  as 
indicated).  Two  instances  of  accidental  or  intentional  significant  overdosage  with  ethoheptazine  and  aspirin  have 
been  reported.  These  were  accompanied  by  CNS  depression  (drowsiness  and  lightheadedness)  but  resulted  in 
uneventful  recovery.  On  basis  of  pharmacologic  data,  CNS  stimulation  could  be  anticipated,  with  nausea,  vomiting 
and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific  parenteral  electrolyte  therapy 
for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrombinemic  hemorrhage  [usually  requires  whole 
blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may  cause  nausea  with  or  without  vomiting  and  epigastric 
distress,  in  a small  percentage  of  patients.  Dizziness  is  rare  at  recommended  dosage.  Meprobamate  may  cause 
drowsiness,  ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses.  Such  patients  may  have  had  no  previous  contact  with  meprobamate  and 
may  or  may  not  have  an  allergic  history.  Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculo- 
papular  rash.  Acute  nonthrombocytopenic  purpura  with  cutaneous  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  If  allergic  reaction  occurs,  discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  These  cases  should 
be  treated  symptomatically  including,  when  indicated,  such  medication  as  epinephrine,  antihistamine  and  possibly 
hydrocortisone.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  on  continuous  use.  Rarely, 
aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic  anemia  have  been 
reported,  almost  always  in  presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management  of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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Health  Careers  in  Kentucky 


THE  Kentucky  Medical  Association  and 
its  Auxiliary  are  now  officially  members 
of  the  Advisory  Council  of  the  Health 
Careers  in  Kentucky. 

Upon  recommendation  of  the  KMA  Health 
Careers  Committee  the  Board  of  Trustees  voted 
to  appropriate  in  support  of  its  membership  on 
the  Council  a sum  equivalent  to  $1  per  member 
per  year.  In  addition,  because  of  the  Auxiliary's 
continuous  interest  in  and  contribution  to  pro- 
grams in  health  career  recruitment,  the  Board 
recommended  to  underwrite  the  Auxiliary’s 
membership  on  the  Council.  This  amounts  to 
$50  per  year. 

Health  Careers  in  Kentucky  was  organized 
and  developed  by  the  Kentucky  Hospital  As- 


sociation at  the  request  of  the  Kentucky  Allied 
Medical  Council,  and  it  is  intended  to  repre- 
sent the  cooperative  efforts  of  all  interested 
health  organizations  and  agencies  within  the 
state. 

Its  major  purpose  is  to  improve  the  recruit- 
ment of  candidates  for  careers  in  health  within 
the  state  and  promises  to  become  the  focal 
point  for  such  activities  in  the  very  near  future. 

The  Health  Careers  Committee  feels  HCIK 
merits  the  full  endorsement  and  support  of  the 
Kentucky  Medical  Association  and  calls  upon 
all  of  its  members  to  cooperate  actively  with 
this  organization. 

Joseph  Hamburg,  M.D.,  Chairman 
KMA  Health  Careers  Committee 


Fair  Representation 


AT  A recent  meeting  of  the  Jefferson 
County  Medical  Society,  William  Moses, 
M.D.,  indicated  that  the  number  of 
Negroes  graduating  from  dental  and  medical 
schools  in  the  United  States  is  declining.  Com- 
ing from  so  highly  respected  a physician  as  he, 
this  rather  surprising  conclusion  seemed  to  merit 
further  study.  Consequently,  I inquired  of  the 
Division  of  Medical  Education  of  the  AMA 
and  of  the  deans  of  our  two  medical  schools  to 
learn  that  Doctor  Moses’  statement  is  correct 
at  least  with  respect  to  our  state. 

For  the  AMA,  Hayden  C.  Nicholson,  M.D., 
replied,  “The  AMA  and  the  National  Medical 
Association  through  the  Liaison  Committee  are 
undertaking  to  acquire  current  statistics  on  the 
number  of  Negro  medical  students  and  gradu- 


ates. My  impression  is  that  during  the  last  10 
years  there  has  been  a slight  increase  in  the 
number  of  Negroes  enrolled  in  and  graduated 
from  American  Medical  Schools  but  that,  since 
there  has  been  an  over-all  increase  in  the 
number  of  students  and  graduates,  the  per- 
centage of  Negroes  has  increased  little,  if  at 
all,  and  actually  may  have  decreased.”  Charles 
E.  Wagner,  M.D..  associate  dean  of  the  U.  of  L. 
School  of  Medicine,  stated  that  there  have 
been  three  Negro  graduates  during  the  last  10 
years  and  none  during  the  past  seven  years. 
He  adds,  “The  number  of  Negro  applicants  has 
always  been  low.  Recently  we  have  made  a 
special  attempt  to  attract  qualified  Negro  stu- 
dents to  apply  to  the  medical  school.  Because  of 
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this  program  I expect  the  number  of  Negro 
applicants  to  increase.” 

William  S.  Jordan,  Jr.,  M.D.,  dean  of  medi- 
cine at  U.  K.  wrote,  “Our  Admissions  Commit- 
tee has  turned  down  only  two  of  all  the  stu- 
dents who  applied  to  us  who  were  known  to  be 
black,  and  one  of  them  was  from  out  of  state. 
Since  the  number  of  black  applicants  has  been 
small  so  has  the  number  of  Negro  graduates. 
It  would  appear  that  this  number  has  neither 
increased  nor  decreased.  We  have  concluded 
that  it  cannot  be  increased  until  we  and  others 
increase  our  efforts  at  the  high  school  and  col- 
lege level  to  recruit  more  blacks  for  the  health 
professions.”  In  the  five  graduating  classes  at 
Lexington  there  have  been  five  Negroes;  there 
are  three  now  in  the  sophomore  and  junior 
classes. 

It  may  be  appropriate  to  speculate  as  to  the 
reasons  for  this  disparity.  Negroes  comprise  15 
percent  or  more  of  Kentucky’s  population  and 
about  the  same  percentage  nationally,  and  they 
make  up  less  than  one  percent  of  our  medical 
graduates  in  this  state.  First  of  all  we  do  not 
believe  it  is  a fault  in  any  measure  of  the  admis- 
sions committee’s  policy  of  selection  in  either  of 
our  schools.  We  believe,  as  both  deans  have 
stated,  that  it  is  because  qualified  applicants 
have  not  presented  themselves.  These  commit- 
tees use  every  practical  device  at  their  com- 
mand to  select  from  candidates  those  who  show 
by  scholarship,  motivation  and  otherwise  those 
qualities  which  will  most  likely  assure  that  they 
will  pursue  a full  course  of  medical  training 
and  will  not  become  dropouts,  thereby  depriv- 
ing another  worthy  person  of  a chance.  And 
even  at  that  they  constantly  have  up  to  a 10 
percent  error.  No  one  can  predict  from  a group 
of  applicants  who  will  become  a good  physician 
or  dentist  and  bring  honor  to  the  profession;  to 
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expect  that  he  will  continue  and  obtain  a de- 
gree is  uncertain  enough. 

Many  more  Negroes  are  seeking  a higher 
education  now  than  ever  before.  It  seems  that 
their  goal  is  more  toward  physical  education, 
teaching,  or  the  ministry  than  toward  scientific 
or  even  business  careers.  This  is  perhaps  the 
principal  reason  for  so  few  qualified  appli- 
cants to  medical  or  dental  schools. 

The  question  arises  as  to  whether  many 
Negro  students  with  good  scholarship  and  moti- 
vation can  afford  financially  to  enter  upon 
the  long  and  admittedly  expensive  period  of 
training  required  in  medicine.  A large  percent- 
age of  students  now  in  training  are  without 
adequate  financial  support.  There  are,  how- 
ever, fairly  ample  provisions  in  all  medical 
schools  for  free  scholarships  or  loans.  These 
resources  are  equally  available  to  all  and  a 
promising  Negro  candidate  will,  in  all  prob- 
ability, be  able  to  obtain  financial  help  more 
readily  and  perhaps  in  larger  amounts  than 
almost  any  others. 

Motivation  for  one  reason  or  another  would 
seem  to  be  the  most  vital  element  in  assuring 
a Negro  candidate  acceptance  to  almost  any 
of  our  medical  schools.  An  intelligent  effort  at 
recruitment  therefore  is  the  most  important 
step  that  we  as  physicians  and  dentists  can 
employ  in  an  effort  to  improve  this  situation 
which  most  certainly  must  concern  us  all. 
There  is  healthy  and  stimulating  competition 
for  every  available  opening  in  the  freshman 
medical  and  dental  classes  every  year.  Fair- 
ness in  the  selection  of  applicants  has  always 
been  hopefully  expected  and  our  admission 
committees  continue  to  do  a clean  and  honest 
job  of  it — but  we  should  try  by  every  honorable 
means  to  give  Negroes  a better  representation 
in  our  professions. 

Sam  A.  Overstreet,  M.D. 
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OPTICAL  ILLUSION? 

All  the  long,  diagonal 
lines  are  parallel,  but  the 
cross  lines  distract  the 
eye  and  make  them  ap- 
pear at  angles.  Don’t  suf- 
fer from  the  illusion  that 
all  glasses  are  properly 
crafted.  Rely  on  SOUTH- 
ERN OPTICAL  accuracy. 


Charge  accounts 
invited 


^oulkm, 

Optical* 


SOUTHERN  OPTICAL  BLOG  . 640  S 4th 
(Midway  between  Broadway  t Chestnut) 
MEDICAL  ARTS  BLDG  . Eastern  Parkway 
ST  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLOG  . Floyd  t Gray 
CONTACT  LENSES.  640  S.  4th 


Louisville 


Bowling  Green 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


A realistic 
approach 
to  pain 


relief 


Empirin’ 


Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

Prescription,  where  State  law  permits. 

Mjp  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

.L£i  IVickahoe,  N.Y. 


Preludin® 

phenmetrazine  hydrochloride 

Preludin  is  indicated  only  as 
an  anorexigenic  agent  in  the 
treatment  of  obesity.  It  may 
be  used  in  simple  obesity 
and  in  obesity  complicated 
by  diabetes,  moderate  hyper- 
tension (see  Precautions), 
or  pregnancy  (see  Warning). 
Contraindications:  Severe 
coronary  artery  disease,  hy- 
perthyroidism, severe  hyper- 
tension, nervous  instability, 
and  agitated  prepsychotic 
states.  Do  not  use  with  other 
CNS  stimulants,  including 
MAO  inhibitors. 

Warning:  Do  not  use  during 
the  first  trimester  of  pregnan- 
cy unless  potential  benefits 
outweigh  possible  risks. 
There  have  been  clinical  re- 
ports of  congenital  malfor- 
mation, but  causal  relation- 


ship has  not  been  proved. 
Animal  teratogenic  studies 
have  been  inconclusive. 
Precautions:  Use  with  cau- 
tion in  moderate  hyperten- 
sion and  cardiac  decompen- 
sation. Cases  involving 
abuse  of  or  dependence  on 
phenmetrazine  hydrochloride 
have  been  reported.  In 
general,  these  cases  were 
characterized  by  excessive 
consumption  of  the  drug  for 
its  central  stimulant  effect, 
and  have  resulted  in  a psy- 
chotic illness  manifested  by 
restlessness,  mood  or  be- 
havior changes,  hallucina- 
tions or  delusions.  Do  not  ex- 
ceed recommended  dosage. 
Adverse  Reactions:  Dryness 
or  unpleasant  taste  in  the 
mouth,  urticaria,  overstimu- 
lation, insomnia,  urinary  fre- 
quency or  nocturia,  dizzi- 
ness, nausea,  or  headache. 


Dosage:  One  25  mg.  tablet 
b.i.d.  or  t.i.d.  Or  one  75  mg. 
Endurets  tablet  a day, 
taken  by  midmorning. 
Availability:  Pink,  square, 
scored  tablets  of  25  mg.  for 
b.i.d.  or  t.i.d.  administration, 
in  bottles  of  100  and  1000. 

Pink,  round  Endurets® 
prolonged-action  tablets  of 
75  mg.  for  once-a-day  ad- 
ministration, in  bottles  of  100 
and  1000.  (B)  R3-46-560-B 

Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 

For  complete  details, 
please  see 

lull  prescribing  information. 

Geigy  Pharmaceuticals  (tin 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Preludin 

phenmetrazine 

hydrochloride 


Endurets 

prolonged-action 

tablets 


pttOUONGCO  - AUtioH 

1 ABLCT  S 


They  run 
a good  chance 
of  losing 
weight. 


Exercise  and  Preludin  run  together  in  helping 
patients  to  lose  weight. 

Preludin  often  puts  a natural  curb  on  appetite 
and  frequently  promotes  a sense  of 
well-being.  By  boosting  a dieter’s  spirit, 
Preludin  may  help  patients  get  the  exer- 
cise you  may  prescribe. 


One  Endurets  tablet  taken  between  breaks 
fast  and  midmorning  usually  provides 
daylong  and  early-evening  suppression 
of  appetite. 


Mild  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,”  he  soon  suf- 
fers from  acute  discomfort... and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HC1)  and  the  dependable  anticholinergic 
/ antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient's  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also. 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma; prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction;  known  hypersensitivity 
to  chlordiazepoxide  HC1  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  CN  . 
depressants.  As  with  all  CNS-acting  drugs,  cat  - 
tion  patients  against  hazardous  occupations  r<  , 
quiring  complete  mental  alertness  (e.g.,  operatir 
machinery,  driving).  Though  physical  and  ps;  • 
chological  dependence  have  rarely  been  reporte  ; 
on  recommended  doses,  use  caution  in  at  » 
ministering  Librium  (chlordiazepoxide  hydrt  , 
chloride)  to  known  addiction-prone  individua 
or  those  who  might  increase  dosage;  withdraw; 
symptoms  (including  convulsions),  followin 
discontinuation  of  the  drug  and  similar  to  thos 
seen  with  barbiturates,  have  been  reported.  Us 
of  any  drug  in  pregnancy,  lactation,  or  in  wome 
of  childbearing  age  requires  that  its  potenti; 
benefits  be  weighed  against  its  possible  hazard 
As  with  all  anticholinergic  drugs,  an  inhibitini 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  debilitate! 
limit  dosage  to  smallest  effective  amount  to  pn 
elude  development  of  ataxia,  oversedation  c 
confusion  (not  more  than  two  capsules  per  da 
initially;  increase  gradually  as  needed  and  tolei 


or  here. 
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:d).  Though  generally  not  recommended,  if 
mbination  therapy  with  other  psychotropics 
;ms  indicated,  carefully  consider  individual 
armacologic  effects,  particularly  in  use  of  po- 
itiating  drugs  such  as  MAO  inhibitors  and 
lenothiazines.  Observe  usual  precautions  in 
esence  of  impaired  renal  or  hepatic  function, 
iradoxical  reactions  (e.g.,  excitement,  stimula- 
>n  and  acute  rage)  have  been  reported  in  psy- 
iatric  patients.  Employ  usual  precautions  in 
tatment  of  anxiety  states  with  evidence  of  im- 
nding  depression;  suicidal  tendencies  may  be 
esent  and  protective  measures  necessary.  Vari- 
'le  effects  on  blood  coagulation  have  been 
ported  very  rarely  in  patients  receiving  the 
ug  and  oral  anticoagulants;  causal  relation- 
ip  has  not  been  established  clinically. 
ADVERSE  REACTIONS:  No  side  effects  or 
anifestations  not  seen  with  either  compound 
one  have  been  reported  with  Librax.  When 
ilordiazepoxide  hydrochloride  is  used  alone, 
owsiness,  ataxia  and  confusion  may  occur, 
pecially  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide  hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

LIBRAX* 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide  HC1  and  2.5  mg  clidinium  Br. 


CIPOCMEJ-J 

ROCHE 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Public  Enema  No.1 


Claim  the  rewards  of  sparing  your  patients  the  tubes 
and  tribulations  of  unpleasant  enemas. 

Compared  to  enemas,  Dulcolax  suppositories  are  a 
gentler  and  simpler  way  to  empty  the  bowel.  Gone 
are  the  tubing,  the  "accidents”,  and  the  bruised  egos. 
Just  one  suppository,  inserted  against  the  bowel  wall, 
usually  brings  about  an  evacuation  within  15  minutes 
to  an  hour. 

In  the  hospital,  order  Dulcolax  for  constipation  or 


bowel  cleansing.  Your  patients  will  often  prefer  it  to 
embarrassing  enemas.  And  you  can  be  sure  nurses 
will  appreciate  the  saving  in  time  and  effort. 

Dulcolax  tablets  taken  at  night  usually  result  in  a 
bowel  movement  the  following  morning.  A combina 
tion  of  tablets  at  night  and  a suppository  the  next 
morning  generally  cleans  the  bowel  thoroughly  in 
preparation  for  surgery  or  special  procedures.  Keep 
in  mind,  however,  that  the  drug  is  contraindicated  ir 
the  acute  surgical  abdomen. 


DulcolaxJtb  predictable 
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Under  license  from  Boehringer  Ingelheim  G.m.b.H. 


% Geigy  Pharmaceuticals , Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York  10502 


ORGANIZATION  SECTION 


KMA  Finalizes  Plans  For 
1969  Interim  Meeting 

A high  attendance  of  physicians  is  expected  at 
the  1969  Interim  Meeting  of  the  Kentucky  Medical 
Association  March  26  and  27  at  the  Continental 
Inn,  Lexington,  according  to  Henry  B.  Asman,  M.D., 
KMA  president  and  program  chairman. 

Authoritative  guest  speakers  have  consented  to 
participate  in  the  two-day  program  which  will  begin 
with  a dinner  Wednesday  highlighted  by  Governor 
Louie  B.  Nunn’s  keynote  address  on  health  matters 
in  Kentucky.  The  meeting  will  close  with  a luncheon 
session  Thursday  featuring  a talk  on  “Blue  Shield’s 
Partnership  with  Medicine,”  by  George  Dunlop, 
M.D.,  Boston,  Mass.,  president  of  Massachusetts 
Medical  Service. 

Four  speakers  will  present  a panel  discussion  of 
Comprehensive  Health  Planning  Thursday  morning, 
moderated  by  George  F.  Brockman,  M.D.,  Green- 
ville, KMA  past  president.  The  participants,  all  ac- 
tive in  health  planning  roles,  include  Frank  Gro- 
schelle  and  Strawn  Taylor,  Frankfort,  Senator  Clyde 
Middleton,  Covington,  and  Frederick  A.  Stine,  M.D., 
Ft.  Thomas. 

Other  speakers  participating  on  the  morning  pro- 
gram are  Donald  E.  Wood,  M.D.,  Indianapolis,  Ind., 
who  will  discuss  “Health  Manpower — Mostly!”,  and 
Norman  E.  Farber,  New  York,  N.Y.,  whose  topic  is 
“Health  Careers  Program  of  the  National  Health 
Council.”  Mr.  Farber  is  the  director  of  the  Council’s 
Health  Careers  Program. 

In  conjunction  with  the  Interim  Meeting,  the 
Eighth  KMA  Orientation  Program  for  new  members 
will  be  presented  and  the  KMA  Woman’s  Auxiliary 
will  meet.  Doctor  Asman  urges  all  Kentucky  phy- 
sicians to  attend  this  exciting,  informative  session. 

Six  KMA  Trustee  Districts 
Plan  Spring  Meetings 

Six  KMA  Trustee  Districts  have  planned  annual 
meetings  featuring  a slide  presentation  on  Associa- 
tion activities  by  Henry  B.  Asman,  M.D.,  Louisville, 
KMA  president,  according  to  the  districts’  trustees. 

At  press  time,  plans  had  been  made  by  the  Tenth 
District  to  meet  April  8 at  the  Imperial  House,  Lex- 
ington. In  addition  to  Doctor  Asman’s  talk,  John 
Stewart,  M.D.,  Frankfort,  was  asked  to  speak  on 
KEMPAC.  The  Eighth  District  had  planned  an 
April  10  meeting  at  Devou  Memorial  Building  in 


Covington  to  which  the  physicians’  wives  had  been 
invited. 

The  Fifteenth  District  will  have  a meeting  April 
16  in  Manchester  preceded  by  an  afternoon  scien- 
tific program.  Other  districts  planning  meetings  in- 
clude the  Thirteenth  May  6 in  Ashland,  the  Four- 
teenth May  7 tentatively  in  Pikeville,  and  the  Twelfth 
District  June  1 1 in  Somerset.  Physicians  in  all  dis- 
tricts planning  spring  sessions  will  receive  letters  out- 
lining program  details. 

Topic  of  UK  Radiology  Symposium 
To  Be  Bone  and  Joint  Disease 

“Current  Concepts  in  Bone  and  Joint  Disease” 
will  be  the  topic  of  a symposium  April  29  to  May  2 
sponsored  by  the  department  of  radiology  in  coopera- 
tion with  the  departments  of  orthopedics  and  patholo- 
gy of  the  University  of  Kentucky  Medical  Center,  ac- 
cording to  Harold  D.  Rosenbaum,  professor  and 
chairman  of  the  department. 

Subjects  to  be  included  in  the  four-day  conference 
are  arthritides,  trauma  and  chondrodysplasias.  With 
emphasis  on  new  or  controversial  material,  a one- 
day  panel  discussion  will  cover  nuances  of  a variety 
of  proven  cases. 

A distinguished  visiting  faculty  will  include  na- 
tionally prominent  speakers.  Staff  members  of  the 
University  of  Kentucky  College  of  Medicine  will 
also  participate  in  the  discussions. 

UL,  Arthritis  Foundation  Plan 
Rheumatic  Diseases  Conf. 

The  Fifth  Annual  Rheumatic  Disease  Symposium, 
sponsored  by  the  University  of  Louisville  School 
of  Medicine  and  the  Kentucky  Chapter  of  the 
Arthritis  Foundation,  will  be  April  10  in  the  Louis- 
ville General  Hospital’s  Rankin  Amphitheater,  ac- 
cording to  David  H.  Neustadt,  M.D.,  Louisville, 
chief  of  the  school’s  section  on  rheumatic  diseases. 

The  full-day  conference,  entitled  “What's  New”  in 
Rheumatic  Diseases,  will  include  discussions  of  re- 
cent advances  in  diagnosis  and  treatment  of  rheuma- 
toid arthritis  in  adults  and  children,  osteo-arthritis, 
crystal  induced  synovitis,  special  forms  of  periodic 
arthritis  and  new  surgical  approaches  to  arthritis. 
Audience  participation  in  panel  discussions  will  be 
encouraged.  Doctor  Neustadt  said. 

J.  William  Hollingsworth,  M.D.,  chairman  of  the 
University  of  Kentucky  Medical  Center’s  department 
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of  medicine,  will  be  included  among  the  nationally 
prominent  authorities  on  the  symposium’s  guest 
faculty.  Further  information  may  be  obtained  from 
the  Symposium  Program  Committee,  Kentucky 
Arthritis  Foundation,  209  Speed  Bldg.,  Louisville,  Ky. 
40202. 


Mr.  Mahoney  Joins  KMA  Staff 
In  Field  Services  Division 

Jerry  E.  Mahoney,  Frankfort,  Kentucky’s  first  di- 
rector of  community  development,  joined  the  staff 

of  the  Kentucky  Medi- 
cal Association  March  1 
as  assistant  director  of 
field  services.  In  this 
capacity,  Mr.  Mahoney 
will  work  closely  with 
Director  Gilbert  Arm- 
strong in  the  areas  of 
legislative  activities,  gov- 
ernmental medical  pro- 
grams and  liaison  of  the 
Headquarters  Office 
with  members  through- 
out the  state. 

Before  coming  to  KMA,  Mr.  Mahoney  served 
as  president  of  Community  Development  Associates, 
Inc.  consulting  firm  and  prior  to  holding  that  office 
as  executive  vice-president  of  the  Frankfort — Frank- 
lin County  Chamber  of  Commerce.  He  was  elected 
to  the  Frankfort  City  Commission  in  November, 
1967,  and  took  office  January  1,  1968  for  a two-year 
term. 

A graduate  of  Transylvania  College  and  an  active 
participant  in  community  affairs,  Mr.  Mahoney  is  a 
member  of  the  Frankfort-Franklin  County  Chamber 
of  Commerce,  former  member  of  the  Mayor’s  Advis- 
ory Committee,  past  fund  drive  chairman  and  past 
president  of  the  Franklin  County  United  Fund.  He 
was  chosen  “Outstanding  Young  Man  of  Franklin 
County  in  1966”  by  the  Jaycees.  Mr.  Mahoney  is 
married  and  has  three  children. 

Fourth,  Seventh  KMA  Districts 
Hear  Dr.  Asman  at  Meetings 

Henry  B.  Asman,  M.D.,  Louisville,  KMA  presi- 
dent, discussed  various  activities  of  the  Association 
with  carefully  prepared  slide  presentations  at  the  an- 
nual meetings  of  the  Fourth  and  Seventh  Trustee  Dis- 
tricts January  30  and  February  27  respectively. 

The  program  of  the  Fourth  District,  which  met  in 
the  Old  Talbott  Tavern,  Bardstown,  also  featured  a 
discussion  of  Comprehensive  Health  Planning  in  Ken- 
tucky by  Strawn  W.  Taylor,  director  of  the  state’s 
CHP  Program. 

David  B.  Stevens,  M.D.,  Lexington,  outlined  the 
activities  and  plans  of  KEMPAC  at  the  Seventh 
District’s  meeting  at  the  Ramada  Inn,  Frankfort. 


Ob-Gyn  Society  Schedules  Mtg. 
April  11-12  in  Louisville 

Luigi  Mastroianni,  Jr.,  M.D.,  professor  and  chair- 
man of  the  department  of  obstetrics  and  gynecology 
at  the  University  of  Pennsylvania  School  of  Medicine, 
will  be  one  of  four  guest  speakers  to  participate  in 
the  program  of  the  annual  spring  meeting  of  the  Ken- 
tucky Obstetrical  and  Gynecological  Society  April 
11-12  at  Stouffer’s  Louisville  Inn,  according  to 
Walter  M.  Wolfe,  M.D.,  Louisville,  secretary-treas- 
urer of  the  Society. 

Doctor  Mastroianni,  a 1950  graduate  of  the  Boston 
University  School  of  Medicine,  is  a diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a 
fellow  of  the  American  College  of  Surgeons  and  the 
American  College  of  Obstetricians  and  Gynecologists 
and  former  chairman  of  the  advisory  committee  on 
primate  centers.  National  Institutes  of  Health.  He 
will  discuss  “Physiological  Basis  for  the  Treatment  of 
Tubal  Disease.” 

Other  participants  and  their  topics  include  Duncan 
Reid,  M.D.,  professor  and  chairman  of  the  Harvard 
Medical  School’s  ob-gyn  department,  “Diabetes  in 
Pregnancy;”  Robert  Rutherford,  M.D.,  associate  clin- 
ical professor  of  obstetrics  and  gynecology,  Univer- 
sity of  Washington  School  of  Medicine,  “Psycho- 
genic Factors  in  Infertility”;  and  William  Q.  Ascari, 
M.D.,  director  of  clinical  rsearch  for  the  Diagnostics 
ORTHO  Research  Foundation,  “Rh  Immune-globulin 
and  Its  Role  in  the  Presence  of  RH  Hemolytic 
Diseases  of  the  Newborn.” 


Pathologists  To  Meet  April  10 

The  annual  spring  meeting  of  the  Kentucky  So- 
ciety of  Pathologists  will  be  a joint  session  with  the 
Greater  Cincinnati  Society  of  Pathologists  April  10 
at  the  Cincinnati  Academy  of  Medicine,  according 
to  George  R.  Tanner,  M.D.,  Ft.  Thomas,  program 
chairman. 

Following  a dinner  meeting,  beginning  at  6:45 
p.m.,  Robert  H.  Heptinstall,  M.D.,  Johns  Hopkins 
University  School  of  Medicine,  will  discuss  “Focal 
Glomerulonephritis”.  Doctor  Heptinstall,  a national- 
ly recognized  authority  on  kidney  diseases,  is  the 
author  of  a well-known  book  on  this  subject. 

Lex.  Conf.  To  Have  Ob-Gyn  Spkr. 

A discussion  of  “The  Graphic  Analysis  of  Normal 
and  Abnormal  Labor”  by  J.  Robert  Willson,  M.D., 
professor  and  chairman  of  the  department  of  ob- 
stetrics and  gynecology  at  the  University  of  Michi- 
gan Medical  Center,  Ann  Arbor,  will  be  a highlight 
of  the  Lexington  Clinic  Conference  April  3,  accord- 
ing to  James  W.  Bard,  M.D.,  Lexington,  program 
chairman. 

Other  features  of  the  conference  will  include  the 
annual  Carl  Fortune  lecture  by  Edmund  Pellegrino, 
M.D.,  Stony  Brook,  N.Y.,  and  a luncheon  address 
by  Francis  M.  Massie,  M.D.,  Lexington.  (See  Feb- 
ruary Journal  for  details.) 


Mr.  Mahoney 
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KENTUCKY-CORNELL  AUTOMOTIVE  CRASH  INJURY  RESEARCH 


Auto  Crash  Research  Program 
Enters  Fifth  Phase  in  Ky. 

With  the  goal  of  making  automobiles  safer,  the 
Kentucky-Cornell  Automotive  Crash  Injury  Research 
Program  (ACIR)  began  its  fifth  six-month  study 
phase  February  1 in  Kentucky.  The  current  program 
will  study  the  nature  and  specific  causes  of  injuries 
sustained  by  occupants  of  recent  model  passenger 
cars  in  rural  area  accidents. 

If  you  are  a physician  in  one  of  the  31  counties 
included  in  the  study,  you  may  be  asked  to  assist  in 
the  data  collection  project  by  providing  information 
on  a special  report  form  concerning  injuries  or  deaths 
of  occupants  in  passenger  cars  of  the  last  three  years 
model.  The  forms  will  be  provided  by  a state  police 
officer. 

Designed  to  reduce  deaths  and  injuries  in  future 
auto  accidents,  the  program  is  sponsored  by  KMA, 
the  Kentucky  State  Department  of  Health,  the  Ken- 
tucky Hospital  Association  and  the  Kentucky  State 
Police  in  cooperation  with  Cornell  University.  Wil- 
liam K.  Keller,  M.D.,  Louisville,  KMA  Highway 
Safety  Committee  chairman,  urges  the  cooperation 
of  all  physicians  in  the  31-county  area. 

The  counties  involved  in  the  current  study  are 
Bath,  Boone,  Bourbon,  Boyd,  Bracken,  Campbell, 
Carroll,  Carter,  Elliott,  Fleming,  Gallatin,  Grant, 
Greenup,  Harrison,  Henry,  Kenton,  Lawrence,  Lewis, 
Mason,  Menifee,  Montgomery,  Morgan,  Nicholas, 
Oldham,  Owen,  Pendleton.  Powell,  Robertson,  Rowan, 
Trimble  and  Wolfe. 


KIMA  To  Meet  March  21-22 

The  spring  meeting  of  the  Kentucky  Industrial 
Medical  Association  March  21-22  in  Lexington  will 
feature  a tour  of  the  IBM  Plant  arranged  by  John 
E.  Trevey,  M.D.,  Lexington,  the  plant’s  medical  di- 
rector and  KIMA  president-elect,  according  to  Gradie 
R.  Rountree,  M.D..  secretary-treasurer. 

The  scientific  program  will  be  held  at  IBM  on  the 
afternoon  of  March  21  and  will  continue  March  22 
with  a morning  session  at  the  Imperial  House.  Some 
of  the  participants  and  their  topics  will  be  Cary  M. 
Blaydes,  M.D..  Lexington,  “Coronary  Care  Prior  to 
Hospitalization;”  David  B.  Stevens,  M.D.,  Lexington, 
“Medical  Quackery;”  and  John  E.  Eckerle,  M.D., 
Louisville,  “Alcoholism  in  Industry.” 


Exhibitors  Urged  To  Make  Plans 

T.  R.  Marshall.  M.D..  chairman  of  the  KMA 
Scientific  Exhibits  Committee,  urges  all  physicians 
interested  in  presenting  scientific  exhibits  at  the  1969 
KMA  Annual  Meeting  to  make  plans  and  applica- 
tion to  do  so.  Exhibits  need  not  be  expensive  or  pro- 
fessionally constructed,  but  should  have  a good  sub- 
ject and  be  of  teaching  value. 

This  year’s  Annual  Meeting  will  be  held  at  the 
Louisville  Convention  Center,  September  23-25.  A 
scientific  exhibit  application  appears  on  page  198  of 
this  issue.  For  further  information,  please  contact 
the  KMA  Headquarters  Office. 
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Hof  . 
under 

the  collar... 


high  under 
the  cuff. 


Sometimes 


he  forgets  he  has  hypertension,  gets  hot 
under  the  collar. . .high  under  the  cuff. 


For  such 

patients,  consider 


Regrotori 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 


To  lower  blood  pressure 

and  allay  anxiety  in  hypertension. 

For  brief  summary  of  prescribing  infor- 
mation, see  next  page. 


Regroton  Geigy 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 

the  once-a-day  tablet  for  anxious  hypertensives 

Regroton  is  a combination  of  two  basic 
antihypertensives  designed  to  lower  blood 
pressure  and  allay  anxiety  in  hypertension. 

With  Regroton  he  can  keep  his  shirt  on 
and  you  can  keep  his  blood  pressure  down. 

Before  prescribing,  please  review  carefully 
the  indications,  contraindications, 
warning,  precautions,  adverse  reactions 
and  dosage  information  below. 


RE-6392 


Regroton® 

Each  tablet  contains: 
chlorthalidone  50  mg. 
reserpine  U.S.P.  0.25  mg. 

Indications:  Hypertension. 
Contraindications:  History  of  men- 
tal depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration 
of  enteric-coated  potassium  sup- 
plements, which  should  be  used 
only  when  adequate  dietary  sup- 
plementation is  not  practical,  the 
possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions 
has  frequently  been  required  and 
deaths  have  occurred.  Discontinue 
coated  potassium-containing  for- 
mulations immediately  if  abdom- 
inal pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleed- 
ing occur.  Discontinue  one  week 
before  electroshock  therapy,  and 
if  depression  or  peptic  ulcer 
occurs. 

Use  in  pregnancy:  Because  chlor- 
thalidone may  cross  the  placental 
barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in 
breast  milk,  this  drug  should  be 
used  with  care  in  pregnant  pa- 
tients and  nursing  mothers.  When 
used  in  women  of  childbearing 
age,  the  potential  benefits  of  the 
drug  should  be  weighed  against 
the  possible  hazards  to  the  fetus. 
Use  of  chlorthalidone  may  result  in 
fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other 
adverse  reactions  which  have  oc- 
curred in  the  adult.  Increased 
respiratory  secretions,  nasal  con- 
gestion, cyanosis  and  anorexia 
may  occur  in  infants  born  to 


reserpine-treated  mothers. 
Precautions:  Antihypertensive 
therapy  with  this  drug  should  al- 
ways be  initiated  cautiously  in 
postsympathectomy  patients  and 
in  patients  receiving  ganglionic 
blocking  agents,  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypoten- 
sion during  surgery,  discontinue 
therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  proce- 
dures. In  emergency  surgery,  use, 
if  needed,  anticholinergic  or 
adrenergic  drugs  or  other  sup- 
portive measures  as  indicated. 
Because  of  the  possibility  of  pro- 
gression of  renal  damage,  periodic 
kidney  function  tests  are  indicated. 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated. 
Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may 
occur.  If  potassium  depletion 
should  occur  during  therapy,  the 
drug  should  be  discontinued  and 
potassium  supplements  given, 
provided  the  patient  does  not 
have  marked  oliguria. 

Take  particular  care  in  cirrhosis 
or  severe  ischemic  heart  disease 
and  in  patients  receiving  corti- 
costeroids, ACTH,  or  digitalis. 
Severe  salt  restriction  is  not 
recommended.  Use  cautiously  in 
patients  with  ulcerative  colitis  or 
gallstones  (biliary  colic  may  be 
precipitated).  Bronchial  asthma 
may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is 
generally  well  tolerated.  The  most 
frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diar- 
rhea, constipation,  muscle  cramps, 
headache,  dizziness  and  acute 


gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety, 
depression,  bradycardia  and 
ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis), 
drowsiness,  dull  sensorium,  hyper- 
glycemia and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness, 
transient  myopia,  impotence  or 
dysuria,  orthostatic  hypotension 
which  may  be  potentiated  when 
chlorthalidone  is  combined  with 
alcohol,  barbiturates  or  narcotics, 
leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranu- 
locytosis, nasal  stuffiness,  in- 
creased gastric  secretions, 
nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis, 
optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing 
of  the  skin,  a reversible  paralysis 
agitans-l ike  syndrome,  blurred 
vision,  conjunctival  injection, 
increased  susceptibility  to  colds, 
dyspnea,  weight  gain,  decreased 
libido,  dryness  of  the  mouth, 
deafness,  anorexia,  and  pan- 
creatitis when  epigastric  pain  or 
unexplained  G.l.  symptoms 
develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia, 
paresthesia,  photosensitization 
and  necrotizing  angiitis  are 
possible. 

Average  Dosage:  One  tablet  daily 
with  breakfast. 

Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000. 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  intormation. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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BENJAMIN  D.  CHOATE,  M.D. 

Louisville 

1879-1969 

Benjamin  D.  Choate,  M.D.,  89,  a Louisville 

physician  for  more  than  50  years,  died  January  26 
at  his  home.  Doctor  Choate  graduated  from  the 
University  of  Louisville  School  of  Medicine  in  1902 
and  served  in  both  World  War  I and  World  War  II. 
He  was  a member  of  the  Southern  Medical  Associ- 
ation and  a past  president  of  the  Army-Navy  Club. 


EDWIN  S.  MIDDLESTADT,  M.D. 

Louisville 

1907-1969 

Edwin  S.  Middlestadt,  M.D.,  61,  a Louisville 
physician  since  1946,  died  January  29  at  his  home. 
Doctor  Middlestadt  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1935  and  served 
as  a major  in  the  Army  during  World  War  II  in  the 
Southwest  Pacific.  He  was  on  the  staff  of  SS.  Mary 
& Elizabeth  Hospital  and  Methodist  Evangelical  Hos- 
pital. 


VERNON  D.  PETTIT,  M.D. 

Paducah 

1912-1969 

Vernon  D.  Pettit,  M.D.,  55  a pathologist  at  West- 
ern Baptist  Hospital,  Paducah,  died  February  3 at 
his  home.  Death  was  attributed  to  a heart  attack. 
A 1939  graduate  of  the  University  of  Tennessee 
School  of  Medicine,  Doctor  Pettit  was  a fellow  of 
the  American  College  of  Pathology,  a member  of 
the  American  Board  of  Pathologists,  the  Southern 
Medical  Association,  and  the  Kentucky  Pathology 
Society. 


WILLIAM  L.  TYLER,  SR„  M.D. 
Owensboro 
1875-1969 

William  L.  Tyler,  Sr.,  M.D.,  93,  an  Owensboro 
physician  for  60  years,  died  January  3 at  the  Owens- 
boro-Daviess  County  Hospital  following  a long  illness. 
Doctor  Tyler  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1904.  He  was  a past 
president  of  the  Daviess  County  Medical  Society  and 
the  Daviess  County  Health  Department  Board. 


ACHROMYCIN*  V 


TETRACYCLINE  HC1 


NOW  LEASING 

Doctors  Place,  Inc. 
309  Shelby  Street 
Frankfort,  Kentucky 

Professional  and  Economic 
Opportunity 

Very  latest  in  Modern 
Luxury  Office  Suites 

For  Information 
Call  Area  Code  502  223-1027 
or  write  Box  344 
Frankfort,  Kentucky  40601 
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Anesthesiologists  Elect  Officers 

The  Kentucky  Society  of  Anesthesiologists  named 
Dean  Morrow,  M.D.,  Lexington,  president-elect  at 
a January  12  meeting  in  Louisville.  H.  C.  Bradley, 
Jr.,  M.D.,  Louisville,  was  installed  as  president,  suc- 
ceeding Fred  C.  Hauck,  M.D.,  Owensboro. 

Other  officers  elected  by  the  Society  include  Rich- 
ard Salsitz,  M.D.,  Louisville,  secretary-treasurer, 
and  Peter  Bosomworth,  M.D.,  Lexington,  delegate  to 
the  American  Society  of  Anesthesiologists. 


Health  Appointments  Announced 

Governor  Louie  B.  Nunn  recently  announced  the 
appointment  of  David  B.  Stevens,  M.D.,  Lexington, 
and  the  reappointment  of  Dexter  Meyer  Jr.,  M.D., 
Covington,  to  the  state  Board  of  Health.  Doctor 
Stevens  succeeds  Branham  B.  Baughmann,  M.D., 
Frankfort,  who  had  served  two  full  terms  and  was  not 
eligible  for  re-election. 

Oris  Aaron,  M.D.,  Columbia,  was  appointed  by 
the  Governor  to  the  Advisory  Council  for  Health 
Facilities.  Doctor  Aaron  succeeds  John  M.  Allen, 
M.D.,  Lexington. 


Mr.  Dixon  Retires  February  28 

Raymond  F.  Dixon,  former  KMA  staff  member 
and  past  president  of  the  Kentucky  Public  Health 
Association,  retired  February  28  after  47  years  of 
service  in  federal  and  state  health  fields.  At  the  time 
of  his  retirement  he  was  director  of  the  Division  of 
Health  Manpower  Educational  Services  of  the  Na- 
tional Institutes  of  Health. 

From  1948  to  1953,  Mr.  Dixon  was  assistant  sec- 
retary to  KMA  and  associate  editor  of  The  Journal. 
He  also  served  as  assistant  secretary  for  medical 
licensure.  State  Board  of  Health,  and  as  assistant 
secretary  for  the  Kentucky  Medical  Research  Com- 
mission. 


TWO  INTERNISTS— Board  Eligible 
or  Certified,  wanted  by  multi-spe- 
cialty group  in  Central  Texas  As- 
sociated with  100-bed  hospital;  $20- 
$24,000  annual  salary;  early  partner- 
ship; no  investment.  Write  G.  H. 
Wahle,  Jr.,  M.  D.  King’s  Daughters 
Clinic,  Temple,  Texas,  or  call  collect 
817  778-5501. 


County  Society  Reports 


FAYETTE 

The  regular  monthly  meeting  of  the  Fayette  Coun- 
ty Medical  Society  was  held  February  1 1 at  the  Im- 
perial House,  Lexington,  with  David  A.  Hull,  M.D., 
Lexington,  Society  president,  presiding.  The  Society 
adopted  a statement  endorsing  health  aspects  of  cur- 
rent annexation  action  which  follows: 

“The  Fayette  County  Medical  Society  has  studied 
the  current  plan  of  annexation  initiated  by  the  City 
of  Lexington  as  proposed  by  Spindletop  Research, 
Inc.  Inadequate  sanitary  systems  throughout  the 
metropolitan  area  have  resulted  in  a serious  potential 
health  hazard  by  pollution  of  surface  and  sub-surface 
water.  The  city’s  plan  for  provision  and  expansion  of 
a sanitary  sewer  system  will  rectify  the  problems 
that  have  been  created  and  reduce  considerably  the 
development  of  additional  hazards.  Control  of  these 
hazards  is  essential  for  the  health  of  the  community. 
The  Fayette  County  Medical  Society  therefore  en- 
dorses the  health  aspects  of  the  annexation  action.” 

County  Societies  Name  Officers 
For  1969  Associational  Year 

The  following  physicians  have  been  named  of- 
ficers of  their  county  medical  societies  for  the  com- 
ing year,  according  to  the  records  of  the  member- 
ship department  February  15. 

Bell 

President:  Ralph  R.  Robinson,  M.D.,  Middlesboro 
Vice-President:  Emanuel  H.  Rader,  M.D.,  Pine- 
ville 

Secretary-Treasurer:  Reginald  S.  Lowe,  Jr.,  M.D., 
Middlesboro 

Casey 

President:  George  Sweeney,  M.D..  Liberty 
Vice-President:  Lewis  E.  Wesley,  M.D.,  Liberty 
Secretary:  Cathryn  V.  Cornett,  M.D.,  Liberty 
Delegate  to  KMA:  Lewis  E.  Wesley,  M.D. 

Fayette 

President:  David  A.  Hull,  M.D.,  Lexington 
Vice-President:  Leslie  W.  Blakey,  M.D.,  Lexington 
Secretary-Treasurer:  J.  G.  Wilhite,  M.D.,  Lexing- 
ton 

Delegates  to  KMA:  J.  F.  Berry,  M.D.,  Lexington 
Leslie  W.  Blakey,  M.D. 

M.  C.  Blaydes,  M.D.,  Lexington 
Peter  P.  Bosomworth.  M.D.,  Lexington 
T.  R.  Bryant,  M.D.,  Lexington 

N.  Lewis  Bosworth,  M.D.,  Lexington 
W.  L.  Burke,  M.D.,  Lexington 
David  A.  Hull,  M.D. 

Richard  B.  McElvein,  M.D.,  Lexington 
Alternates:  D.  E.  Edger,  M.D.,  Lexington 
F.  B.  Wells,  M.D.,  Lexington 
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Fleming 

President:  W.  A.  Graham,  M.D.,  Flemingsburg 
Vice-President:  S.  W.  Gehring,  M.D.,  Flemingsburg 
Secretary:  Ben  F.  Allen,  M.D.,  Flemingsburg 
Delegate  to  KMA:  S.  W.  Gehring,  M.D. 

Alternate:  R.  W.  Fidler,  M.D.,  Flemingsburg 

Floyd 

President:  William  B.  Cook,  M.D.,  Prestonsburg 
Vice-President:  James  Holbrook,  M.D.,  Prestons- 
burg 

Secretary-Treasurer:  Russell  Hall,  M.D.,  Prestons- 
burg 

Delegate  to  KMA:  Lowell  Martin,  M.D.,  Martin 
Alternate:  James  Holbrook,  M.D. 

Grant 

President:  Frederick  Scroggin,  M.D.,  Dry  Ridge 
Vice-President:  Claude  C.  Waldrop,  M.D.,  Wil- 
liamstown 

Secretary-Treasurer:  Dari  B.  Shipp.  M.D.,  Dry 
Ridge 

Delegate  to  KMA:  Dari  B.  Shipp,  M.D. 

Alternate:  Frederick  Scroggin,  M.D. 

Harlan 

President:  James  D.  Foley,  M.D.,  Loyall 
Vice-President:  James  K.  Hurlocker,  M.D.,  Harlan 
Secretary-Treasurer:  Wilfred  F.  Jones,  Jr.,  M.D., 
Harlan 

Delegates  to  KMA:  Henry  Evans,  M.D.,  Harlan 
R.  Smith  Howard,  M.D.,  Harlan 
Alternates:  Gilbert  L.  Hamilton,  M.D.,  Harlan 
Walter  H.  Stepchuck,  M.D.,  Harlan 

Henderson 

President:  Julian  B.  Cole,  M.D.,  Henderson 
Vice-President:  Clarence  J.  McGruder,  M.D.,  Hen- 
derson 

Secretary-Treasurer:  Walter  L.  O'Nan,  M.D.,  Hen- 
derson 

Delegates  to  KMA:  Kenneth  Eblen,  M.D.,  Hen- 
derson 

Charles  C.  Kissinger,  M.D.,  Henderson 
Alternates:  Molloy  G.  Veal,  M.D.,  Henderson 
Wayne  C.  Liles,  M.D.,  Henderson 

Hopkins 

President:  Joseph  Milburn,  M.D.,  Madisonville 
Vice-President:  Charles  Fisher,  M.D.,  Madisonville 
Secretary-Treasurer:  K.  P.  Haywood,  M.D.,  Earl- 
ington 

Delegates  to  KMA:  Loman  C.  Trover,  M.D.,  Madi- 
sonville 

Faull  S.  Trover,  M.D.,  Madisonville 
Alternates:  Charles  Fisher,  M.D. 

K.  P.  Haywood,  M.D. 

Johnson 

President:  Maurice  M.  Hall,  M.D.,  Paintsville 
Vice-President:  John  W.  Turner,  M.D.,  Paintsville 
Secretary-Treasurer:  Paul  B.  Hall,  M.D.,  Paintsville 
Delegate  to  KMA:  Glenn  R.  Powell,  M.D.,  Paints- 
ville 

Alternate:  John  W.  Turner,  M.D. 


Knox 

President:  W.  P.  Clifton.  M.D.,  Barbourville 
Vice-President:  Francis  X.  Sommer,  M.D.,  Bar- 
bourville 

Secretary-Treasurer:  Harold  L.  Bushey,  M.D., 
Barbourville 

Delegate  to  KMA:  Harold  L.  Bushey,  M.D. 
Alternate:  T.  R.  Davies,  M.D.,  Barbourville 

Lincoln 

President:  Howard  I.  Frisbie.  M.D.,  Stanford 
Vice-President:  T.  J.  Wright.  M.D.,  Stanford 
Secretary-Treasurer:  Edward  C.  Bowling,  M.D., 
Stanford 

Delegate  to  KMA:  Howard  I.  Frisbie,  M.D. 
Alternate:  T.  J.  Wright,  M.D. 

Logan 

President:  J.  P.  Glenn.  M.D.,  Russellville 
Vice-President: Jack  B.  Holt,  M.D..  Russellville 
Secretary-Treasurer:  C.  V.  Dodson,  M.D.,  Russell- 
ville 

Madison 

President:  Robert  L.  Rice,  M.D.,  Richmond 
Vice-President:  Maxwell  C.  Kimball,  M.D.,  Rich- 
mond 

Secretary-Treasurer:  Linda  S.  Fagan,  M.D.,  Rich- 
mond 

McCracken 

President;  D.  L.  Boucher,  M.D.,  Paducah 
Vice-President:  William  Hosbach,  M.D.,  Paducah 
Secretary-Treasurer:  Frank  Crawford,  Jr.,  M.D., 
Paducah 

Delegates  to  KMA:  Burton  Haley,  M.D.,  Paducah 
Eugene  Sloan,  M.D.,  Paducah 
Alternates:  D.  L.  Boucher,  M.D. 

Chester  Blanton.  M.D..  Paducah 

Mercer 

President:  Frank  Whalen,  M.D.,  Harrodsburg 
Vice-President:  E.  H.  John,  M.D.,  Harrodsburg 
Secretary-Treasurer:  C.  B.  VanArsdall,  Jr.,  M.D., 
Harrodsburg 

Delegate  to  KMA:  Frank  Whalen,  M.D. 

Alternate:  J.  S.  Baughman,  III,  M.D.,  Harrodsburg 

Monroe 

President:  Wendell  F.  Hurt,  M.D.,  Tompkinsville 
Vice-President:  Kenneth  Crabtree,  M.D.,  Gamaliel 
Secretary-Treasurer:  John  Marsh,  M.D.,  Gamaliel 
Delegate  to  KMA:  J.  Jack  Martin,  M.D.,  Tomp- 
kinsville 

Alternate:  James  E.  Carter,  M.D.,  Tompkinsville 

Montgomery 

President:  William  H.  McKenna,  M.D..  Mt.  Ster- 
ling 

Vice-President:  Lon  E.  Roberts,  M.D.,  Mt.  Ster- 
ling 

Secretary-Treasurer:  Robert  J.  Salisbury,  M.D.,  Mt. 
Sterling 

Delegate  to  KMA:  Robert  J.  Salisbury,  M.D. 
Alternate:  Don  C.  McFadden.  M.D.,  Mt.  Sterling 
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Nelson 

President:  Charles  B.  Spalding,  M.D.,  Bardstown 
Vice-President:  Kenneth  L.  Stinnette,  M.D..  Bards- 
town 

Secretary-Treasurer:  James  M.  Millen,  M.D.,  Bards- 
town 

Delegate  to  KMA:  Kenneth  L.  Stinnette,  M.D. 
Alternate:  Tyre  G.  Forsee,  M.D.,  Bardstown 


Perry 

Co-President:  Keith  Cameron,  M.D.,  Ary 
Co-President:  Donald  L.  Martin.  M.D.,  Ary 
Vice-President:  J.  F.  Gilbert,  Jr.,  M.D.,  Hazard 
Secretary-Treasurer:  C.  C.  Rutledge,  M.D.,  Haz- 
ard 

Delegate  to  KMA:  Keith  Cameron.  M.D. 


Whitley 

President:  Harry  A.  Hamilton.  M.D..  Corbin 

Vice-President:  Leonidas  X.  Brown,  M.D..  Wil- 
liamsburg 

Secretary-Treasurer:  Elmer  G.  Prewitt.  M.D.,  Cor- 
bin 

Delegate  to  KMA:  Roemer  D.  Pitman,  M.D..  Wil- 
liamsburg 

Alternate:  Lawrence  U.  Gilliam.  M.D..  Corbin 


[ Full  speed  ahead, 
, Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours 


Gotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Cough  Calmeis 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  ot  Robitussin-DM*  Glyceryl  guaiaco- 
late,  50  mg  , Dextromethorphan  hydrobromide,  7 5 mg. 
A H Robins  Company,  Richmond,  Virginia  23220 


/I'H-^OBINS 


KMA  Committee  Reports 


Committee  on  Appalachian 
and  OEO  Programs 

Frank  M.  Gaines,  Jr.,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  November  21,  1968 

The  Committee  on  Appalachian  and  OEO  Pro- 
grams met  on  November  21  to  discuss  present  Ken- 
tucky OEO  and  Appalachian  Health  Programs,  in- 
cluding the  Appalachian  Health  Programs  in  1 1 
Southeastern  Kentucky  counties. 

The  Committee  members  visited  the  Park-DuValle 
Neighborhood  Health  Center  in  Louisville’s  West 
End,  where  they  were  given  a tour  of  the  facilities 
and  were  briefed  on  the  projects  being  conducted 
and  those  scheduled  when  reconstruction  of  the  facil- 
ities is  completed. 


Ad  Hoc  Committee  for  Improved 
Community  Health 

Irving  F.  Kanner,  M.D.,  Lexington,  Chairman 

Hardin  Memorial  Hospital  December  4,  1968 

Elizabethtown 

The  KMA  Ad  Hoc  Study  Committee  for  Improved 
Community  Health  met  recently  at  the  Hardin  Me- 
morial Hospital,  Elizabethtown.  A “local  action” 
committee  in  the  Elizabethtown  area  is  being  formed 
under  the  sponsorship  of  the  Hardin  County  Medical 
Society.  This  committee  will  determine  the  major 
health  problems  of  the  county  and  establish  priorities 
for  the  improvement  of  community  health. 

Future  plans  call  for  the  formation  of  a similar 
committee  in  the  Owen  County  area. 

University  of  Kentucky  medical  students  are  assist- 
ing this  committee  with  reports  from  studies  being 
made  in  selected  communities. 


McDowell  House  Board  of  Managers 

Laman  A.  Gray,  M.D.,  Louisville,  Chairman 
McDowell  House  Danyille  December  18,  1968 

One  of  the  major  improvements  voted  on  by  the 
McDowell  House  Board  of  Managers  at  their  last 
meeting  was  the  installation  of  a new  heating  and 
air  conditioning  system,  which  is  scheduled  for  this 
spring.  The  heating  plant  has  deteriorated  after  40 
years  of  service,  and  the  Committee  was  advised 
that  air  conditioning  will  aid  in  protection  of  the 
house  and  its  antiques. 

Other  items  considered  by  the  Committee  were  the 
budget  for  the  coming  year,  a review  of  the  original 
blueprints  of  the  home,  additional  insurance  on  the 
McDowell  House  and  furnishings,  and  the  replace- 
ment of  a collapsed  brick  wall  enclosing  part  of  the 
grounds. 

The  third  meeting  of  the  Board  of  Managers  for 
this  Associational  year  was  set  for  Wednesday, 
March  12,  1969. 
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Hospital  Committee 

James  B.  Holloway,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  December  19,  1968 

The  Hospital  Committee  held  its  first  meeting  of 
the  Associational  year  recently,  and  considered, 
among  other  things,  reports  on  the  “Dry  Run”  Ac- 
creditation Teams.  These  teams,  composed  of  two 
physicians,  a hospital  administrator,  and  a medical 
records  librarian,  visit  hospitals  requesting  their  serv- 
ices prior  to  a visit  by  the  Joint  Commission  on 
Hospital  Accreditation. 

The  Committee  made  recommendations  to  the 
KMA  Board  of  Trustees  regarding  staffing  of 
emergency  rooms  and  the  enforcement  of  hosiptal 
licensure  regulations. 

Comprehensive  health  planning  was  also  discussed, 
and  the  Committee  expressed  the  hope  that  Ken- 
tucky physicians  would  take  the  lead  in  setting  up  the 
local  Comprehensive  Health  Planning  Councils 
throughout  the  state. 


Communication  and  Health  Education 

N.  Lewis  Bosworth,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  January  9,  1969 

The  KMA  Communications  and  Health  Education 
Committee  met  in  January  to  finalize  the  next  two 
KMA  Orientation  Courses,  which  will  be  held  in 
conjunction  with  the  Interim  and  Annual  Meeting 
sessions.  A total  of  339  physicians  have  attended 
the  seven  courses  to  date,  with  an  additional  79 
eligible  to  attend  the  program  to  be  given  at  the  In- 
terim Meeting  in  March. 

The  Committee  also  made  recommendations  con- 
cerning KMA’s  participation  at  the  Kentucky  Edu- 
cational Association’s  Annual  Meeting,  and  approved 
a request  that  physicians  be  asked  to  display  promo- 
tional aids  for  health  career  recruitment  in  their 
offices  and  clinics. 


Ad  Hoc  Study  Committee  for 
Improved  Community  Health 

Irving  F.  Kanner,  M.D.,  Lexington,  Chairman 
The  Smith  House,  Owenton  January  15,  1969 

The  KMA  Ad  Hoc  Study  Committee  for  Im- 
proved Community  Health  met  recently  with  Owen 
County  physicians  to  plan  the  establishment  of  a 
local  action  committee  for  improved  community 
health.  Studies  have  been  made  in  both  Owen  and 
Hardin  Counties  with  the  assistance  of  senior  medical 
students  in  an  effort  to  determine  the  health  needs  of 
both  communities. 

Methods  used  in  solving  individual  community  prob- 
lems will  serve  as  a demonstration  for  other  com- 
munities with  similar  difficulties.  Future  plans  of  the 
Committee  are  to  coordinate  efforts  and  results  of 
the  Owen  and  Hardin  County  projects. 
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Educational  Television  Committee 

William  P.  VonderHaar,  M.D.,  Louisville,  Chairman 

Kentucky  Educational  Television  Studios  January  22,  1969 
Lexington,  Kentucky 

The  KMA  Educational  Television  Committee  trav- 
eled to  the  studios  of  the  Kentucky  Educational  Tele- 
vision Authority  in  Lexington  for  the  first  meeting 
of  the  year.  Representatives  from  a number  of  para- 
medical groups  were  invited  in  an  effort  to  solicit 
their  opinions  as  to  the  type  of  programs  that  would 
be  beneficial  to  their  particular  groups  as  well  as  to 
physicians. 

After  touring  the  ETV  facilities,  the  Committee 
discussed  the  various  methods  available  to  them 
through  ETV  for  continuing  medical  education  and 
discussed  plans  to  work  with  KETV  to  sponsor  two 
or  more  evening  programs  aimed  at  continuing 
medical  education  for  Kentucky  physicians. 


School  Health,  Physical  Education  and 
Medical  Aspects  of  Sports 

O.  B.  Murphy,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  January  23,  1969 

The  development  of  a format  for  all  county  so- 
ciety school  health  chairmen  was  the  number  one 
agenda  item  for  the  Committee  at  this  meeting.  The 
Committee  felt  that  by  developing  such  a format, 
there  will  be  greater  cooperation  and  concentration 
of  effort  on  the  part  of  school  health  committees  at 
both  state  and  county  levels  in  insuring  proper  medi- 
cal supervision  of  all  physical  education  activities. 

Other  items  included  the  presentation  of  an  ex- 
hibit at  the  1969  Annual  Meeting  of  the  Kentucky 
Education  Association  on  drug  abuse,  sex  education, 
physical  fitness  and  medical  aspects  of  sports.  The 
Committee  plans  a panel  presentation  during  the 
1969  KMA  Annual  Meeting  in  September. 
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Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 
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Valium^  (diazepam)  t.i.d.  and  h.s. 

B.A.  ( cum  laude)...\.  E (at  thirty-two) ...  symbols  that  illuminate  the 
quality  of  a life... the  satisfactions  of  achievement,  as  well  as  its 
price . . . the  pressures  and  stresses  that  can  often  create  cardiac 
manifestations  of  psychic  tension.  For  this  kind  of  patient— with  no 
demonstrable  pathology— consider  the  singular  benefits  of  Valium 
(diazepam). 

With  its  pronounced  calming  action,  Valium  can  relieve  psychic 
tension  promptly,  attenuating  its  somatic  signs  and  symptoms. 
Further,  Valium  is  distinctly  useful  when  somatic  and  depressive 
symptomatology  (secondary  to  psychic  tension)  coexist.  And  Valium 
is  generally  well  tolerated;  in  proper  maintenance  dosage,  it  seldom 
dulls  the  senses  or  interferes  with  functioning. 

When  psychic  tension-related  insomnia  appears,  an  h.s.  dose  added  to 
the  t.i.d.  schedule  helps  promote  sleep. 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months 
of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt  with- 
drawal may  be  associated  with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nau- 
sea, fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  distur- 
bances, stimulation,  have  been  reported;  should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Valium  (diazepam) 

2-m g,  5-mg,  10-mg  tablets  t.i.d.  or  q.i.d. 

to  help  relieve  psychic  tension 
and  its  somatic  symptoms 


Case  Report  of  a 
Paint-Thinner  Sniffer 

(Continued  from  page  197) 
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tient  thought  he  was  a lost  child  and  wanted  to 
be  loved.  The  patient  denied  morbid  ideas. 
There  was  no  evidence  of  psychosis.  Psycho- 
logical tests  revealed  a character  disorder  with 
antisocial  behavior.  Routine  laboratory  work 
fell  within  normal  limits.  Physical  examina- 
tion revealed  a healthy  young  man.  The  psy- 
chiatric diagnosis  was  sociopathic  personality 
disorder,  anti-social  reaction. 
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HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE™  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 
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William  D.  Pratt,  M.D.,  a general  practitioner,  is 
practicing  in  association  with  the  Daniel  Boone  Clinic 
in  McDowell.  A 1967  graduate  of  the  University  of 
Kentucky  College  of  Medicine,  Doctor  Pratt  com- 
pleted his  internship  at  Riverside  Methodist  Hospital, 
Columbus.  Ohio. 

Frank  Whalen,  Jr.,  M.D.,  a general  practitioner,  is 
practicing  in  Harrodsburg  in  association  with  James 
Keightley,  M.D.  and  Bacon  Moore,  M.D.  Doctor 
Whalen  graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1965  and  completed  his  intern- 
ship at  St.  Elizabeth  Hospital,  Dayton,  Ohio. 

Frederick  P.  Shepherd,  M.D.,  Louisville,  joined 
Arthur  J.  Shulthise,  M.D..  Louisville,  in  the  general 
practice  of  medicine  February  1.  Doctor  Shepherd 
had  practiced  for  a number  of  years  with  the  E.  I. 
duPont  de  Nemours  Company,  Louisville. 

John  F.  Simonds,  M.D.,  a child  psychiatrist,  is  a 
full-time  faculty  member  at  the  University  if  Louis- 
ville School  of  Medicine.  A 1959  graduate  of 
Georgetown  University,  Doctor  Simonds  completed 
his  internship  at  Providence  Hospital,  Washington, 
D.C.,  and  his  residency  training  at  Ohio  State  Uni- 
versity Hospital  and  the  Lafayette  Clinic. 

Robert  L.  Strawn,  M.D.,  an  ophthalmologist,  is 
practicing  in  association  with  Dexter  Meyer,  Jr.,  M.D. 
and  John  A.  Reeves,  M.D.  in  Covington.  Doctor 
Strawn  graduated  from  the  University  of  Cincinnati 
Medical  School  in  1962.  He  completed  his  internship 
in  San  Francisco.  Calif,  hospitals  and  his  residency 
training  at  Cincinnati  General  Hospital. 

George  W.  White,  III.,  M.D.,  a pediatrician,  is  prac- 
ticing at  the  Neighborhood  Health  Center,  Louis- 
ville. A 1964  graduate  of  Meharry  Medical  College, 
Doctor  White  completed  his  internship  and  residency 
training  at  the  George  W.  Hubbard  Hospital. 

Reginald  S.  Lowe,  Jr.,  M.D.,  an  ophthalmologist,  is 
practicing  in  association  with  the  Daniel  Boone 
Clinic,  Middlesboro.  Doctor  Lowe  graduated  from 
Tulane  University  Medical  School  in  1959.  He  com- 
pleted his  internship  at  University  of  Mississippi  hos- 
pitals and  his  residency  training  at  Walter  Reed 
General  Hospital. 

James  B.  Zimmerman,  M.D.,  a radiologist,  is  practic- 
ing in  association  with  Gene  N.  Combs,  M.D.  in 
Pikeville.  Doctor  Zimmerman  graduated  from  the 
University  of  Maryland  Medical  School  in  1958.  He 
completed  his  internship  and  residency  training  at 
Miami  Valley  Hospital  and  has  practiced  in  Dayton. 
Ohio. 
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Jerry  M.  Bryson,  M.D.,  an  opthalmologist,  is  practic- 
ing in  association  with  T.  D.  Pruitt,  M.D.  in  Harlan. 
Doctor  Bryson  graduated  from  the  University  of 
Tennessee  Medical  School  in  1962.  He  completed 
his  internship  at  Baptist  Memorial  Hospital,  Mem- 
phis, Tenn.,  and  his  residency  training  at  the  Uni- 
versity Hospital,  Ann  Arbor,  Mich. 

Frederick  E.  DePriest,  M.D.,  a general  practitioner, 
is  associated  with  the  Daniel  Boone  Clinic  in  Harlan. 
Doctor  DePriest  is  a 1936  graduate  of  the  University 
of  Arkansas  Medical  School  and  has  practiced  in 
Shreveport,  La.,  and  Houston,  Texas. 

Charles  D.  Eversole,  M.D.,  a radiologist,  is  practic- 
ing in  association  with  Doctors  Walsh,  Adair,  Gar- 
rett and  Janney  in  Covington.  Doctor  Eversole  gradu- 
ated from  the  University  of  Louisville  School  of  Medi- 
cine in  1960.  He  completed  his  internship  at 
Parkland  Memorial  Hospital  in  Dallas,  Texas  and  his 
residency  training  at  the  University  of  Cincinnati. 
He  is  a part  time  instructor  at  the  University  of  Cin- 
cinnati. 

Gerald  L.  Moore,  M.D.,  a psychiatrist,  is  practicing 
in  association  with  Warren  Cox,  M.D.,  Arthur  Kasey, 
M.D.  and  George  Doyle,  M.D.  in  Louisville.  Doctor 
Moore  graduated  from  Emory  Medical  School  in 
1962  and  completed  his  internship  and  residency 
training  at  Louisville  General  Hospital. 

Murray  F.  Abies,  M.D.,  a psychiatrist,  is  now  a full- 
time faculty  member  at  the  University  of  Kentucky 
College  of  Medicine.  Doctor  Abies  graduated  from 
the  University  of  Wisconsin  Medical  School  in  1960. 
He  was  formerly  with  the  Veterans  Administration 
Hospital,  Lexington. 

Max  C.  Salb,  M.D.,  a general  practitioner,  is  now 
on  the  staff  of  the  Kentucky  State  Prison  Hospital 
at  Eddyville.  A 1929  graduate  of  the  Indiana  Uni- 
versity School  of  Medicine,  Doctor  Salb  previously 
practiced  for  36  years  at  Indianapolis,  Ind. 

Roberto  Garcia-Rivera,  M.D.,  a general  practitioner, 
has  opened  an  office  in  Augusta.  Doctor  Garcia-Rive- 
ra graduated  from  the  University  of  Havana  in  1951 
and  practiced  previously  in  Havana,  Cuba. 

Maxwell  Kimball,  M.D.  a general  practitioner,  has 
opened  an  office  in  Richmond.  His  practice  will  in- 
clude obstetrics.  Doctor  Kimball  graduated  from  the 
University  of  Kentucky  College  of  Medicine  in  1964 
where  he  also  interned  and  completed  his  residency 
training  in  anesthesiology.  Doctor  Kimball  has  prac- 
ticed in  Lexington  and  Stanford. 

Roy  J.  Vermillion,  M.D.,  a surgeon,  is  practicing  in 
association  with  L.  F.  Beasley,  M.D.,  in  Franklin. 
Doctor  Vermillion  graduated  from  the  University  of 
Tennessee  Medical  School  in  1961.  He  completed 
his  internship  and  residency  training  in  Nashville 
and  has  practiced  in  Fayetteville,  Tenn. 


John  G.  Stober,  Sr.,  M.D.,  a general  practitioner, 
is  associated  with  Doctors  Peters  and  Bishop  in  Jef- 
fersontown.  A 1967  graduate  of  the  University  of 
Louisville  School  of  Medicine,  Doctor  Stober  com- 
pleted his  internship  at  St.  Joseph  Infirmary. 

Lafayette  G.  Owen,  M.D.,  a dermatologist,  is  as- 
sociated with  Doctors  Fliegelman  and  Molloy  in 
Louisville.  Doctor  Owen  graduated  from  the  Univer- 
sity of  Louisville  School  of  Medicine  in  1961.  He 
completed  his  internship  at  St.  Joseph’s  Infirmary 
and  his  residency  training  at  Baylor  College  of  Med- 
icine. 

H.  Martin  Blacker,  M.D.,  a neurosurgeon,  is  now  a 
full-time  faculty  member  at  the  University  of  Ken- 
tucky Medical  Center.  Doctor  Blacker  graduated 
from  the  University  of  Nebraska  Medical  School  in 
1959.  He  completed  his  internship  and  residency 
training  at  the  Johns  Hopkins  Hospital  and  recent- 
ly finished  a post-doctoral  fellowship  in  neurophy- 
siology and  stereotaxic  surgery  at  the  University  of 
Wisconsin  and  Notre  Dame  Hospital,  Montreal. 

John  W.  Garden,  M.D.,  an  ophthalmologist,  is  now 
practicing  in  Lexington.  Doctor  Garden  graduated 
from  the  University  of  North  Carolina  Medical 
School  in  1961.  He  completed  his  internship  at  Belle- 
vue Hospital  and  his  residency  training  at  Yale  Uni- 
versity. 

Russell  L.  Travis,  M.D.,  a neurological  surgeon,  is 
practicing  in  association  with  Joseph  Keith,  M.D., 
in  Lexington.  Doctor  Travis  graduated  from  the 
University  of  Louisville  School  of  Medicine  in 
1962.  He  completed  his  internship  at  Louisville  Gen- 
eral Hospital  and  his  residency  training  at  the  Medi- 
cal College  of  South  Carolina. 

Glynn  E.  Reynolds,  M.D.,  a general  practitioner,  has 
opened  an  office  in  Richmond.  A 1967  graduate  of 
the  University  of  Kentucky  College  of  Medicine,  Doc- 
tor Reynolds  completed  his  internship  at  Kettering 
Memorial  Hospital.  Kettering,  Ohio. 

James  M.  McEntyre,  M.D.,  an  ophthalmologist,  is 
now  a full-time  faculty  member  at  the  University  of 
Kentucky  College  of  Medicine.  A 1959  graduate 
of  the  Medical  College  of  Georgia,  Doctor  McEntyre 
completed  his  internship  at  the  U.S.  Naval  Hospital, 
Jacksonville,  Fla.  and  his  residency  training  at  Jef- 
ferson Medical  College,  Philadelphia,  Pa.  and  as  an 
exchange  resident  at  the  University  of  Puerto  Rico. 

Glenn  Marsh,  M.D.,  a dermatologist,  has  opened  an 
office  in  Lexington.  A 1961  graduate  of  Emory  Uni- 
versity Medical  School,  Doctor  Marsh  completed  his 
internship  at  Fitzsimons  General  Hospital  and  his 
residency  training  at  Brooke  General  Hospital.  He 
practiced  previously  in  military  hospitals  during  his 
10  years  of  service  in  the  U.S.  Army. 
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—The  lowest  priced  tetracycline— nystatin  combination  available— 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1 904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program  including  occupational  therapy,  art  therapy,  athletic 
activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-253-2761 


from  the  discord  of  anxiety... 


to  emotional  harmony 


with  the  aid  of  antianxiety 

Librium9 

(chlordiazepoxide 

HCl) 

5-mg,  1 0-mg 
and  25-mg  capsules 

In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees 
of  excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  dis- 
ease. In  properly  individualized 
maintenance  dosage,  Librium 
(chlordiazepoxide  HCl)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunc- 
tive therapy  in  psychophysiologic 
disorders— yet  seldom  impairs 
mental  acuity  or  ability  to  func- 
tion. Librium  has  demonstrated  a 
wide  margin  of  safety  in  short- 
and  long-term  therapy. 

Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude  ataxia 
or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during  protracted 
therapy. 
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the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization1  — provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 

Unfailing  good  taste  — confirmed  by  87.5%  of  1 04  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Myianta  Liquid  or  tablets.2 

Concomitant  relief  of  G.  I.  gas  distress  — provided  by  the  proven  antiflatulent 

action  of  simethicone3. 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  twoteaspoonsful 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Merck  & Co.,  Merck  Chemical  Division:  Antacid  Literature  Survey,  Rahway,  New  Jersey. 
(MM3041 , R-1286-K  REV  463.)  2.  Danhof,  I.E.,  report  on  file.  3.  Hoon,  J.  R.:  Arch.  Surg.  93:467  (Sept.)  1 966. 

- Myianta 

#LIOUID/TABLETS 


Stuart 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Dwision/ATLAS  CHEMICAL  INDUSTRIES.  INC  /Pasadena,  Calit.  91109 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


BROMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

The  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  dosage  schedule 
imprinted  on  the  barrel,  a sterile  needle, 
alcohol  swab  and  a 7.5  ml.  or  10  ml.  size 
ampule  of  terminally  sterilized  BSP 
solution.  Each  unit  contains  complete 
directions  for  use,  precautions  and 
contraindications. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor  — the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

< BSP03 ) BALTIMORE,  MARYLAND  21201 
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When  he  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN  300 


Demcthylchlorlelracvrline  HC1  300  mg 
and  Nystatin  500.000  units 
CAPSILE-SHAPED  TABLETS  Lederle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions : Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis.  ; 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this  1 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few'  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy, 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 


Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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MESSAGE 
FROM  THE 
PRESIDENT 


These  Things  I Believe 

ECENTLY,  when  espousing  a cause  in  which  I was  interested,  a colleague 
remarked  that  I was  usually  crusading  for  something.  I am  not  a crusader 
by  nature  or  by  plan  but  I have  no  hesitancy  expressing  myself  on  issues  in 
which  I have  convictions. 

I believe  that  therapeutic  abortion  is  a medical  problem.  It  is  not  and  should 
not  be  a legal,  political  or  religious  issue.  This  would  be  purely  permissive  legis- 
lation that  would  force  no  one  to  do  anything  against  his  or  her  will.  I believe 
the  present  law,  enacted  in  1910,  should  be  revised. 

I believe  that  the  American  Red  Cross,  with  its  Regional  Blood  Center  in 
Louisville,  needs  a new,  modern  facility.  This  center  serves  25  Kentucky  coun- 
ties. Its  quarters  are  obsolete  and  inadequate.  Physicians  in  Jefferson  and  the  sur- 
rounding 25  counties  should  give  of  time  and  money  to  assure  realization  of  this 
project. 

I believe  physicians  must  become  members  of  the  administrative  boards  of  hos- 
pitals and  become  more  involved  in  hospital  affairs.  The  AMA  and  KMA  have 
urged  hospitals  to  place  one  or  more  physicians  on  their  governing  boards.  The 
American  Hospital  Association  passed  a resolution  recommending  that  hospitals 
bring  physicians  into  their  Board  of  Trustees.  To  my  knowledge,  few  hospitals  in 
Kentucky  have  implemented  these  recommendations  of  the  AMA,  KMA  or  AHA. 
No  one  can  deny  that  hospital  costs  have  soared.  At  the  same  time,  wages  paid 
many  hospital  employees  are  not  competitive  with  government  or  industry.  Doctors 
are  too  often  blamed  for  all  facets  of  health  care  and  many  believe  that  physicians 
establish  and  control  all  hospital  policies.  Care  of  the  sick  is  our  vocation.  For 
the  lay  Board,  it  is  an  avocation.  I believe  we  can  be  of  great  service  to  both  hospi- 
tal and  patient  if  given  the  opportunity  to  participate  at  Board  of  Trustee  level. 

I believe  the  KMA  policy  in  regard  to  cigarette  advertising  should  be  re- 
considered. There  is  now  little  or  no  controversy  as  to  the  harmful  effects  of 
cigarette  smoking.  It  is  incongruous,  indeed  inconsistent  and  yes,  even  hypocriti- 
cal for  physicians  to  accept  compensation  from  companies  advertising  and  dis- 
pensing in  the  halls  of  a medical  convention,  a product  that,  by  law,  must  be 
clearly  and  conspicuously  labeled  “ — may  be  hazardous  to  your  health”.  To  my 
knowledge,  no  physician  advises  or  prescribes  cigarettes.  All  of  our  citizens, 
politicians  included,  look  to  doctors  to  lead  in  matters  of  health.  All  will  re- 
spect us  more  if  we  take  positive  action  and  speak  out  on  matters  in  which  we 
are  knowledgeable. 

These  are  some  things  I believe;  they  do  not  necessarily  represent  the  beliefs  of 
all  of  your  officers  or  of  all  members  of  your  Board  of  Trustees. 

Edwin  P.  Solomon,  Jr.,  M.D. 

KMA  Vice-President 
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* This  is  the  second  in  a series  of  articles  written  at  the  request  of  KMA  President  Henry  B. 
A sman,  M.D. 


An  Open  Letter  from 

Kentucky  BLUE  SHIELD0  . . . 


BLUE  CROSS 

FOR 

HOSPITAL 

CARE 


BLUE  SHIELD 
FOR 
SURGICAL 
CARE 


tb)lue  C 'J-fjJ-jn  tul  (Plan,  tzPnc, 

452-1511  • 3101  BARDSTOWN  ROAD  • LOUISVILLE,  KENTUCKY  40205 

L 


/Pent a c/ij  (phjHcicini-  A'L  Inal, 


Dear  Doctor: 

Like  all  busy  men,  you  probably  find  it  difficult  to  keep 
up  with  everything  that's  going  on  in  today's  changing 
world,  perhaps  even  in  your  own  specialty. 

At  Blue  Shield  we  have  several  ways  in  which  we  try  to 
keep  you  informed,  but  we  know  that  despite  our  best 
effort,  you  may  have  questions  about  what  we  do  and  how 
or  why  we  do  it. 

Maybe  you  find  a certain  billing  procedure  puzzling,  or 
you  have  a question  concerning  our  new  Kentucky  Blue 
Shield  Usual  and  Customary  Program.  Maybe  you'd  simply 
like  to  invite  our  comment  on  Blue  Shield  or  Blue  Cross 
philosophy  of  operation. 

So  please  drop  a line  to  G.  Douglas  Southerland,  Director 
of  Professional  Relations,  if  you  have  a question.  We'll 
guarantee  a prompt  reply;  or  if  you  wish,  one  of  our 
Professional  Relations  Representatives  will  visit  you. 
We'll  do  our  best  to  help  you. 


Garnett  Sweeney,  M.D. 
Chairman,  Blue  Shield  Board 


J.  Ed  McConnell,  President 
Kentucky  Blue  Cross  and  Blue  Shield 


For  more  information . CONTACT  our  office  nearest  you 


BLUE  SHIELD*  BLUE  CROS^ 


®i  KENTUCKY  PHYSICIANS  MUTUAL  INC.  BLUE  CROSS  HOSPITAL  PLAN,  INC. 


3101  Bartlstown  Road  • Louisville,  Ky.  40205  • (502)  452-1511 

Registered  service  marks  of  the  National  Association  of  Blue  Shield  Plans 
® Registered  service  marks  of  the  American  Hospital  Association 


THE  INSURANCE  PAGE 


Comprehensive  Health  Planning 
and  Medicial  Care  Costs 


The  members  of  the  89th  Congress  are 
probably  surprised  by  the  broad,  enthusi- 
astic support  which  the  “comprehensive 
health  planning  act”  has  generated  among  pro- 
viders of  health  care.  Organized  medicine  has 
been  in  the  forefront  in  setting  up  community 
health  planning  agencies  and  more  recently  the 
American  Hospital  Association  and  the  Blue 
Cross  Association  have  voiced  broad  support 
for  the  concept  and  the  program. 

The  Board  of  Governors  of  the  National  Blue 
Cross  Association  has  pledged  to  put  its  re- 
sources behind  comprehensive  health  planning 
at  the  national,  state  and  local  levels  in  order 
to  help  stem  the  tide  of  rising  medical  costs  and 
at  the  same  time  help  make  better  health  care 
more  readily  accessible  to  all  Americans. 

Walter  J.  McNerney,  president  of  the  Blue 
Cross  Association,  who  announced  the  board 
action,  said  that  the  appraisal  and  approval  of 
all  plans  for  new  hospital  facilities  should  be  in 
terms  of  over-all  community  needs. 

“To  avoid  costly  duplication  and  needless 
overspending”,  he  said,  “there  should  also  be  a 
greater  sharing  of  services  and  expensive  equip- 


ment ....  and  a concentration  on  building 
more  efficient  and  better-distributed  hospitals.” 

To  act  as  a watchdog  on  the  cost  of  medical 
care  in  the  hospital  on  behalf  of  the  public,  the 
Blue  Cross  system  would  develop  payment 
methods  of  its  participating  hospitals,  which 
take  into  account  and  promote  cooperation 
with  local  planning  councils. 

The  American  Hospital  Association’s  House 
of  Delegates  recently  approved  an  official  pol- 
icy statement  that  links  re-imbursement  of 
hospitals  with  area  wide  community  health 
planning.  This  action  followed  a series  of 
study  sessions  over  a period  of  18  months  in 
which  the  statement  was  developed.  “The  com- 
munity must  provide  for  proper  financing  of 
its  health  care  system  and  the  health  care  sys- 
tem must  accept  on  its  part,  the  community’s 
right  to  insist  on  proper  planning”. 

With  broad  support  from  hospitals,  insurers 
and  doctors,  it  appears  that  the  comprehensive 
health  planning  program  is  off  to  a good  start. 
It  should  exert  tremendous  influence  in  shaping 
the  direction  of  medical  care  in  the  future. 

William  W.  Hall,  M.D. 
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stREPtoi 


>£NiC!LL!NASE- 


£®WOLVTj 


With  the 
broad  Polycillin 

(ampicillin  tri  hydrate) 

spectrum... 


prooOc«%^"yl0C0CC' 


...you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  E.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions.Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg. /Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 


Polycillin" 

(ampicillin  tri  hydrate) 


and  offending  organisms).  Bacterial  meningitis 
—150-200  mg./ Kg./ day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./ 5 ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./5  ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  I.M./I.V.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg. /ml.  in  20  ml.  bottles. 
u-i/2/69  A. H.F.S.  Category  8:12.16 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


BRISTOL 


The  penicillin  you  use  like  a broad-spectrum  antibiotic 


From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


Case  3-67.  A 28-year-old  married,  white, 
gravida  3,  para  2,  who  was  under  the  care 
of  a private  physician,  gave  a history  of  tak- 
ing C-Quens  for  several  months  prior  to  June  20, 
1966.  On  June  24  an  episode  of  uterine  bleeding 
began,  and  the  patient  continued  to  spot  until 
July  31,  1966,  when  she  was  admitted  for  dilatation 
and  curettage  with  the  presumptive  diagnosis  of 
dysfunctional  bleeding.  She  gave  no  history  of 
cramps,  nausea  or  vomiting.  Her  only  previous 
operation  was  for  acute  cholecystitis.  On  physical 
examination,  the  uterus  was  enlarged,  and  a posi- 
tive Hegar’s  sign  was  elicited.  A pregnancy  test 
was  positive.  The  blood  pressure  was  110/80.  In 
view  of  these  findings,  she  was  discharged  on  Au- 
gust 1,  with  a diagnosis  of  pregnancy  with  bleed- 
ing of  undetermined  etiology. 

The  remainder  of  her  prenatal  course  was  normal 
until  February  14,  1967,  when  she  complained  of 
some  headache,  double  vision,  and  minor  swelling 
of  her  legs  and  ankles.  She  called  her  physician 
complaining  of  the  headache  and  asked  to  be  seen. 
He  gave  her  an  appointment  for  the  following 
day,  but  she  failed  to  keep  the  appointment  and 
did  not  return  until  February  19.  She  was  now  in  the 
37th  week  of  pregnancy.  Her  blood  pressure  was 
200/110,  and  a urinalysis  showed  4+  albuminuria. 

She  was  admitted  at  9 a.m.  on  February  19  ap- 
pearing acutely  ill.  There  was  marked  choking  of  the 
disc  of  the  left  eye;  the  right  eye  appeared  normal. 
The  blood  pressure  was  175/110.  There  was  no  defi- 
nite cardiac  enlargement,  but  the  heart  rate  was  mod- 
erately rapid,  and  moist  rales  were  heard  through- 
out both  lung  fields.  The  uterus  was  enlarged  to 
the  size  of  a term  pregnancy.  No  pelvic  examination 
was  done.  The  extremities  were  markedly  edematous 
and  the  reflexes  were  hyperactive.  The  diagnosis  was 
severe  toxemia  of  pregnancy  with  evidence  of  in- 
creased intracranial  pressure. 

She  received  an  infusion  of  1000  cc  of  10  per- 
cent dextrose  in  water  and  10  mg  of  Compazine  in- 


tramuscularly. She  complained  of  severe  headache. 
She  was  having  no  uterine  contractions,  but  there 
was  a small  amount  of  bloody  vaginal  discharge. 
She  vomited,  and  received  Phenergan  25  mg  and 
Demerol  100  mg  for  pain  at  10:25  a.m. 

She  ate  some  soup  and  jello  that  evening;  15 
minutes  later  she  vomited.  Her  respirations  were 
labored,  and  her  extremities  were  rigid.  The  blood 
pressure  was  now  218/160.  An  injection  of  2 cc  of 
50  percent  MgS04  was  ordered.  She  then  exhibited 
a grand  mal  seizure  lasting  1-2  minutes.  Her  physi- 
cian inserted  an  airway,  and  a Foley  catheter  was 
placed  in  the  bladder.  The  blood  pressure  was  156/ 
120.  She  was  placed  in  an  oxygen  tent  and  received 
Serpasil  1 1/2  cc,  and  Thiomer  in  2 cc.  At  8 p.m. 
she  had  another  convulsion.  She  was  given  Na 
Amytal  3 3/4  gr  intravenously,  50  cc  Mannitol, 
Aminophylin  25  mg  and  2 g Na  Phenobarbitol,  but 
remaining  unresponsive.  Her  temperature  rose  to 
104. 8°F  and  she  died  at  12:15  a.m.  on  February  20, 
1967.  The  cause  of  death  was  thought  to  be  cerebral 
hemorrage  secondary  to  toxemia  of  pregnancy.  There 
was  no  autopsy. 


Comments 

The  Committee  classified  this  case  as  a direct 
obstetric  death  with  preventable  factors  on  the  part 
of  both  patient  and  physician.  The  patient  was  at 
fault  in  not  keeping  her  appointment  immediately 
after  the  appearance  of  the  warning  symptoms  of 
impending  eclampsia.  The  treatment  for  the  con- 
vulsive toxemia  was  insufficiently  vigorous  for  a 
patient  as  desperately  ill  as  this  one.  Toxemia  re- 
mains one  of  the  major  obstetric  killers,  and  its 
management  is  a constant  problem  and  challenge 
for  the  physician. 
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vacation  in 

a vial: 

the  spasm 
reactors 
in  your  practice 
deserve 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 

fiyoseyamine  sulfate  0.1037  mg.  0.1037  mg.  0.3111  mg. 

atropine  sulfate  0.0194  mg.  0.0194  mg.  0.0582  mg. 

hyoscine  hydrobromide  0.0065  mg.  0.0065  mg.  0.0195  mg. 

phenobarbital  (14  gr.)  16.2  mg.  (%  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 
'Warning:  may  be  habit  forming) 


Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


/Wf^OBINS 


290  tangerines 
or  30  Allbee  with  Q. 

Your  patient  would  have  to  peel  and  eat  290  tangerines  a month, 
almost  10  every  day,  to  get  as  much  Vitamin  C as  is  contained  in  just 
one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily). 

In  addition,  each  capsule  provides  full  therapeutic  amounts  of  the 
13-complex  vitamins.  For  example,  as  much  niacin  as  2 pounds  of  sirloin 
steak.  This  handy  bottle  of  30  Allbee  with  C capsules  gives  your  patient 
a month’s  supply  at  a very  reasonable  cost.  Also  the  economy  size  of 
100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 


A.H.  Robins  Company,  Richmond, Va.  23220 


30  Capsules 

Allbee  withC 


Each  capsule  Contains: 
Thiamine  mono- 


nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  B2)  10  mg 

Pyrldoxine  hydro- 
chloride (V  It.  B6) 
Niacinamide 
Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


5 mg 
50  mg 


/HH-ROBINS; 

aHR 


oducing  alginates  to  antacids 


in  taste 


Derived  from  seaweed,  and  long  used  to  impart 
velvety  consistency  to  foods,  alginates— a Warner- 
Chilcott  contribution  to  antacid  palatability— help 
1 ) erase  the  chalkiness  and  grittiness  found  with  some 
other  antacids;  2)  dispel  unpleasant  aftertaste.  Like 
ice  cream,  Gelusil*M  is  smooth  and  creamy;  and  it  has 
a cool  mint  flavor.  Thus,  for  your  patients  Gelusil-M 
may  be  better  to  start  on  and  easier  to  stay  on. 


S«  nsxt  page  for  proscribing  information  ^ 


introducing  new 

GELUSIITM* 


each  5 ml.  teaspoonful  contains; 

500  mg.  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Warner-Chilcott) 

200  mg.  magnesium  hydroxide 

•U.S.  Patont  No.  3.326.755 

a consistent  buffering  anticostive1  antacid 

tAvoids  constipation. 


GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient. 


GelusiT-M  Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored) — light  green  bottles  of  1 2 f I.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusil*  Tablets 

the  universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  Gelusil'Liquid 

when  constipation  is  not  a problem 

Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


£ic^litietli  ^y4nnuci(  l^Vleetin^ 


of  the 


MID-SOUTH 

MEDICAL  ASSOCIATION 

(Formerly  Mid-South  Postgraduate  Medical  Assembly) 


MAY  2 1,  22,  23,  1969 

at  the 

HOLIDAY-INN  RIVERMONT  • MEMPHIS,  TENNESSEE 

Outstanding  speakers  will  present  half-hour  lectures  on  subjects  of  in- 
terest to  both  general  practitioner  and  specialist.  A well  balanced  pro- 
gram is  scheduled.  Make  your  plans  to  attend  NOW!! 

CLASS  REUNIONS:  Class  of  1924;  Class  of  1929;  Class  of  1934  - June; 
Class  of  1938  - December;  Class  of  1939  - March,  June,  December;  Class  of 
1944  - March,  June,  September,  December;  Class  of  1949  - March,  June, 
September,  December;  Class  of  1954  - March,  June,  September,  December; 
Class  of  1959  - March,  June,  September,  December;  Class  of  1963  - 
December. 

MAKE  YOUR  PLANS  NOW  TO  ATTEND  THE 
MID-SOUTH  MEDICAL  ASSOCIATION 
MAY  21,  22,  23,  1969 
MEMPHIS  TENNESSEE 
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IN  THE  BOOKS 


INFECTION  CONTROL  IN  THE  HOSPITAL  (Paper):  Pub- 
lished by  the  American  Hospital  Association,  Chicago, 
1968;  140  Pages;  Price  $3.75. 

This  is  a small  manual  compiled  by  experts  in 
control  of  infections  in  hospitals.  There  is  no  specific 
author. 

This  book  differs  from  the  previous  publication 
of  the  A.H.A.  in  that  its  1962  edition  had  an  English 
editor,  whereas,  this  edition  has  an  American  co- 
ordinator and  all  American  committee  members  who 
worked  with  him. 

It  covers  all  areas  of  the  hospital  environment — 
medical,  technical  and  environmental,  as  well  as  the 
effect  of  hospital  infections  spreading  to  the  com- 
munity. 

Its  recommended  use  by  the  reviewer  is  for  mem- 
bers of  the  Infection  Control  Committee  in  each 
hospital.  By  reading  this  manual,  they  can  have  a 
brief  but  complete  picture  of  all  that  is  involved  in 
modern-day  hospital  infection  control. 

G.  Dudley  Nelson,  M.D.,  M.P.H. 


HANDBOOK  OF  PEDIATRIC  MEDICAL  EMERGENCIES 
(Fourth  Edition):  by  Charles  Varga,  M.D.;  Publi'hed  by 
The  C V.  Mosby  Company,  St.  Louis,  1968;  694  Pages; 
Price  $19.75. 

The  fourth  edition  of  this  volume  has  several 
major  changes  over  the  previous  edition.  Ten  of  the 
18  chapters  have  been  entirely  rewritten,  most  of 
them  by  contributors  new  to  this  edition. 

Chapters  are  devoted  to  cardiovascular,  neurologic, 
psychiatric,  respiratory,  endocrine,  hematologic, 
newborn,  ophthalmologic,  genitourinary  and  metabol- 
ic emergencies  and  to  emergencies  related  to  pediat- 
ric anesthesia,  hypersensitization  and  toxins,  physi- 
cal and  chemical  agents,  and  poisoning.  Some  72 
pages  are  devoted  to  description  of  pediatric  pro- 
cedures commonly  used  in  pediatric  practice.  A new 
section  on  inhalation  therapy  has  been  added. 

References  are  generally  well  selected  and  up-to- 
date. 

The  format  varies  from  chapter  to  chapter  but 
generally  is  in  outline  form.  Cross  references  are 
used  freely. 

A reviewer  can  find  fault  with  any  book  devoted 
to  such  a broad  subject  as  therapy  and  manage- 
ment and  bring  out  differences  of  opinion  and  omis- 
sions. For  example,  I would  not  agree  with  the 
recommendation  of  the  three  drugs,  ampicillin,  peni- 
cillin and  sulfisoxazole,  for  acute  bacterial  meningitis 
pending  identification  of  the  specific  organism.  It 


would  also  seem  that  heparin  therapy  for  shock  with 
Gram  negative  sepsis  or  meningococcemia  is  suffi- 
ciently accepted  to  have  been  included.  It  must  be 
conceded,  however,  that  generally  the  methods  of 
management  recommended  are  excellent  and  little 
has  been  omitted. 

This  is  a volume  the  practitioner  will  find  quite 
helpful. 

Walter  T.  Hughes,  M.D. 

PAEDIATRIC  CARDIOLOGY:  edited  by  Hamish  Watson, 
M.D.;  Published  by  The  C.  V.  Mosby  Company,  St.  Louis, 
1968;  996  Pages;  Price  $36.50. 

The  above  publication  is  a departure  from  the 
books  on  pediatric  cardiology  written  by  one  author 
or  joint  authors  from  the  same  institution.  Thirty- 
nine  authorities  on  different  aspects  of  the  subject, 
from  both  sides  of  the  Atlantic,  have  cooperated  in 
this  generally  excellent  996  page  volume  divided  into 
68  appropriate  chapters.  The  chapters  retain  the  dis- 
tinct individuality  of  the  author,  which  is  refreshing. 
The  many  illustrations  are  exceptionally  good  having 
been  taken  directly  from  the  originals  save  when 
necessary  like  the  ones  in  the  chapters  on  Embryolo- 
gy and  Surgical  Aspects  of  Pediatric  Cardiology. 

The  first  10  chapters  are  devoted  to  basic  concepts 
and  those  on  Foetal  Circulation  and  Pulmonary  Cir- 
culation in  Pathological  States  are  outstanding.  The 
origin  of  mid-systolic  clicks  is  left  in  doubt.  It  has 
now  been  conclusively  proven  that  they  originate 
from  the  deformed  posterior  leaflet  of  the  mitral 
valve.  Perhaps  the  importance  of  upright  T waves 
in  Vi  after  the  first  week  of  life  representing  pres- 
sure overload  of  the  right  ventricle  has  not  received 
the  emphasis  it  deserves.  It  seems  very  regrettable 
to  this  reviewer  that  the  very  important  subject  of 
cardiac  catheterization  and  angiocardiography  is  dis- 
posed of  in  less  than  two  pages. 

The  description  of  individual  anatomic  entities  car- 
ries with  it  a perspective  of  depth.  The  incidence, 
pathologic  anatomy,  the  pathophysiology,  criteria  for 
diagnosis,  clinical  and  instrumental,  the  prognosis 
and  present  status  of  corrective  surgery  are  uniformly 
well  handled.  Chapters  on  Fallot’s  Tetralogy  and 
Transposition  of  Great  Vessels  are  particularly  re- 
markable. 

Medical  Management  of  congestive  heart  failure 
in  infants  and  children  is  well  presented.  For  digi- 
talization, digoxin  is  the  drug  of  choice;  the  other 
alternative  preparations  listed  being  used  very  rarely. 
The  last  chapter  on  surgical  aspects  of  Pediatric 
Cardiology  is  concise  and  to  the  point. 

Kareem  Minhas,  M.D. 
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DOCTOR! 

YOU  ARE  INVITED  TO  ATTEND 
the 

ANNUAL  SPRING  SCIENTIFIC  SESSION 
of  the 

KENTUCKY  THORACIC  SOCIETY 

THURSDAY,  APRIL  24 

MID-TOWN  HOLIDAY  INN— LOUISVILLE,  KENTUCKY 


Morning  Session 


9:00  - 10:15  a.m.  RESPIRATORY  DISEASE  SCREENING— IS  IT  NECESSARY? 

A.  H.  Russakoff,  M.D. 

Internal  Medicine 
Birmingham,  Alabama 


Reactor  Panel: 

William  H.  Anderson,  M.D.,  Louisville 
George  Brockman,  M.D.,  Greenville 
Richard  B.  McElvein,  M.D.,  Lexington 
Edward  N.  Maxwell,  M.D.,  Louisville 
D.  Boyd  Bigelow,  M.D.,  Denver 

10:30  - 11:45  a.m.  “Experience  With  Quantitative  Cultures” 

Warren  E.  Wheeler,  M.D.,  Professor  and  Chairman 
Department  of  Pediatrics 
University  of  Kentucky 

12:00  noon  Luncheon 

“What’s  In  The  Air” 

William  H.  Megonnell,  Assistant  Commissioner 
Standards  and  Compliance 
National  Air  Pollution  Control  Administration 
Arlington,  Virginia 

2:00  - 2:30  p.m.  “Atypical  Tuberculosis” 

H.  M.  Vandiviere,  M.D.,  Professor 
Department  of  Community  Medicine 
University  of  Kentucky 


2:30  - 3:00  p.m. 

3:10  - 3:40  p.m. 
3:50  - 4:20  p.m. 


“Pulmonary  Complications  of  Congenital  Heart  Disease” 

Linda  Walters,  M.D.,  Assistant  Professor 
Department  of  Pediatrics 
University  of  Kentucky 

“Mediastinoscopy” 

J.  Kent  Trinkle,  M.D.,  Assistant  Professor  Of  Surgery 
University  of  Kentucky 

“Trachea-Bronchial  and  Esophageal  Foreign  Body  Extraction” 

E.  Nighbert,  M.D.,  Resident  in  Surgery 
University  of  Kentucky 


4:30  - 5:00  p.m. 


6:30  p.m. 


“Pulmonary  Empolisation  Following  Pneumonectomy” 

W.  Dooling,  M.D. 

VA  Hospital,  Lexington  and  Associate  Professor  of  Surgery 
University  of  Kentucky 

Dinner 

"Why  A National  Lung  Institute?” 

Congressman  Tim  Lee  Carter,  M.D. 
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high  under 
the  cuff. 


he  forgets  he  has  hypertension,  gets  hot 
under  the  collar. . .high  under  the  cuff. 

patients, consider  Regrotori 

chlorthalidone  50  mg. 
reserpine  U.S.P.  0.25  mg. 

To  lower  blood  pressure 

and  allay  anxiety  in  hypertension. 

For  brief  summary  of  prescribing  infor- 
mation, see  next  page. 


Regroton’  Geigy 


chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 

the  once-a-day  tablet  for  anxious  hypertensives 

Regroton  is  a combination  of  two  basic 
antihypertensives  designed  to  lower  blood 
pressure  and  allay  anxiety  in  hypertension. 

With  Regroton  he  can  keep  his  shirt  on 
and  you  can  keep  his  blood  pressure  down. 

Before  prescribing,  please  review  carefully 
the  indications,  contraindications, 
warning,  precautions,  adverse  reactions 
and  dosage  information  below. 


Regroton® 

Each  tablet  contains: 
chlorthalidone  50  mg. 
reserpine  U.S.P.  0.25  mg. 


reserpine-treated  mothers. 
Precautions:  Antihypertensive 
therapy  with  this  drug  should  al- 
ways be  initiated  cautiously  in 
postsympathectomy  patients  and 
in  patients  receiving  ganglionic 
blocking  agents,  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypoten- 
sion during  surgery,  discontinue 
therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  proce- 
dures. In  emergency  surgery,  use, 
if  needed,  anticholinergic  or 
adrenergic  drugs  or  other  sup- 
portive measures  as  indicated. 
Because  of  the  possibility  of  pro- 
gression of  renal  damage,  periodic 
kidney  function  tests  are  indicated. 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated. 
Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may 
occur.  If  potassium  depletion 
should  occur  during  therapy,  the 
drug  should  be  discontinued  and 
potassium  supplements  given, 
provided  the  patient  does  not 
have  marked  oliguria. 

Take  particular  care  in  cirrhosis 
or  severe  ischemic  heart  disease 
and  in  patients  receiving  corti- 
costeroids, ACTH,  or  digitalis. 
Severe  salt  restriction  is  not 
recommended.  Use  cautiously  in 
patients  with  ulcerative  colitis  or 
gallstones  (biliary  colic  may  be 
precipitated).  Bronchial  asthma 
may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is 
generally  well  tolerated.  The  most 
frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diar- 
rhea, constipation,  muscle  cramps, 
headache,  dizziness  and  acute 


gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety, 
depression,  bradycardia  and 
ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis), 
drowsiness,  dull  sensorium,  hyper- 
glycemia and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness, 
transient  myopia,  impotence  or 
dysuria,  orthostatic  hypotension 
which  may  be  potentiated  when 
chlorthalidone  is  combined  with 
alcohol,  barbiturates  or  narcotics, 
leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranu- 
locytosis, nasal  stuffiness,  in- 
creased gastric  secretions, 
nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis, 
optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing 
of  the  skin,  a reversible  paralysis 
agitans-like  syndrome,  blurred 
vision,  conjunctival  injection, 
increased  susceptibility  to  colds, 
dyspnea,  weight  gain,  decreased 
libido,  dryness  of  the  mouth, 
deafness,  anorexia,  and  pan- 
creatitis when  epigastric  pain  or 
unexplained  G.l.  symptoms 
develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia, 
paresthesia,  photosensitization 
and  necrotizing  angiitis  are 
possible. 

Average  Dosage:  One  tablet  daily 
with  breakfast. 

Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000. 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  information. 


Indications:  Hypertension. 
Contraindications:  History  of  men- 
tal depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration 
of  enteric-coated  potassium  sup- 
plements, which  should  be  used 
only  when  adequate  dietary  sup- 
plementation is  not  practical,  the 
possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions 
has  frequently  been  required  and 
deaths  have  occurred.  Discontinue 
coated  potassium-containing  for- 
mulations immediately  if  abdom- 
inal pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleed- 
ing occur.  Discontinue  one  week 
before  electroshock  therapy,  and 
if  depression  or  peptic  ulcer 
occurs. 

Use  in  pregnancy:  Because  chlor- 
thalidone may  cross  the  placental 
barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in 
breast  milk,  this  drug  should  be 
used  with  care  in  pregnant  pa- 
tients and  nursing  mothers.  When 
used  in  women  of  childbearing 
age,  the  potential  benefits  of  the 
drug  should  be  weighed  against 
the  possible  hazards  to  the  fetus. 
Use  of  chlorthalidone  may  result  in 
fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other 
adverse  reactions  which  have  oc- 
curred in  the  adult.  Increased 
respiratory  secretions,  nasal  con- 
gestion, cyanosis  and  anorexia 
may  occur  in  infants  born  to 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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April  1969 


The  Journal  of 


The  magnetism  and  the  grandeur  that  characterizes  New 
York  City  will  provide  a superb  setting  for  AMA’s  118th  Annual 
Convention  in  July.  Plan  to  attend  now  and  look  forward  to 
five  memorable  and  stimulating  convention  days  in  a city  of 
unlimited  excitement. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Chronic  Pulmonary 
Insufficiency  and  Problems  of  Air  Pollution,  Human  Sexuality, 
Impact  of  Medical  Education  on  Patient  Care,  and  Physical 
Fitness  and  Aging  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  700  scientific  and  indus- 
trial exhibits.  The  nation's  outstanding  medical  authorities  will 
lecture  and  discuss  the  significant  advances  in  today’s  medicine. 

In  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  programming. 

Reserve  now  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  July  16,  1969.  Since 
space  is  limited,  we  suggest  you  make  your  reservations  before 
June  30,  1969.  Tickets  are  $10.00  each,  payable  in  advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  26,  1969. 


NEW  YORK  CITY,  NEW  YORK  • JULY  13-17,  1969 
AMERICAN  MEDICAL  ASSOCIATION'S  118th  ANNUAL  CONVENTION 


t cky  Medical  Association  • April  1969 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

APRIL 

18-19  Continuing  Education  Course,  “Practical 
Exercises  in  Neurology,  Neuro-surgery  and 
Neuro-opthalmology,”  University  of  Kentucky 
College  of  Medicine,  Lexington 

21-24  Kentucky  Hospital  Association  Annual  Con- 

vention, Kentucky  Hotel,  Louisville 

23  Respiratory  Disease  Conference,  Seelbaoh 
Hotel,  Louisville 

24  Kentucky  Thoracic  Society  Spring  Scientific 

Session,  Mid-Town  Holiday  Inn,  Louisville 

24  Kentucky  TB  and  RD  Association  Annual 
Meeting,  Mid-Town  Holiday  Inn,  Louisville 

24  Kentucky  Psychiatric  Association  Spring 

Meeting,  Imperial  House,  Lexington 

25-26  Continuing  Education  Course,  “A  Seminar  on 
Laboratory  Management,”  University  of  Ken- 
tucky College  of  Medicine,  Lexington 

29-May  2 “Current  Concepts  in  Bone  and  Joint  Dis- 
ease,” Symposium,  University  of  Kentucky 
Medical  Center,  Lexington 

MAY 

2-3  Continuing  Education  Course,  “Cytopathology 
of  Uterine  Cancer”,  University  of  Kentucky 
College  of  Medicine,  Lexington 

6-10  Kentucky  Academy  of  General  Practice  An- 
nual Meeting,  Convention  Center  and  Seel- 
bach  Hotel,  Louisville 

12  Breast  Cancer  Symposium,  University  of 
Louisville  School  of  Medicine,  Louisville 

13- 15  Continuing  Education  Course,  “Pneumocon- 

ioses,” University  of  Kentucky  College  of 
Medicine,  Lexington 

14- 15  Kentucky  Chapter,  American  Academy  of 

Pediatrics  Annual  Spring  Meeting,  Holiday 
Inn,  Somerset 

16-17  Kentucky  Chapter,  American  College  of  Sur- 
geons and  Kentucky  Surgical  Society  Joint 
Meeting,  Holiday  Inn,  Somerset 


16-18  Kentucky  State  Association  of  Medical  As- 
sistants Seventh  Annual  Convention,  Holiday 
Inn,  Elizabethtown 

28-29  Continuing  Education  Course  “Perinatal  Sym- 
posium,” University  of  Kentucky  College  of 
Medicine,  Lexington 

IN  SURROUNDING  STATES 

APRIL 

16-17  Postgraduate  Course,  “Symposium  on  Rheu- 
matic Disease,”  Cleveland  Clinic  Educational 
Foundation,  Cleveland,  Ohio 

16-19  Thirteenth  Annual  Postgraduate  Course  in 
Trauma,  Chicago  Committee  on  Trauma  of 
the  American  College  of  Surgeons,  John  B. 
Murphy  Memorial  Auditorium,  Chicago,  111. 

20- 26  International  Symposium,  Obstetrics  and 

Gynecology,  Chicago,  111. 

21- 23  American  Academy  of  Pediatrics  Annual 

Spring  Session,  Sheraton-Boston  Hotel,  Bos- 
ton, Mass. 

24-26  American  Academy  of  Physical  Medicine 
and  Rehabilitation  31st  Annual  Session, 
Sheraton-Chicago  Hotel,  Chicago,  111. 

26-27  Twenty-first  Annual  Joseph  and  Samuel 
Freedman  Lectures  in  Diagnostic  Radiology, 
University  of  Cincinnati  College  of  Medi- 
cine, Cincinnati,  Ohio 

28-May  1 Seventeenth  Annual  Clinical  Meeting, 
American  College  of  Obstetricians  and 
Gynecologists,  Americana  Hotel,  Bal  Har- 
bour, Fla. 

MAY 

8-10  Postgraduate  Course  in  Pediatrics,  University 
of  Cincinnati  Department  of  Pediatrics,  Cin- 
cinnati, Ohio 

8-10  National  Conference  on  Breast  Cancer,  Shore- 
ham  Hotel,  Washington,  D.C. 

14-16  National  Society  for  the  Prevention  of  Blind- 
ness, Inc.,  Annual  Conference,  Pfister  Hotel, 
Milwaukee,  Wisconsin 

21-23  Mid-South  Medical  Association,  Holiday-Inn 
Rivermont,  Memphis,  Tennessee 
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ulcer  did  not  IreaLuntil  its  surface  was  cleared  of  dead  tissue  and  debris 


to  aid  in  debridement 
to  facilitate  healing 
in  chronic  cutaneous  ulcers... 

Elase  Ointment 

(fibrinolysin  and  desoxyribonuclease, 
combined,  [bovine]  ointment) 

PARKE-DAVIS 


FIRST  APPLICATION 

ELASE  Ointment  is  applied  to  a deep  ulceration  of  a finger. 


EIGHTEEN  DAYS  LATER 

Healing  has  progressed  rapidly  without  interruption  or 
interference  from  any  accumulated  purulence  or 
necrotic  tissue.  Greatly  reduced  size  of  lesion  and 
minimal  scar  tissue  indicate  quality  and  vigor  of 
healing  which  is  almost  complete. 


By  helping  to  remove  dead  tissue  and  debris  from  the  ulcer’s 
surface,  ELASE  Ointment  creates  a better  environment  for  the 
elimination  of  infection,  for  healthy  granulation  ...for  healing. 

Its  lytic  enzymes  effectively  break  down  DNA  in  dead  leuko- 
cytes and  other  debris. . .the  fibrin  in  blood  clots,  serum,  and 
purulent  exudates . . . and  the  denatured  proteins  in  necrotic 
tissue.  Protein  elements  of  living  tissue  are  relatively  un- 
affected. ELASE  Ointment  is  indicated  in  stasis  ulcers  and  in 
other  infected  or  inflamed  ulcers  caused  by  circulatory  distur- 
bances. In  cases  requiring  skin  grafting,  it  is  used  preoperatively 
for  debridement.  For  ambulatory  patients  debridement  with 
ELASE  Ointment  is  a convenient  therapy  and  a regimen  likely 
to  be  followed.  Precautions:  Observe  usual  precautions  against 
allergic  reactions,  particularly  in  persons  with  a history  of 
sensitivity  to  materials  of  bovine  origin  or  to  mercury  com- 
pounds. Adverse  Reactions:  Side  effects  attributable  to  the 
enzymes  have  not  been  a problem  at  the  dose  and  for  the 
indications  recommended.  Discussion:  Successful  use  of 
enzymatic  debridement  depends  on  several  factors:  (1)  dense, 
dry  eschar,  if  present,  should  be  removed  surgically  before 
enzymatic  debridement  is  attempted;  (2)  the  enzyme  must  be  in 
constant  contact  with  the  substrate;  (3)  accumulated  necrotic 
debris  must  be  periodically  removed;  (4)  the  enzyme  must  be 
replenished  at  least  once  daily;  and  (5)  secondary  closure  or 
skin  grafting  must  be  employed  as  soon  as  possible  after 
optimal  debridement  has  been  attained.  It  is  further  essential 
that  wound-dressing  techniques  be  performed  carefully  under 
aseptic  conditions  and  that  appropriate  systemically  acting 
antibiotics  be  administered  concomitantly  if,  in  the  opinion  of 
the  physician,  they  are  indicated.  Available:  ELASE  Ointment  is 
supplied  in  30-Gm.  tubes  containing  30  units  (Loomis)  of 
fibrinolysin  and  20,000  units  of  desoxyribonuclease  with 
0.12  mg.  thimerosal  (mercury  derivative);  and  in  10-Gm.  tubes 
containing  10  units  of  fibrinolysin  and  6,666  units  of  desoxy- 
ribonuclease with  0.04  mg.  thimerosal.  ELASE  Ointment  has  a 
special  base  of  liquid  petrolatum  and  polyethylene;  contains 
sodium  chloride  and  sucrose  used  during  manufacture;  is 
stable  at  room  temperature  through  the  expiration  date  stated 
on  the  package. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


PARKE-DAVIS 


48168 


hibadub  hibadul 

His  heart  tells  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 


Contraindications:  History  of  sensitivity  to  meprobamate. 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


ixiety  is  expected  in  the  cardiovascular  patient, 
little  may  even  be  desirable. 

.it  when  anxiety  is  exaggerated  . . . when  it 
terferes  with  sleep  . . . when  it  aggravates 
rdiovascular  symptoms,  your  help  may 
! needed. 

iturally,  you’ll  want  to  reassure  the  patient. 

id  perhaps  prescribe  Equanil  (meprobamate) 
adjunctive  therapy.  It  helps  relieve  anxiety 
d tension  specifically,  yet  gently. 

most  15  years'  use  has  shown  that  Equanil 
usually  well  tolerated  as  well  as  effective, 
pe  effects  are  generally  limited  to  transient 
owsiness;  serious,  therapy-interrupting 
le  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Equanir 

(meprobamate) 


A little  sunshine 
for  summer  cold 
and  allergy 
sufferers. 


histine  LP  can  brighten  things  in 
y for  your  summer  cold  and 
y patients. 

! continuous-release,  deconges- 
ablets  contain  a vasoconstrictor- 
stamine  formulation  that  goes  to 
promptly  and  usually  provides 
ive  relief  even  in  those  cases 
•al  congestion  caused  by  repeated 
ic  episodes. 

convenient  twice-a-day  dosage 


with  Novahistine  LP  lets  most  patients 
enjoy  relief  all  day  and  all  night. 

Use  with  caution  in  patients  with 
severe  hypertension,  diabetes 
mellitus,  hyperthyroidism  or  urinary 
retention.  Caution  ambulatory  patients 
that  drowsiness  may  result. 

PITMAN-MOORE  Division  of 
The  Dow  Chemical  Company. 
Indianapolis,  Indiana. 


Novahistine 
LP 


decongestant 


(Each  tablet  contains  25  mg.  of  phenylephrine 
hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 
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Application 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT  SECTION 


1969  Annual  Meeting 

Convention  Center 


Kentucky  Medical  Association 

Louisville,  Kentucky  September  23,  24,  25 


Fill  Out  and  Mail  to: 

T.  R.  MARSHALL,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Janet  Avenue 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1,  1969 


Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 


1.  Title  of  Exhibit:  

2.  Name  ( s ) of  Exhibitor  (s):  (AMA  Member?) 

Institution  (if  desired):  

Mailing  Address 

3.  Do  you  have  a built-in  exhibit? 

4.  Description  of  Exhibit:  (Attach  Brief  Description  Not  To  Exceed  50  Words  to  this  blank) 

5.  Exhibit  will  consist  of  the  following:  (Check  which) 

Charts  and  Posters.  . . . Photographs.  . . . Drawings.  . . . X-rays  .... 

Specimens.  . . . Moulages.  . . . Other  Material 

, _ . (Describe) 

6.  Booth  Requirements: 

Amount  of  total  wall  space  needed? 


Back  wall  Side  walls  (All  side  walls  are  4') 

Square  feet  needed? Shelf  desired?  (yes  or  no)  


7.  Indicate  sources  of  assistance  provided  to  you  in  connection  with  the  exhibit.  . . . 

8.  Has  this  exhibit  been  exhibited  before?  If  so,  when  & where? 

Date  

Signature  of  Applicant 


The  Kentucky  Medical  Association  will  provide  without  cost  to  the  exhibitor  the  following:  Exhibit 
space,  shelves,  s’gn  for  booth,  current,  bracket  lights,  provided  all  items  are  approved  in  advance 
by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exh  bit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  40202,  who  supply  equipment  for  the  annual 
KMA  meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
Darbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. . .helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
:he  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AM  BAR  2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY /Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  y^-|-|'pOBINS 


A.  H.  ROBINS  COMPANY, 
RICHMOND,  VA.  23220 


To  help  avert 
chronicity 
in  acute  cystitis 
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Although  it  may  coexist  wii 
chronic  pyelonephritis  or  prost 
titis,  many  cases  of  chronic  cys 
tis  may  result  from  incomple 
treatment  of  a simple,  acute  cys 
tis.  For  this  reason,  it  is  beii 

• • i |f 

increasingly  recommended  th 
appropriate  antibacterial  theraj 
in  full  dosage  be  maintained  f< 
up  to  two  weeks  or  longer. 

Most  frequently,  the  dominai 
pathogen  is  gram-negative,  usi 
ally  E.  coli;  most  often,  you  wi 
find  Gantanol®  (sulfametho 
azole)  effective  against  E.  cc 
and  other  sensitive  organisms 
gram-positive  and  gram-negath 
—commonly  seen  in  cystitis  an 
other  urinary  tract  infection 
Wide  clinical  usage  of  Gantan 
has  confirmed  the  efficacy  of  th 
wide-spectrum  antimicrobi 
agent  in  the  treatment  of  cystiti 

The  rapidity  of  bacterial  mu 
tiplication  in  a favorable  urinai 
environment  is  well  know] 
Prompt  control  of  acute  bladdt 
infection  is  therefore  essenti; 
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Before  prescribing,  please  consult  cor 
plete  product  information,  a summary 
which  follows: 

Indications:  Acute  and  chronic  urina 
tract,  respiratory  and  soft  tissue  infe 
tions  due  to  susceptible  microorganism 
prophylactically  following  diagnostic  i 
strumental  procedures  on  genitourina: 
tract. 

Contraindicated  in  sulfonamide-sensitb 
patients,  pregnant  females  at  term,  pr 
mature  infants,  or  newborn  infants  du 
ing  first  3 months  of  life. 


Do 
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Warnings:  Use  only  after  critical  a| 
praisal  in  patients  with  liver  or  ren 
damage,  urinary  obstruction  or  bloc 
dyscrasias.  Deaths  reported  from  h 
persensitivity  reactions,  Stevens-Johnsc 
syndrome,  agranulocytosis,  aplastic  an 
mia  and  other  blood  dyscrasias.  In  close 
intermittent  or  prolonged  therapy,  bloc 
counts  and  liver  and  kidney  function  tes 
should  be  performed.  Clinical  data  insu|c  ■ 
ficient  on  prolonged  or  recurrent  theraf 
in  chronic  renal  diseases  of  children  u 
der  6 years. 

Precautions:  Occasional  failures  may  o 
cur  due  to  resistant  microorganisms.  N 
effective  in  virus  and  rickettsial  infe 
tions.  Sulfonamides  not  recommend* 


1 ot  only  to  reduce  the  patient’s 

I iscomfort  but  to  prevent  chron- 
:ity  and  possible  ascending  in- 
action. 

s 

Gantanol  (sulfamethoxazole) 
i1  rovides  antibacterial  activity 
' ithin  two  hours  of  the  initial  2- 
lm  dose,  and  subsequent  1-Gm 
oses,  taken  morning  and  eve- 
ing,  maintain  therapeutic  blood 
id  urine  levels  lasting  up  to  12 
ours.  Significant  symptomatic 
:sponse  is  frequently  achieved 
ithin  24  to  48  hours  in  acute, 
icomplicated  cystitis  and  other 
:sponsive  urinary  tract  infec- 
ons.  In  addition,  Gantanol  is 
mally  well  tolerated.  Should 
*olonged  therapy  be  required, 
le  convenient  b.i.d.  dosage  helps 
> minimize  the  problem  of 
:ipped  doses. 

Over  eight  years’  clinical  use 
L is  thoroughly  demonstrated  the 

II  lalities  that  make  Gantanol  a 
j )od  choice  for  initial  therapy  of 
1 ost  urinary  tract  infections,  in- 
‘ uding  acute  cystitis. 


1,1  r therapy  of  acute  infections  caused  by 
aup  A beta-hemolytic  streptococci.  At 
esent,  penicillin  is  drug  of  choice  in 

I ute  group  A beta-hemolytic  streptococ- 
f I infections;  although  Gantanol  has 

II  aduced  favorable  bacteriologic  conver- 
>n  rates  in  this  infection,  data  insuffi- 

a nt  on  long-term  follow-up  studies  as  to 
effect  on  sequelae  of  rheumatic  fever 
if  acute  glomerulonephritis.  If  other 
„ atment  cannot  be  used  and  Gantanol 
|c  employed  in  such  infections,  important 
it  therapy  be  continued  in  usual  rec- 
unended  dosage  for  at  least  10  days. 
3!  >serve  usual  sulfonamide  therapy  pre- 
Jtions,  including  adequate  fluid  intake, 
e with  caution  if  history  of  allergies 
■ d/or  asthma.  Follow  closely  patients 
:h  renal  impairment  since  this  may 
[ jse  excessive  drug  accumulation.  Need 
1 indicated  local  measures  or  surgery 
t obviated  in  localized  infections. 
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'verse  Reactions:  Depending  upon  the 
'erity  of  the  reaction,  may  withdraw 
ig  in  event  of  headache,  nausea,  vomit- 
;,  urticaria,  diarrhea,  hepatitis,  pancre- 
tis,  blood  dyscrasias,  neuropathy,  drug 
'er,  Stevens-Johnson  syndrome,  skin 
h,  injection  of  the  conjunctiva  and 
era,  petechiae,  purpura,  hematuria  and 
rstalluria. 


Gantanol* 

(sulfamethoxazole) 

assures  rapid, 
sustained, 
antibacterial 
activity  with 
b.i.d.  dosage 


Gantanol*B.i.D. 

(sulfamethoxazole) 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


WHAT'S  NEW 

in 

Medical  Progress 


An  Approach  to  the  Prevention  of  Coronary  Artery  Diseasef 

Charles  H.  Duncan,  M.D.  and  Maurice  M.  Best,  M.D. 


IT  is  clear  that  the  most  effective  approach  to 
reducing  the  toll  from  coronary  artery  disease 
is  the  application  of  preventive  measures  prior 
to  the  onset  of  clinically  recognizable  heart  disease. 
We  have  recently  reviewed  the  more  important  fac- 
tors responsible  for  the  development  of  premature 
atherosclerosis  of  the  coronary  circulation  and  pro- 
posed a coronary  score  card  by  which  the  susceptible 
individual  can  be  recognized.1 

Major  coronary  risk  factors  which  are  susceptible 
to  modification  include: 

Elevated  blood  cholesterol  and/or  triglyceride 
Hypertension 

Decreased  carbohydrate  tolerance 

Cigarette  smoking 

Obesity 

Sedentary  habits 

The  presence  of  any  one  of  these  risk  factors  re- 
sults in  an  increased  risk,  but  it  is  the  additive  effect 
of  multiple  factors  which  dramatically  increases  the 
hazard  of  coronary  disease.  Thus  Stamler’s  data  in- 
dicate that  either  cigarette  smoking  or  elevated 
serum  cholesterol  (above  225  mg/ 100  ml)  increases 
by  five  times  the  risk  of  coronary  heart  disease, 
while  the  combination  of  cigarette  smoking  and  ele- 
vated cholesterol  results  in  a risk  12  times  that  of 
the  non-smoker  with  normal  cholesterol.2 

Much  admittedly  remains  to  be  learned  about 
measures  for  the  primary  prevention  of  coronary 
disease  and  their  effectiveness,  but  it  seems  certain 
that  currently  available  measures  can  greatly  reduce 
the  incidence  of  this  disease  in  the  American  male. 
The  earlier  in  life  preventive  measures  are  adopted 
the  more  effective  they  should  be  in  delaying  or 
preventing  coronary  disease.  Since  many  of  the  pre- 
disposing factors  (elevated  blood  lipids,  hypertension, 
obesity,  decreased  carbohydrate  tolerance)  tend  to 
be  familial,  relatives  of  the  patient  with  premature 


t From  the  department  of  medicine,  University  of 
Louisville  School  of  Medicine 

This  research  was  supported  in  part  by  PHS  Grant 
HE-01946  and  by  grants  from  the  Kentucky  Heart 
Association  and  the  Heart  Association  of  Louisville 
and  Jefferson  County.  We  are  grateful  to  Ayerst 
Laboratories,  Flint  Laboratories,  Eli  Lilly  & Com- 
pany and  USV  Pharmaceutical  Corporation  for  as- 
sistance. 


coronary  disease  should  be  screened  and  appropriate 
preventive  measures  instituted. 

Preventive  measures  to  reduce  or  eliminate  the 
additional  risk  attributable  to  cigarette  smoking, 
obesity  and  sedentary  habits  are  self  evident.  That 
is  not  to  say  that  they  are  easily  achieved,  and  the 
modification  of  long-standing  habits  will  tax  the 
skill  and  patience  of  the  best  of  physicians. 

With  presently  available  drugs  hypertension  can 
be  controlled  in  the  majority  of  patients.  Since  the 
relationship  between  blood  pressure  and  coronary 
disease  is  a continuum,  the  goal  of  treatment  should 
be  the  maintenance  of  normal  blood  pressure.  The 
choice  of  antihypertensive  agents  is  initially  empiri- 
cal, but  the  physician  must  not  hesitate  to  experi- 
ment with  dosage  and  drugs  in  his  effort  to  maintain 
normal  blood  pressure. 

Recent  knowledge  permits  a much  more  logical 
approach  to  the  management  of  elevated  blood  lipids 
than  was  possible  several  years  ago.  There  can  be 
little  doubt  that  the  usual  American  diet  is  an  im- 
portant factor  in  the  commonly  encountered  eleva- 
tions of  blood  cholesterol  and  triglyceride.3  Elevated 
levels  of  blood  cholesterol  can  be  reduced  by  changes 
in  diet  which  provide  for  a reduced  cholesterol  intake 
and  the  substitution  of  polyunsaturated  vegetable 
fats  for  a large  part  of  the  saturated  animal  fat 
content.  A useful  booklet  for  the  planning  of  such 
fat-controlled  meals  is  available  on  prescription  with- 
out cost  to  patients  from  local  chapters  of  the  Ameri- 
can Heart  Association. 

The  correction  of  elevated  levels  of  triglyceride 
may  also  be  approached  by  dietary  means.  With 
rare  exception  the  elevation  of  triglyceride  encount- 
ered in  adults  is  of  the  “carbohydrate  induced”  type. 
A reduced  intake  of  carbohydrate  will  in  most  cases 
result  in  a reduction  of  serum  triglyceride,  particular- 
ly if  it  is  accompanied  by  some  reduction  in  weight. 
Evidence  suggests  that  remaining  dietary  carbohy- 
drate should  be  predominantly  in  the  form  of  starch 
or  other  complex  carbohydrate  rather  than  simple 
sugars. 

At  least  some  hypertriglyceridemic  patients  demon- 
strate marked  exacerbations  of  their  hyperlipemia  in 
response  to  alcohol,  and  this  possibility  should  be 
kept  in  mind,  particularly  when  triglyceride  levels 
fluctuate  markedly. 
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Although  dietary  modification  is  an  essential  first 
step  in  the  management  of  the  patient  with  hyper- 
lipidemia, often  serum  lipids  are  not  reduced  to  the 
desired  level  and  a lipid  lowering  drug  must  be  com- 
bined with  the  change  in  diet.  Currently  four  agents 
combine  effectiveness  with  a low  incidence  of  serious 
or  unpleasant  side  effects.  In  our  laboratory  we  are 
now  using  clofibrate,  phenformin  hydrochloride,  dex- 
trothyroxine,  and  cholestyramine.  The  choice  of  a 
particular  agent  is  based  upon  the  lipid  profile  of 
the  patient,  and  since  therapy  may  be  continued 
throughout  life,  considerations  of  safety  and  con- 
venience are  important. 

In  patients  with  elevated  triglyceride,  with  or  with- 
out elevated  cholesterol  levels,  clofibrate  is  the  drug 
of  first  choice.  It  substantially  reduces  triglyceride 
and  to  a lesser  degree  cholesterol  in  the  majority 
of  such  patients.4  The  more  convenient  dosage  sched- 
ule of  1 gram  twice  daily  seems  to  be  fully  as  ef- 
fective as  the  recommended  0.5  grams  four  times 
daily.  Clofibrate  is  less  predictably  effective  in  pa- 
tients with  normal  triglyceride  and  elevated  choles- 
terol levels,  particularly  those  with  the  very  high 
levels  encountered  in  familial  hypercholesterolemia. 

An  important  precaution  to  observe  in  the  use  of 
clofibrate  stems  from  its  potentiation  of  the  effects 
of  the  warfarin  anticoagulants;  the  maintenance  dose 
of  anticoagulant  should  be  reduced  by  about  one 
third  when  clofibrate  treatment  is  started,  and  pro- 
thrombin time  followed  closely  until  the  new  main- 
tenance dose  of  anticoagulant  is  established. 

We  advise  that  all  patients  with  elevated  fasting 
triglyceride  levels  have  a standard  three-hour  glucose 
tolerance  test,  since  a considerable  number  will  be 
found  to  have  borderline  or  clearly  abnormal  results. 
In  those  patients  with  impaired  carbohydrate  toler- 
ance the  use  of  the  oral  antidiabetic  drug  phenformin 
in  conjunction  with  diet  will  result  in  both  improved 
carbohydrate  tolerance  and  a reduction  of  triglyceride 
and  cholesterol  levels.5  Usually  50  mg.  taken  with 
breakfast  is  sufficient,  but  a second  50  mg.  may  be 
taken  with  the  evening  meal. 

If  normal  glucose  tolerance  is  not  restored  by 
this  regimen,  it  should  be  supplemented  with  a sul- 
fonylurea such  as  acetohexamide.6  If  the  patient 
remains  hyperlipidemic,  clofibrate  in  the  usual  dose 
should  be  added. 

In  those  patients  with  elevations  in  cholesterol 
but  little  or  no  triglyceride  abnormality  who  do  not 
respond  to  clofibrate,  two  additional  drugs  warrant 
consideration. 

Dextrothyroxine  is  moderately  effective  in  reduc- 
ing elevated  levels  of  serum  cholesterol  but  has  little 
effect  on  triglyceride.  In  view  of  its  thyromimetic 
activity,  the  principal  use  of  dextrothyroxine  is  in 
the  primary  prevention  of  coronary  artery  disease 
and  it  must  be  used  with  caution  in  patients  with 
angina  pectoris  or  previous  myocardial  infarction. 
Treatment  should  be  initiated  with  2 mg.  and  in- 
creased stepwise  to  a maximum  single  daily  dose 
of  6 to  8 mg.  In  our  experience,  dextrothyroxine 
and  clofibrate  have  an  additive  effect  in  reducing 
serum  cholesterol  and  the  two  drugs  may  be  used 


together.7  As  with  clofibrate,  some  reduction  in  oral 
anticoagulant  dose  may  be  necessary  when  dextro- 
thyroxine therapy  is  undertaken. 

In  the  patient  with  familial  hypercholesterolemia 
and  cholesterol  levels  exceeding  400  mg/ 100  ml, 
normal  levels  of  cholesterol  can  rarely  if  ever  be 
achieved  with  diet  and  the  above  mentioned  drugs. 
Since  this  particular  disorder  conveys  a high  risk  of 
early  death  from  myocardial  infarction,  one  should 
consider  the  use  of  the  bile  acid  binding  resin, 
cholestyramine. 

The  only  currently  recommended  use  for  choles- 
tyramine is  for  relief  of  pruritus  due  to  partial  biliary 
obstruction,  and  its  use  to  lower  serum  cholesterol 
is  still  in  the  experimental  stage.8  We  have,  however, 
confirmed  the  reports  of  its  effectiveness  for  this 
latter  purpose,  although  the  dose  required  to  reduce 
cholesterol  is  usually  somewhat  greater  than  the  12 
grams  daily  that  has  been  recommended  in  biliary 
disease. 

To  summarize  the  approach  to  the  management 
of  hyperlipidemia  (cholesterol  above  220  or  trigly- 
ceride above  150  mg/ 100  ml),  it  is  recommended 
that: 

1 ) At  least  three  pretreatment  determinations  of 
plasma  cholesterol  and  triglyceride  following  an  over- 
night fast  should  be  obtained  to  define  the  nature 
and  degree  of  lipid  abnormality. 

2)  If  triglyceride  is  elevated,  a standard  glucose 
tolerance  test  should  be  performed. 

3)  The  initial  step  in  management  should  be 
dietary,  including: 

a)  Weight  reduction  if  indicated. 

b)  For  hypercholesterolemia,  restriction  of 
cholesterol,  or  both. 

c)  For  hypertriglyceridemia,  restriction  of 
carbohydrate,  especially  sugars. 

4)  If  normal  levels  of  plasma  lipids  are  not 
achieved  by  dietary  measures,  one  or  more  of  the 
following  drugs  should  be  added  to  the  dietary  regi- 
men: 

a)  Clofibrate  (Atromid-S);  2 grams  daily  in 
divided  doses  for  elevations  of  triglyceride, 
cholesterol,  or  both. 

b)  Dextrothyroxine  (Choloxin);  2 mg.  step- 
wise increase  in  dose  to  maximum  of  6 to  8 
mg.  daily  for  elevation  of  cholesterol  alone. 
May  be  used  together  with  Clofibrate. 

c)  Phenformin  (DBI-TD);  50  mg.  one  or 
two  times  daily,  supplemented  if  necessary 
with  acetohexamide  (Dymelor)  250  to  500 
mg.  daily,  in  patients  with  abnormal  glucose 
tolerance. 

d)  Cholestyramine  (Questran);  12  to  24 
grams  daily  in  divided  doses  before  meals  is 
promising  but  still  experimental,  and  its  use 
should  be  limited  to  those  patients  with  the 
extreme  elevations  of  cholesterol  found  in 
familial  hypercholesterolemia. 

References 

1.  Duncan  C.H.  and  Best,  M.M.:  Management  of  the  coronary- 
prone  patient.  GP  35:  119-127,  1967. 

(Continued  on  page  309) 


ucky  Medical  Association  • April  1969 


267 


| 900252 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 


Darvori 

Compound- 65 

Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 


268 


April  1969 


The  Journal  of 


OL  JOURNAL  of  tl,e 

.Kenttmc  ky  M eJical  A ssociation 


Issued  Monthly  Under  The  Direction  Of  The  Board  Of  Trustees 


VOLUME  67  APRIL,  1969  No.  4 

Reyes  Syndrome:  An  Association  with 
Influenza  A Infectionf 

Bryan  D.  Hall,  M.D.*.  Walter  T.  Hughes,  Jr..  M.D.** 
and  Donald  Kmetz,  M.D.*** 

Louisville,  Kentucky 


The  etiology  of  Reye's  Syndrome  is  pre- 
sently unknown.  A case  is  reported  here- 
in with  an  associated  rising  titer  to  in- 
fluenza A virus.  In  these  cases  where  a 
virus  has  been  incriminated  it  appears 
to  be  the  host  susceptability  and  not  the 
specific  virus  which  permits  an  otherwise 
benign  infection  to  progress  to  the  usual- 
ly fatal  syndrome. 

IN  1929  Turnbull1  described  the  case  of 
a three-year-old  boy  with  fatty  infiltration 
of  the  liver  and  encephalopathy.  Hill, 
et  al,2  in  1955  noted  similar  findings  in 
West  Indian  children  who  died  of  a “vomit- 
ing-sickness” after  ingestion  of  the  akee  nut. 
Thereafter,  a few  sporadic  reports  appeared 
describing  similar  abnormalities.37  In  1963, 
Reye  and  associates  reported  21  cases  of  a 
rapidly  fatal  disease  characterized  by  severe 
vomiting,  disturbed  consciousness,  seizures, 
hypoglycemia,  cerebral  edema,  and  fatty  de- 
generation of  the  liver  and  kidney.  Several 

t From  the  departments  of  pediatrics  and  pathology, 
University  of  Louisville  School  of  Medicine,  Louis- 
ville, Kentucky.  Reprint  requests  to  Captain  Bryan 
D.  Hall,  FV  3186709,  David  Grant  USAF  Hospital, 
( Pediatrics ),  Travis  AFB,  California  94535 
*Chief  resident.  Children’s  Hospital,  Louisville 
** Professor  and  acting  chairman,  department  of  pedi- 
atrics 

***Director  of  Laboratories,  Children’s  Hospital 
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reports  followed  comparable  enough  to  label 
the  entity  Reye’s  Syndrome.  9'27 

At  present,  approximately  122  cases  of 
Reye’s  Syndrome  have  been  reported,  but  no 
specific  etiology  has  been  delineated.  A case 
is  presented  of  a child  with  an  associated  in- 
fluenza A infection.  It  is  suggested  that  the 
influenza  A virus  was  the  etiology  of  the  dis- 
ease and  that  viruses  play  a significant  role 
in  the  pathogenesis  of  Reye’s  Syndrome. 

Report  of  a Case 

A 13-year-old  white  female,  previously  in 
good  health,  developed  nasal  congestion  and 
cough  five  days  prior  to  admission.  The  next 
day  she  became  febrile  and  a day  later  began 
severe  vomiting.  Two  days  prior  to  admission 
she  was  lethargic  and  complained  of  gen- 
eralized myalgia.  Vomiting  persisted,  and  she 
became  comatose  on  the  day  of  admission  to 
Louisville  Children’s  Hospital. 

There  had  been  no  known  contact  with  toxic 
materials;  however,  an  influenza-like  illness 
had  been  prevalent  in  her  neighborhood.  A 
sibling  had  a “cold”  at  the  time,  and  the 
parents  knew  of  a member  of  a family  40 
miles  away  who  had  an  illness  similar  to  the 
patient's.  Both  families  had  horses  ill  with 
rhinorrhea  and  weak  legs  on  the  premises. 
The  history  was  otherwise  non-remarkable. 

Physical  examination  revealed  on  uncon- 
scious girl  who  was  unresponsive  to  stimuli. 
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She  was  well-nourished  and  well-developed. 

The  temperature  was  100.6°  F (Rectal); 
blood  pressure,  190/100  mm.Hg.;  respiratory 
rate,  30  per  minute;  and  the  pulse  rate  was 
100  per  minute.  The  pertinent  physical  ab- 
normalities were  slight  blurring  of  the  optic 
discs,  hypoactive  deep  tendon  reflexes,  and  bi- 
lateral Babinski  responses.  There  was  no  or- 
ganomegaly or  exanthem. 

Laboratory  data  on  admission  included 
hemoglobin,  15.5  gms/100  ml;  hematocrit, 

46  vol.%;  blood  glucose,  106  mg/100  ml; 
blood  urea  nitrogen,  17  mg/ 100  ml;  serum 
sodium,  146  mEq/L;  serum  chloride,  108 
mEq/L;  serum  potassium,  4.7  mEq/L;  and 
C02  content,  25.4  mm/L.  The  white  blood 
cell  count  was  17,500/cu.mm  with  60%  neu- 
trophils and  40%  lymphocytes.  There  was  a 
trace  of  acetone  in  an  otherwise  normal  urine. 
Roentgenograms  of  the  chest,  abdomen  and 
skull  were  unremarkable.  The  cerebrospinal 
fluid  was  normal  except  for  an  opening  pres- 
sure of  400  mm  H2O  and  a closing  pressure  of 
170  mm  H2O. 

An  electroencephalogram  one  day  follow- 
ing admission  revealed  a generalized  slow 
wave  pattern  compatible  with  a diffuse  en- 
cephalopathy. Bacterial  cultures  of  the  nose, 
throat,  urine,  and  blood  were  not  remarkable. 
Viral  cultures  were  not  obtained  from  the 
stools  or  pharynx,  but  those  from  the  spinal 
fluid  were  negative  for  influenza,  parain- 
fluenza, and  the  neurotropic  viruses.  On  the 
day  of  admission  complement-fixation  titers 
for  influenza  A and  B were  1:8;  however, 
three  days  later  the  influenza  A titer  rose  to 
1:128  without  any  change  in  the  influenza 
B titer. 

Despite  intensive  therapy  with  intravenous 
fluids,  anti-convulsants  (Sodium  Amytal,  Di- 
lantin), hypothermic  blankets,  antihyperten- 
sive agents  (Reserpine),  steroids  (Decadron, 
Solucortef),  antibiotics  ( Ampicillin),  and  as- 
sisted respiration  via  tracheal  intubation,  the 
patient  progressively  worsened.  By  the  sec- 
ond hospital  day  she  was  oliguric  and  vom- 
ited coffee-ground  material.  The  following 
day  shock  ensued  and  she  died. 

Postmortem  findings  revealed  60  ml.  of 
bloody  fluid  in  the  right  pleural  space  which 
communicated  with  a linear  perforated  stress 
ulcer  of  the  distal  esophagus.  Except  for  some 


Hughes  and  Kmetz 

congestion  and  hemorrhage,  the  lungs  were 
normal.  The  peritoneal  cavity  contained  a 
small  amount  of  clotted  blood  probably  origi- 
nating from  a perforated  ulceration  of  the  an- 
terior wall  of  the  duodenum.  The  liver  was 
not  heavy,  but  it  had  a dark  yellow-orange 
appearance.  Microscopically,  there  was  a dif- 
fuse fatty  metamorphosis  of  the  liver  which 
was  most  prominent  in  the  central  zone.  There 
were  focal  areas  of  hepatic  necrosis  with  a 
mild  focal  polymorphonuclear  response.  Nu- 
merous large  red  intranuclear  inclusions  were 
present  in  the  hepatic  cells.  The  kidneys  were 
slightly  enlarged  and  the  surface  showed  scat- 
tered geographic  areas  of  pale  discoloration 
which  extended  irregularly  into  the  cortex. 
Microscopic  sections  revealed  focal  cortical 
necrosis  with  generalized  swelling  and  granu- 
lar degeneration  of  the  proximal  renal  tu- 
bules. The  brain  was  edematous  and  there 
was  mild  uncal  herniation.  Sections  revealed 
focal  white  matter  degeneration,  but  no  evi- 
dence of  meningeal  inflammation  or  peri- 
vascular infiltration.  Examination  showed  the 
rest  of  the  organs  to  be  normal  except  for  a 
diffusely  autolyzed  pancreas. 

Comment 

The  increase  in  the  influenza  A antibody 
titer  from  1:8  on  the  day  of  admission  to 
1:128  three  days  later  is  indicative  of  active 
influenza  A infection.  The  combination  of 
prominent  intranuclear  inclusions  with  focal 
hepatic  and  renal  necrosis  suggests  a general- 
ized viremia  with  a direct  effect  on  these  or- 
gans. Since  no  evidence  of  a viral  infection 
was  noted  within  the  central  nervous  sys- 
tem, it  seems  likely  that  the  primary  dis- 
ease was  not  the  encephalopathy. 

That  influenza  viruses  are  a specific  cause 
of  Reye’s  Syndrome  is  quite  unlikely  since 
similar  pathological  changes  are  not  usually 
encountered  in  influenza  epidemics.28'29  The 
influenza  A virus  did  appear  to  play  a role  in 
the  pathogenesis  of  our  patient’s  illness.  Other 
authors  have  noted,  but  have  not  substantiated 
the  possibility  of  the  influenza  viruses  causing 
Reye’s  Syndrome.  •'>.12.17,25,26  Qne  report  dem- 
onstrated a high  titer  to  parainfluenza  3. 26 

Seven  cases  of  Reye’s  Syndrome  have  oc- 
curred with  concurrent  chickenpox  infection. 
3,4,18,20,27  other  cases  have  been  associated  with 
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the  isolation  of  Echo,  type  1 1 15,  Echo,  type  819, 
Coxsackie  A-926,  Coxsackie  B-l26,  Coxsackie 
B-4ln,  Reovirus611,  Adenovirus12,  and  herpes 
simplex.16 

In  the  case  reported  by  Randolph  and  Gelf- 
man::o  viral  cultures  and  serological  studies 
were  made  of  the  patient  as  well  as  his 
parents  and  siblings.  No  viruses  were  isolated 
and  complement-fixation  tests  for  mumps, 
herpes  simplex,  influenza  type  A & B,  ade- 
novirus group,  parainfluenza  and  respiratory 
syncytial  virus  did  not  reflect  infection.  This 
patient  recovered  and  histologic  examination 
of  the  liver  was  not  accomplished. 

The  development  of  Reye’s  Syndrome  in 
children  with  varicella,  influenza,  and  other 
viral  agents  seems  to  depend  upon  some  host 
susceptibility  and  net  specifically  to  the  virus. 

This  is  likely  the  case  since  many  of  these 
infections  occur  without  Reye’s  Syndrome. 
More  thorough  viral  studies  on  patients  pre- 
sented with  the  symptom  complex  of  Reye’s 
Syndrome  will  greatly  clarify  the  viral  eti- 
ology of  the  syndrome. 

Summary 

A case  of  Reye’s  Syndrome  is  presented  in 
which  a rising  titer  to  influenza  A was  dem- 
onstrated. It  is  concluded  that  the  influenza 
A infection  played  a role  in  the  patho- 
genesis of  the  illness,  but  that  it  is  not  a spe- 
cific cause  of  the  syndrome.  Host  suscepti- 
bility may  determine  which  child  develops 
this  infrequent  complication  among  those 
with  a variety  of  common  viral  infections. 
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Fibroplastic  Endocarditis  with  Eosinophilia 
(Loeffler's  Endocarditisjt 

William  C.  Gaventa,  M.D.,  Franklin  G.  Hoffman,  M.D.,  F.A.C.P. 
and  Walter  L.  Broghamer,  M.D. 

Louisville,  Kentucky 


A rare  form  of  progressive  endocardio- 
myopatby  u'bicb  should  be  considered  in 
the  differential  diagnosis  of  patients  who 
bare  congestive  heart  failure  and  eosin- 
ophilia  is  reported  and  discussed. 

IN  1936  Loeffler  first  described  two  cases 
of  endocardiomyopathy  of  unknown  etiol- 
ogy but  associated  with  eosinophilia.1 
This  syndrome  subsequently  became  known  as 
parietal  fibroplastic  endocarditis  with  eosino- 
philia, or  Loeffler’s  endocarditis.  Its  rarity  is 
attested  to  by  the  fact  that  in  1963  only  40 
such  cases  had  been  described,  chiefly  from 
Europe."  Three  of  these  were  reported  in 
American  literature,  the  first  of  them  in  1955 
by  Hoffman.  Rosenbaum,  and  Genovese.3 
Since  1963  nine  more  single  case  reports  have 
appeared  in  European  literature.  Mautner 
and  Harris  in  Canada  described  one  patient 
in  19664  making  a total  of  four  cases  in 
North  America,  and  50  in  the  world  litera- 
ture. 

The  cardiac  changes  in  this  syndrome  have 
been  rather  uniform  in  all  reports.  The  peri- 
cardium, coronary  arteries,  and  valves  are  es- 
sentially normal.  The  myocardium  is  hyper- 
trophied and  shows  scattered  areas  of  fibrosis 
and  inflammatory  infiltrates,  sometimes  con- 
taining eosinophils.  The  endocardial  changes 
are  the  most  striking.  The  parietal  endocar- 
dium of  either  or  both  ventricles  is  greatly 
thickened  and  fibrotic,  and  the  papillary 
muscles  and  chordae  tendineae  are  sometimes 
involved,  producing  mitral  or  tricuspid  insuf- 
ficiency. Mural  thrombi  are  frequent,  as  well 
as  embolic  complications.  These  endocardial 
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changes  associated  with  eosinophilic  leukocy- 
tosis are  the  essential  diagnostic  criteria. 

In  view  of  the  unusual  nature  of  this  syn- 
drome and  the  increased  clinical  interest  in 
endomyocardial  diseases  as  obscure  causes  of 
heart  failure  the  following  additional  case  is 
presented. 

Case  Report 

A 33-year-old  Negro  male  was  admitted  to 
the  Louisville  Veterans  Administration  Hos- 
pital on  September  6,  1966  because  of  weak- 
ness, night  sweats,  and  a 30  pound  weight  loss 
in  the  preceding  3 months.  He  also  had  pro- 
ductive cough,  occasional  hemoptysis,  and 
paroxysmal  dyspnea,  but  had  worked  until 
one  week  prior  to  admission. 

On  two  previous  admissions,  because  of 
bleeding  duodenal  ulcer  in  1963  and  1964, 
he  had  been  noted  to  have  eosinophilia  of 
14  percent  and  16  percent  with  normal  total 
leukocyte  counts,  but  chest  X-rays,  electro- 
cardiograms and  physical  findings  in  the  heart 
and  lungs  then  were  normal.  There  were  no 
allergies  or  sensitivities  and  no  history  of  para- 
sitic diseases  or  drug  ingestion.  The  family 
history  was  non-contributory.  The  patient  had 
never  been  abroad  except  for  Army  service 
in  Europe  from  1953  to  1955,  and  he  was 
employed  as  an  assembly  line  worker  in  a 
manufacturing  plant  with  no  known  exposure 
to  toxic  agents. 

Physical  examination  revealed  a thin,  pale 
man  appearing  acutely  ill.  Temperature 
was  100.6  F.,  pulse,  126  and  regular,  and 
respirations,  36.  Blood  pressure  was  100/60. 
The  lungs  were  resonant  with  normal  breath 
sounds  and  no  rales.  A high-pitched  extra- 
cardiac systolic  scratching  sound  was  heard  at 
the  apex.  A protodiastolic  gallop  not  noted 
on  admission  was  subsequently  heard.  Liver 
and  spleen  were  both  firm,  non-tender,  and 
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FIGURE  1.  Chest  film  showing  normal  heart  and  lungs 
prior  to  present  illness. 


palpable  4 cm  below  the  costal  margin.  Small, 
discrete,  firm  lymph  nodes  were  palpable  in  the 
neck,  axillae,  and  inguinal  regions. 

Laboratory  studies  revealed  one  plus  pro- 
teinuria, with  small  granular  casts  and  very 
few  white  and  red  blood  cells  in  the  urinary 
sediment.  Blood  urea  nitrogen  was  72  mg/ 
100  ml  on  admission,  but  subsequently  fell 
to  28  mg/ 100  ml.  Chest  roentgenogram  on 
admission  revealed  generalized  cardiomegaly 
with  fine  fluffy  densities  suggestive  of  conges- 
tive failure,  but  these  were  improved  on  a 
subsequent  film  after  two  weeks.  Electro- 
cardiograms showed  persistent  sinus  tachy- 
cardia, left  axis  deviation,  poor  R wave  pro- 
gression in  the  right  precordial  leads,  and  ST 
segment  changes  in  leads  V4  through  V6 
compatible  with  left  ventricular  hypertrophy. 

Hematologic  changes  were  the  most  strik- 
ing features.  The  admission  hemoglobin  was 
7.9  g/100  ml  with  hematocrit  of  26%,  white 
blood  count  was  65,750/mm3  with  30% 
eosinophils,  and  platelets  were  reduced  in 
the  peripheral  smears.  Anemia  persisted  de- 
spite multiple  transfusions.  The  white  blood 
count  increased  to  129,000/mm3  by  Sep- 
tember 12,  1966,  but  subsequently  fell  to 
4,320  with  eosinophils  gradually  decreasing  to 
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FIGURE  2.  Chest  film  on  present  hospital  admission 
showing  cardiomegaly  and  pulmonary  con- 
gestion. 

8.5%.  Platelet  count  was  17,000  on  Septem- 
ber 12,  1966,  but  eventually  fell  to  5,000/- 
mm3  Bone  marrow  aspiration  on  Septem- 
ber 7,  1966  was  cellular,  with  a myeloid  shift 
to  the  left,  marked  toxic  granulation,  and  di- 
minished megakaryocytes. 

The  patient  remained  acutely  ill.  He  was 
febrile  for  the  first  48  hours,  then  afebrile  un- 
til the  day  of  death  when  his  temperature 
rose  to  101  F.  Tachycardia,  dyspnea,  and  pal- 
lor persisted,  together  with  profound  weak- 
ness, intermittent  chest  pain,  and  occasional 
hemoptysis.  There  was  slight  clinical  improve- 
ment at  first,  but  then  a progressive  downhill 
course  until  September  27,  1966  when  he  be- 
came acutely  dyspneic,  began  expectorating 
copious  amounts  of  bright  red  frothy  sputum, 
and  expired. 

Bacterial  endocarditis,  diffuse  granulomat- 
ous disease,  and  acute  leukemia  were  diagnos- 
tic considerations.  Treatment  consisted  of  dig- 
italization. oxygen,  diuretics,  blood  trans- 
fusions, antibiotics,  and  steroids,  but  to  no 
avail.  6-Mercaptopurine,  150  mg  per  day,  was 
given  on  September  10,  11,  and  12,  but  then 
was  discontinued  when  the  hematology  con- 
sultant concluded  that  the  marrow  was  re- 
active, without  evidence  of  leukemia.  Anti- 
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biotics  included  penicillin,  streptomycin,  and 
chloramphenicol,  the  latter  being  admin- 
istered from  September  14  to  September  26. 

At  autopsy  the  most  striking  changes  were 
noted  in  the  heart,  which  weighed  500  g.  The 
epicardium  contained  multiple  small  petechial 
hemorrhages.  The  coronary  arteries,  both 
atria,  and  the  right  ventricle  were  normal,  as 
were  the  valve  cusps.  However,  the  left  ven- 
tricle was  markedly  hypertrophied.  A large 
old  intraluminal  thrombus  filled  70  to  80  per- 
cent of  the  ventricular  cavity,  and  overlaid  a 
thickened,  fibrotic  endocardium  measuring  2 
mm.  The  myocardium  was  also  thickened, 
measuring  almost  2 cm.  At  the  apex  was  a 
small  fresh  clot  beneath  the  large  mural 
thrombus.  Microscopy  revealed  the  thrombus, 
with  granulation  tissue  both  superficial  and 
deep  to  the  fibrotic  endocardium.  Thick  bands 
of  loose  fibrous  tissue  extended  deep  into  the 
myocardium,  with  hypertrophied  myocardial 
fibers  and  foci  of  chronic  inflammatory  cells. 

Other  findings  at  autopsy  included  hydro- 
pericardium with  200  ml  of  serosanguineous 


FIGURE.  3 Autopsy  specimen,  left  ventricle,  showing 
normal  mitral  valve  cusp  above  and  fresh 
thrombus  at  apex  below.  The  whitish  endo- 
cardium is  greatly  thickened,  and  the  ventri- 
cular cavity  is  almost  obliterated  by  an  old, 
organized  mural  thrombus. 


FIGURE  4.  Low  power  section  of  left  ventricle  wall  show- 
ing myocardium  above,  mural  thrombus  be- 
low, and  thickened  endocardium  between. 

fluid,  bilateral  hydrothorax,  ascites,  edema  of 
the  brain,  and  acute  and  chronic  passive  hypere- 
mia of  lungs,  liver,  and  spleen.  Both  kidneys 
were  enlarged,  weighing  250  g each  and  on 
microscopy  showed  moderate  periglomerular 
thickening,  hypercellular  glomerular  tufts,  ir- 
regular nodular  thickening  of  the  mesangium, 
and  some  thickening  of  the  afferent  arterioles. 
Many  lymph  nodes  were  enlarged,  and  on  sec- 
tion showed  follicular  hyperplasia,  eosinophil- 
ic deposits  in  the  follicle  centers,  and  inflam- 
matory infiltrates  of  the  sinusoids.  The  bone 
marrow  was  hypercellular,  with  marked  mye- 
loid proliferation,  eosinophilia,  and  plasma- 
cytosis. 

Discussion 

Loeffler’s  endocarditis  apparently  is  the 
cardiac  manifestation  of  a systemic  disorder 
of  unknown  etiology.  Virtually  every  case  re- 
port tells  of  variable  extra-cardiac  symptoms 
and  physical  findings,  with  laboratory  or  au- 
topsy evidence  of  inflammatory  infiltrates 
containing  eosinophils  in  multiple  organs. 
Low-grade  fever,  central  nervous  system  sym- 
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toms,  peripheral  neuropathy,  and  asthmatic 
attacks  have  been  reported,  with  palpable 
lymph  nodes,  hepatomegaly,  and  splenomeg- 
aly. Azotemia  is  sometimes  found,  and  a leu- 
kemoid reaction  with  profound  eosinophilia 
is  frequent,  as  in  the  present  case.  Inflamma- 
tory infiltrates,  containing  eosinophils  have 
been  found  in  lymph  nodes,  lungs, 
liver,  spleen,  and  kidneys,  and  some  observ- 
ers have  reported  evidence  of  arteritis.  No  pre- 
vious references  have  been  found  to  pancy- 
topenia, although  several  observers  report  the 
disappearance  of  eosinophilia  and  of  the  leu- 
kemoid  reaction  prior  to  death.  It  is  conjectural 
whether  or  not  the  three  days  therapy  with 
6-mercaptopurine  or  the  administration  of 
chloramphenicol  played  a significant  role  in 
producing  the  ultimate  pancytopenia  in  this 
case,  but  it  is  to  be  noted  that  anemia  and 
thrombocytopenia  were  present  prior  to  their 
administration,  and  the  marrow  was  hyper- 
cellular  at  necropsy. 

This  case  is  of  interest  in  that  eosinophilia 
was  known  to  have  been  present  for  at  least 
three  years  prior  to  the  onset  of  cardiac  mani- 
festations. However,  the  patient  was  asymp- 
tomatic except  for  his  duodenal  ulcer,  and  re- 
mained so  until  a few  weeks  prior  to  death. 
His  symptoms  at  first  were  those  of  a sys- 
temic disease  with  anemia,  followed  by  in- 
tractable heart  failure,  pulmonary  edema, 
and  death.  Lymphadenopathy,  hepato-spleno- 
megaly,  and  azotemia  were  also  noted.  The 
autopsy  findings  in  the  heart  were  typical  of 
Loeffler’s  endocarditis.  This  diagnosis  had 
been  considered  before  death  but  the  pro- 
found leukemoid  reaction  and  other  systemic 
manifestations  led  to  the  other  clinical  di- 
agnoses mentioned.  The  literature  reveals, 
however,  that  systemic  manifestations  are  the 
rule  rather  than  the  exception  in  Loeffler’s 
endocarditis. 

Various  etiologies  have  been  proposed  for 
this  syndrome.  Allergy  has  been  considered 
because  of  the  occasional  bronchospasm 
and  the  eosinophilia.  Parasites  have  been  pro- 
posed because  of  the  eosinophilia.  A few  cases 
reported  from  Africa  were  associated  with 
filariasis,  but  in  the  great  majority  of  in- 
stances no  parasites  have  been  identified. 
The  occurrence  of  arteritis  in  some  cases  has 
led  to  the  postulate  that  this  is  a variant  of 


FIGURE  5.  High  power  magnification  of  myocardium 
showing  degenerated  fibers  and  inflamma- 
tory infiltrate. 


polyarteritis  nodosa.  However,  the  typical  ne- 
crotic arterioles  are  lacking,  and  arteritis  is  not 
consistently  present.  Infection  with  a virus  or 
other  unidentified  agent  is  another  unprov- 
en postulate.  More  light  may  be  shed  when  a 
greater  understanding  of  the  function  of  the 
eosinophil  is  gained.  Meanwhile,  it  would  ap- 
pear that  Loeffler’s  endocarditis  is  a systemic 
disease  of  unknown  cause  with  an  eosino- 
philic inflammatory  response  followed  by  fi- 
brosis in  multiple  organs.  This  is  most  pro- 
found in  the  endocardium,  leading  usually  to 
death  from  intractable  heart  failure.  Since 
diagnosis  is  essentially  a post-mortem  one,  it 
is  not  known  whether  non-fatal  cases  occur. 

The  presence  of  eosinophilia  in  a patient 
with  obscure  heart  failure  is  the  setting  in 
which  Loeffler’s  endocarditis  is  to  be  suspect- 
ed. Sometimes  the  eosinophilic  leukemoid  re- 
action is  so  intense  as  to  suggest  leukemia, 
and  this  has  been  a troublesome  differen- 
tial diagnosis  in  several  other  reported  cases. 
Trichinosis  and  polyarteritis  nodosa  are  two 
other  diseases  in  which  heart  failure  and 
eosinophilia  may  occur. 
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From  the  cardiac  standpoint,  constrictive 
pericarditis,  primary  myocardial  disease,  infil- 
trative myocardiopathies  such  as  amyloid  dis- 
ease, and  the  processes  affecting  primarily  the 
parietal  endocardium  are  to  be  differentiat- 
ed. The  pathophysiology  is  similar  to  that  of 
constriction.  In  fact,  “constrictive  endocar- 
ditis” has  been  proposed  as  a descriptive 
name.  Two  cases  have  been  reported  in 
which  appropriate  studies  were  performed. 
In  one,  pericardial  exploration  was  carried  out 
because  of  pressure  curves  obtained  on  right 
heart  catheterization  that  were  typical  of 
constriction,  but  the  pericardium  was  normal 
and  the  diagnosis  was  ultimately  made  at  au- 
topsy.5 Another  case  reported  from  France 
revealed  the  pressure  curve  of  constriction, 
and  on  cinecardiography  the  ventricular  cavi- 
ty was  noted  to  be  small,  with  little  change  in 
size  between  systole  and  diastole.6 

In  addition  to  Loeffler’s  disease  there  are 
three  idiopathic  processes  affecting  primarily 
the  parietal  endocardium  which  need  to  be 
differentiated.’  Endocardial  fibroelastosis  has 
a worldwide  distribution,  and  occurs  chiefly 
in  infancy  but  occasionally  in  older  persons. 
Elastic  fibers  as  well  as  collagen  fibers  are  in- 
volved, but  the  process  is  limited  to  the  heart. 
Endomyocardial  fibrosis  has  been  encoun- 
tered chiefly  in  tropical  Africa.  There  is  little 
or  no  systemic  reaction  and  no  eosinophilia, 
but  the  endomyocardium  of  either  or  both 
ventricles  may  be  involved  in  an  obliterative 
fibrotic  process  which  sometimes  produces  mi- 
tral or  tricuspid  insufficiency  due  to  en- 
croachment on  the  papillary  muscles.  Mural 
thrombi  and  embolism  are  common.  Beck- 
er’s disease  is  an  even  more  obscure  syndrome. 
It  has  been  reported  only  from  South  Africa, 
and  resembles  Loeffler’s  disease  in  that  sys- 
temic reactions,  mural  thrombi,  and  embolism 
are  common.  It  is  differentiated  in  that  the 
infiltrates  and  hematologic  reaction  are  neu- 
trophilic rather  than  eosinophilic. 

Since  the  diagnosis  has  almost  always  been 
at  autopsy,  there  is  little  mention  of  treat- 
ment other  than  routine  measures  for  heart 


failure,  i.e.,  digitalis,  diuretics,  salt  restriction, 
and  oxygen.  On  the  rare  occasions  when  ster- 
oids were  used  they  did  not  appear  to  be 
helpful.  However,  it  would  now  appear  that 
a tentative  clinical  diagnosis  can  be  made 
if  it  is  considered  in  patients  with  obscure  heart 
failure  and  eosinophilia.  It  would  be  support- 
ed by  right  heart  catheterization  showing  the 
pressure  curve  of  constriction  and  by  angi- 
ography revealing  encroachment  on  the  ventri- 
cular cavities.  Trial  therapy  with  steroids  and 
possibly  anticoagulants  seems  indicated  under 
these  circumstances. 


Summary 

A fatal  case  of  fibroplastic  endocarditis 
with  eosinophilia  is  reported.  Necropsy  re- 
vealed a large,  organized  mural  thrombus  in 
the  left  ventricle  together  with  marked  fibrotic 
thickening  of  the  endocardium  and  eosino- 
philic inflammatory  infiltrate  in  the  myocar- 
dium. These  findings  were  consistent  with  49 
fatal  cases  previously  reported  in  the  world 
literature.  When  the  syndrome  is  suspected 
in  patients  with  obscure  cardiomyopathy  and 
eosinophilia,  it  may  be  supported  if  right 
heart  catheterization  reveals  the  pressure 
curve  of  constriction  and  cineangiography  re- 
veals encroachment  on  the  ventricular  cavi- 
ties. Under  these  circumstances  trial  therapy 
with  steroids  and  anticoagulants  seems  justi- 
fied, as  the  clinical  course  in  the  known  cases 
hitherto  has  been  relentlessly  downhill  and  ulti- 
mately fatal. 
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The  Genesis  and  Treatment  of 
Hyperadrenalism  t 

Frank  Glenn,  M.D.* * 

New  York,  New  York 


TO  BE  added  to  the  long  list  of  Ameri- 
can surgeons  who  have  been  invited  to 
deliver  the  Davis  W.  Yandell  lecture  is 
an  honor  and  privilege  for  which  I am  grate- 
ful. Professor  Yandell’s  philosophy  of  medi- 
cal education  was  of  the  nature  that  has  done 
so  much  to  advance  surgery  in  this  country. 
First,  his  broad  concepts  were  solid  and  em- 
phasized the  importance  of  the  individuality  of 
the  young  man  who  came  to  him  for  training 
and  second,  he  imparted  to  him  the  funda- 
mentals of  medicine  as  well  as  those  in  the 
more  limited  area  of  surgery. 

In  the  study  of  disease  in  man  a reasona- 
ble knowledge  of  anatomy,  embryology,  his- 
tology, biochemistry,  physiology  and  patholo- 
gy is  essential,  in  my  opinion,  to  understand- 
ing the  processes  involved.  My  subject  for  this 
occasion  was  selected  because  of  first,  my 
interest  in  the  adrenals  and  second,  the  op- 
portunity to  present  to  you  as  future  leaders 
in  the  medical  profession  an  example  of  the 
orderliness  these  divisions  of  the  medical  sci- 
ences afford  in  discovery  of  methods  to  con- 
trol, reduce  and  prevent  disability.  The  spe- 
cific diagnosis  of  most  diseases  related  to  the 
adrenal  glands  and  their  alleviation  or  cure 
have  been  accomplished  for  the  first  time 
within  the  past  half  century.1 

During  this  same  period  factual  knowledge 
in  the  health  field  has  accumulated  in  such 
staggering  amounts  that  its  assimilation  is  be- 
yond the  capacity  of  most  of  us.  Because  of 
this,  much  attention  is  being  given  to  revision  of 
the  curriculum  of  our  medical  schools.  In  many 
institutions  the  time  previously  allotted  to  the 
basic  subjects  has  been  reduced  to  add  new 
subjects.  Thus  students  are  ill  equipped  to  com- 

f  Sixteenth  Annual  Yandell  Lecture,  jointly  sponsored 
by  the  Louisville  Surgical  Society  and  the  department 
of  surgery,  University  of  Louisville  School  of  Medi- 
cine, November  25,  1968 

* Lewis  Atterburv  Stimson  professor  of  surgery  emer- 
itus, Cornell  Medical  College,  and  consultant  in 
surgery,  New  York  Hospital 


prehend  and  evaluate  the  clinical  manifesta- 
tions of  disease  and  the  disability  they  may 
cause.  I much  favor  adding  new  developments 
to  these  fundamental  divisions.  Currently  al- 
most every  medical  school  throughout  the 
United  States  is  engaged  in  rearrangement  of 
its  curriculum,  and  while  it  is  anticipated  that 
these  innovations  in  medical  education  will  even- 
tually swing  back  in  balance  with  the  basic  and 
fundamental  in  reasonable  perspective,  it  is 
abundantly  evident  that  at  present  many  are 
actual  handicaps  for  the  student  in  preparing  for 
the  responsibilities  of  the  profession. 

THE  ADRENALS 
Anatomy 

The  adrenal  glands  are  paired  organs  which 
lie  between  the  vertebral  column  and  the  medial 
aspect  of  each  kidney.  The  glands  are  surround- 
ed by  fat,  the  amounts  varying  according  to  the 
general  intra-abdominal  obesity  of  the  individ- 
ual. The  average  weight  of  both  glands  in  the 
adult  is  between  8 and  12  grams.  Generally, 
their  total  weight  in  women  is  somewhat  more 
than  in  men.  The  adrenal  glands  are  beige  to 
light  brown  and  can  be  distinguished  from  the 
surrounding  fat  by  their  darker  color  and  firmer 
consistency.  The  average  dimensions  of  the 
adrenals  are  about  3 x 5 x 0.4  cm.  The  increased 
weight  of  diseased  glands  is  associated  with  an 
increase  in  thickness. 

The  vascular  supply  and  drainage  of  the 
adrenal  gland  are  unlike  those  of  any  other 
organ,  in  that  the  arterial  and  venous  vessels  do 
not  parallel  each  other.  Most  standard  text- 
books list  the  arterial  supply  of  the  adrenal 
as  being  from  three  separate  sources.  The 
superior  artery  is  a branch  of  the  inferior 
phrenic,  the  middle  artery  is  a direct  branch 
from  the  aorta,  and  the  inferior  branch  arises 
from  the  corresponding  renal  artery.  The  gross 
venous  drainage  of  the  normal  or  hyperplastic 
suprarenal  is  quite  simple.  All  or  almost  all  of 
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the  veins  channel  into  one  large  structure — the 
central  adrenal  vein. 

The  lymphatics  lie  in  the  connective  tissue 
trabeculae  that  penetrate  the  capsule  and  pierce 
the  columns  of  cortical  tissue.  The  medullary 
lymphatics  eventually  form  a plexus  surround- 
ing the  adrenal  vein  and  ultimately  drain  into 
the  lateral  aortic  nodes. 

The  nerve  supply  of  an  adrenal  gland  can 
also  be  divided  into  two  separate  categories.  No 
definite  cortical  innervation  has  been  shown. 

The  greater  nerve  supply  to  the  medulla  is  au- 
tonomic in  origin,  arising  from  the  sympathetic 
preganglionic  fibers  from  T-10  to  L-l.  The  fi- 
bers emerge  with  the  anterior  rootlets  and  pass 
to  the  sympathetic  ganglia.  These  nerves  go 
through  the  celiac,  aorticorenal,  and  renal 
ganglia.  In  addition,  there  are  branches  from 
the  splanchnic  nerves  which  bypass  the  gang- 
lion and  go  directly  to  the  medulla.  Finally,  ad- 
ditional fibers  may  come  from  the  phrenic 
nerves  and  the  renal  plexus. 

Embryology 

The  adrenal  or  suprarenal  gland  is  really  two 
separate  functional  structures  combined  within 
a single  capsule.  It  develops  from  two  individ- 
ual elements,  the  cortex  from  the  mesoderm 
and  the  medulla  from  ectodermal  chromaffin 
tissue.  The  cortical  portion  of  the  adrenal  can 
be  first  recognized  in  about  the  fifth  or  sixth 
week  of  fetal  life  as  a group  of  cells  originating 
from  the  development  of  peritoneal  epithelium 
at  the  base  of  the  dorsal  mesentery  in  the 
cranial  end  of  the  mesonephros.  These  cortical 
structures  are  relatively  huge,  being  even  larger 
than  the  kidney  at  about  the  fourth  month  of 
fetal  life. 

There  are  occasional  developmental  anoma- 
lies of  the  adrenal  cortex,  i.e.,  multiple  primordia 
or  secondarily  separated  portions  may  form  ac- 
cessory glands  which  are  usually  composed  of 
cortical  tissue  only.  Aberrant  cortical  tissue  may 
be  found  adjacent  to  the  adrenals,  in  the  spleen, 
below  the  kidneys  in  the  retroperitoneal  space, 
or  close  to  the  testes  or  ovaries. 

The  structures  composing  the  chromaffin  sys- 
tem arise  from  the  cells  of  the  primitive  autono- 
mic system,  which  are  multipotential,  and  origi- 
nate in  the  ectodermal  area  where  they  arise 
from  the  neural  crest  and  differentiate  into  the 
primitive  sympathetic  ganglion  cells.  One  group 
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becomes  the  endocrine  elements  that  have  the 
characteristic  property  of  staining  brown  with 
chromium  salts  and  are  therefore  called  chrom- 
affin cells.  The  adrenal  medulla,  which  is  the 
most  prominent  component  of  this  organ  system, 
develops  from  a group  of  cells  that  migrate  from 
the  primitive  ganglia  of  the  celiac  plexus.  By 
the  seventh  week  of  development,  masses  of 
these  developing  chromaffin  cells  can  be  seen  in 
the  medial  side  of  a well-developed  cortical  rudi- 
ment. Other  sites  of  sympathetic  tissue  include 
the  paraganglia  and  the  aortic  bodies.  The 
paraganglia  approximate  to  the  autonomic  gan- 
glia and  are  known  as  paraganglion  chromaffin 
bodies,  the  organ  of  Zuckerkandl  being  the  most 
obvious. 

Histology 

The  vast  preponderance  of  the  adult  gland  is 
made  up  of  cortex.  This  can  be  divided  into 
three  layers  microscopically:  (1)  the  zona 
glomerulosa,  producing  primarily  mineral  corti- 
coids;  (2)  the  zona  fasciculata,  where  the  gluco- 
corticoids are  elaborated;  and  (3)  the  zona  reti- 
cularis, the  source  of  estrogens  and  androgens. 
The  central  glandular  tissue  is  the  medulla, 
where  potent  pressor  substances  are  secreted. 
In  general,  the  cortical  cells  are  quite  epithelioid 
in  appearance.  They  are  relatively  large  and 
have  a prominent  nucleus,  which  is  likely  to 
contain  two  or  more  well-defined  nucleoli. 
The  cytoplasm  is  rather  pale,  owing  to  the 
abundance  of  lipids.  This  renders  the  Golgi  ap- 
paratus and  mitochrondria  easily  recognized. 

The  medulla  of  the  suprarenal  gland  is  com- 
posed of  columns  of  regularly  arranged  polyhe- 
dral cells.  The  cytoplasm  tends  to  be  rather 
granular.  These  cells  stain  brown  with  potas- 
sium dichromate,  and  because  of  this  they  are 
called  chromaffin  cells.  With  histochemical 
techniques  it  can  be  demonstrated  that  some 
groups  of  medullary  cells  produce  epinephrine 
while  others  produce  norepinephrine. 

Biochemistry  and  Physiology  of  the  Adrenal 
Cortex 

More  than  50  steroids  have  been  isolated 
from  the  ardenal  cortex.-  The  major  biologic  ac- 
tivities of  the  adrenal  steroids  may  be  classified 
as:  I.  Glucocorticoids — those  influencing  princi- 
pally the  intermediary  metabolism  of  carbohy- 
drates, protein  and  lipids  and  exhibiting  an  ef- 
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feet  in  suppressing  certain  inflammatory  pro- 
cesses; II.  Mineral  Corticoids — those  with  po- 
tent effects  on  electrolyte  transport;  and  III. 
Androgens  and  Estrogens — those  with  andro- 
genic (male)  and  those  with  estrogenic  (fe- 
male) actions. 

The  first  group  are  the  glucocorticoids — cor- 
tisol and  corticosterone  make  up  by  far  the 
largest  proportion,  with  cortisol  accounting  for 
the  major  glucocorticoid  activity.  The  second 
group  include  aldosterone  and  desoxycorticos- 
terone;  however,  the  former  accounts  for  most 
all  of  the  mineral  corticoid  activity.  The  third 
group,  the  androgenic  steroids,  are  varied  in 
their  effect  in  infancy  and  adulthood  as  well  as 
between  the  sexes. 

I.  Glucocorticoids : The  action  of  the  secret- 
ed steroids,  the  cholesterols,  may  be  limited 
in  duration  and  it  is  therefore  essential  that  the 
concentration  of  steroid  in  the  plasma  and  the 
intensity  of  its  action  be  under  continuous 
dynamic  control. 

Cortisol:  The  secretion  of  cortisol  is  be- 
lieved determined  by  the  rate  of  release  of 
adreno-corticotropin  (ACTH).  The  elabora- 
tion of  ACTH  is  influenced  by  centers  in  the 
higher  nervous  system  which  relay  informa- 
tion through  the  limbic  system  to  the  hypo- 
thalamus. Various  peripheral  receptors  sensi- 
tive to  noxious  environmental  stimuli  carry 
information  directly  to  the  hypothalamus.3 
Thus,  there  are  psychologic  phenomena  such 
as  fear,  anxiety,  anger  and  frustration  that 
act  through  the  higher  central  nervous  system, 
whereas  the  noxious  stimuli  (pain)  influence 
the  hypothalamus  by  more  direct  neural  con- 
nections. The  rate  of  release  of  ACTH  rep- 
resents the  balance  between  the  excitatory 
influence  of  the  central  nervous  system  and 
the  inhibitory  influence  of  the  corticosteroids. 
Cortisol  has  an  important  physiologic  role  in 
regulating  the  rate  of  release  of  ACTH  from 
the  pituitary  gland. 

It  has  been  estimated  that  in  man  the  basal 
secretion  of  ACTH  is  somewhat  less  than  one 
unit  per  day  and  the  plasma  concentration  in 
the  morning  is  about  0.25  mU  per  cent.  The 
plasma  ACTH  and  cortisol  concentrations 
show  a constant  pattern  of  cyclic  variation 
within  an  approximate  24-hour  period  in  nor- 
mal individuals  not  subjected  to  stress.  The 
plasma  levels  are  highest  between  the  hours 
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of  6:00  and  9:00  a.m.  and  decline  slowly 
thereafter  to  values  close  to  zero  around  mid- 
night. This  diurnal  rhythm4  is  dependent  on 
the  sleep  pattern  and  independent  of  food  in- 
take, exercise  and  light;  however,  when  a sub- 
ject changes  longitudinal  location  rapidly 
(e.g.,  New  York  to  Tokyo),  this  cycle  does 
not  adjust  to  the  new  time  for  approximately 
one  week. 

Metabolism  of  Cortisol:  In  the  normal 

adult,  8 to  25  mg  of  cortisol  are  produced 
per  day.  Cortisol  exists  in  the  plasma  in  three 
different  physical-chemical  states:  (1)  free  or 
unbound  in  aqueous  solution,  (2)  albumin- 
bound,  and  (3)  alpha-2  glycoprotein-bound 
(transcortin ) . In  a normal  subject  with  a nor- 
mal plasma  cortisol  level,  about  90  per  cent 
of  the  cortisol  is  protein-bound.5 

Conventional  chemical  assay  methods  for 
plasma  cortisol  measure  both  the  nonprotein- 
bound  and  protein-bound  steroid.  At  plasma 
cortisol  concentrations  within  the  normal  range 
of  5 to  20  ug  per  cent,  5 to  10  per  cent  of 
the  total  plasma  cortisol  is  unbound;  how- 
ever, at  concentrations  exceeding  20  ug  per 
cent,  transcortin  is  completely  saturated,  and 
of  the  excess  cortisol,  70  to  80  per  cent  binds 
to  serum  albumin.  The  importance  of  the  ster- 
oid protein-binding  resides  in  the  effects  that 
it  may  have  on  the  distribution,  transport, 
excretion  and  biotransformation  of  the  steroid. 
Most  of  the  cortisol  and  its  metabolites  are  ex- 
creted in  the  urine. 

The  enzymatic  mechanisms  that  contribute 
to  the  disposal  of  cortisol  may  be  deducted 
from  the  nature  of  the  urinary  metabolites. 
Less  than  1 per  cent  of  the  administered 
steroid  escapes  transformation  and  is  excreted 
unchanged.  An  equivalent  amount  is  also  ex- 
creted as  cortisone.  These  metabolites  repre- 
sent about  75  per  cent  of  the  total  urinary 
radioactivity,  and  25  per  cent  remains  as  la- 
beled products  not  extracted  by  dichlorome- 
thane  after  glucoronidase  hydrolysis. 

II.  Mineral  Corticoids:  Aldosterone  is  the 
most  potent  mineral  corticoid  synthesized  by 
the  adrenal  gland.6  It  has  an  effect  on  electro- 
lyte metabolism  similar  to  that  of  desoxycorti- 
costerone,  but  is  30  to  40  times  more  potent. 
It  differs  from  other  adrenal  steroids  in  that 
it  is  derived  primarily  from  the  outer  adrenal 
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cortical  layer,  the  zona  glomerulosa.  Since  the 
regulation  of  aldosterone  is  important  for  elec- 
trolyte and  extracellular  fluid  volume  homeo- 
stasis, it  is  not  surprising  that  alterations  in 
electrolyte  intake  and  plasma  electrolyte  con- 
centrations may  alter  aldosterone  secretion. 
Aldosterone  secretion  is  consistently  increased 
with  sodium  restriction,  and  decreased  with 
sodium  loading.  When  dietary  potassium  is  re- 
stricted aldosterone  secretion  decreases,  and 
with  potassium  loading  it  is  increased. 

Studies  on  the  mechanism  leading  to  the  in- 
creased secretion  of  aldosterone  following  fluid 
and  electrolyte  loss,  sodium  deprivation,  and 
experimental  conditions  associated  with 
marked  changes  in  intravascular  volume  indi- 
cate that  the  immediate  stimulus  is  humoral. 
Current  findings  favor  the  view  that  the  kidney 
is  the  site  of  origin  of  this  important  humoral 
agent. 

Metabolism  of  Aldosterone:  On  a normal 
sodium  intake  (70-120  mEq/day)  the  rate 
of  production  of  aldosterone  ranges  from  40 
to  200  ug/day.  The  mean  production  in  the 
adult  is  about  100  ug/day.  Approximately 
two  thirds  of  the  plasma  aldosterone  is  ex- 
clusively bound  to  plasma  albumin,  and  the 
total  bound  and  unbound  plasma  aldosterone 
level  ranges  from  3 to  15  ug  per  cent  as  de- 
termined by  both  direct  and  indirect  assays. 
The  metabolic  clearance  rate  of  aldosterone  is 
approximately  1500  liters  per  day.  This  value 
approaches  that  of  hepatic  blood  flow  and 
suggests  that  aldosterone  is  almost  completely 
removed  from  the  plasma  after  one  passage 
through  the  liver.  The  data  on  urinary  excre- 
tion also  demonstrate  that  aldosterone  is  rapid- 
ly metabolized  and  excreted  in  the  urine,  and 
less  than  5 per  cent  is  excreted  in  the  bile. 
Orally  administered  aldosterone  appears  to  be 
completely  converted  to  inactive  products  as 
evidenced  by  absence  both  of  biologic  activity 
and  of  any  free  aldosterone  in  the  urine. 

Most  of  the  extra-adrenal  transformations  of 
the  steroids  are  essentially  “detoxification”  re- 
actions tending  to  decrease  the  effective  con- 
centration of  the  active  hormones  or  to  dimin- 
ish markedly  their  activity.  The  effective  con- 
centrations of  the  steroids  may  be  altered  by 
enzymatic  conversion  to  an  inactive  com- 
pound, by  urinary  or  biliary  excretion,  or  by 
removal  of  an  active  steroid  to  an  inert  area, 


i.e.  fat  and  physical  inactivation.  The  impor- 
tance of  the  liver  in  metabolism  of  the  steroids 
had  been  shown  both  in  vivo  and  in  vitro. 

III.  Androgens  and  Estrogens:  The  over 
production  of  androgens  by  the  adrenal  cortex 
gives  rise  to  the  adreno-genital  syndrome.7  A 
partial  defect  in  synthesis  of  21-hydroxylated 
steroids  produces  simple  virilism,  whereas 
virilism  with  sodium  wastage  is  thought  to 
represent  a more  severe  defect  in  synthesis  of 
21-hydroxysteroids.  In  the  simple  virilizing 
form,  the  precursors  of  cortisol,  17-hydroxy- 
progesterone  and  11,  17-dihydroxyprogester- 
one,  are  present  in  increased  amounts.  This 
gives  rise  to  an  increased  urinary  excretion  of 
metabolites  of  these  two  steroids,  pregnane- 
triol  and  1 1-ketopregnanetriol,  respectively.  Be- 
cause of  the  severity  of  the  enzymatic  defect 
in  the  salt-losing  variety,  there  is  also  a de- 
creased production  of  aldosterone,  and  this 
accounts  for  the  renal  sodium  wasting.  Ade- 
quate amounts  of  the  glucocorticoids  suppress 
the  overproduction  of  ACTH  and  cause  a 
marked  decrease  in  adrenal  androgens. 

Biochemistry  and  Physiology  of  the  Adrenal 
Medulla 

Since  chromaffin  cells  occur  predominantly 
in  the  adrenal  medulla  and  are  the  sole  source 
of  epinephrine,  the  plasma  level  and  urinary 
excretion  of  free  epinephrine  may  be  corre- 
lated quite  specifically  with  adrenal  medul- 
lary activity.  Epinephrine  must  first  enter  the 
blood  before  it  can  reach  the  receptor  site.  The 
biologic  action  of  this  hormone8  is  direct,  and 
the  effect  dependent  upon  its  level  in  the 
blood.  Most  of  the  norepinephrine  enters  the 
circulation  from  adrenergic  nerve  endings9 
rather  than  from  the  adrenal,  and  thus  the 
plasma  and  urinary  free  norepinephrine  are 
normally  related  to  adrenergic  nerve  activity. 
Catecholamines  contain  a catechol  nucleus 
(benzene  ring  with  two  adjacent  hydroxyl 
groups)  and  an  amine  side  chain.  The  relative 
amounts  of  the  catecholamines,  epinephrine, 
norepinephrine,  and  dopamine  in  the  adrenals 
vary  somewhat  with  age.  Chromaffin  tissue 
(adrenal  medulla)  contains  an  additional  en- 
zyme which  converts  norepinephrine  by  N- 
methylation  to  epinephrine.  This  N-methyl 
transferase  requires  S-  adenoxylmethionine  as 
the  methyl  donor. 
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Although  normal  subjects  show  a relatively 
constant  pattern  of  catecholamine  metabolites, 
this  is  not  true  for  patients  with  tumors  aris- 
ing from  the  medulla.  These  patients  may 
show  a relative  preponderance  of  free  urinary 
catecholamines  as  compared  with  the  meta- 
nephrines  and  vanilmandelic  acid  (VMA). 
On  the  other  hand,  some  patients  excrete  rela- 
tively more  of  the  metabolites  than  the  free 
catecholamines.  The  larger  tumors  with  a high- 
er total  content  of  catecholamines  and  lower 
rate  of  turnover  of  the  catecholamines  tend 
to  excrete  a relative  excess  of  the  metane- 
phrines  and  VMA  as  compared  to  the  free 
catecholamines.  This  latter  finding  is  probably 
best  explained  by  the  fact  that  substantial 
quantities  of  the  catecholamines  are  metabo- 
lized directly  by  the  tumor. 

Clinical  Hyperadrenalism 

Tumors  arising  from  and  hyperplasia  of 
medullary  and  cortical  adrenal  tissue  produce 
a marked  increase  of  those  substances  that 
they  elaborate  ordinarily.  Such  a state  is 
known  as  hyperadrenalism  and  is  further  de- 
fined according  to  whether  the  medulla  or  cor- 
tex is  involved.  The  clinical  manifestations 
that  result  are  now  well  known  and  readily 
recognized.  Those  most  frequently  encountered 
are  chromaffin  tumors,  pheochromocytomas, 
arising  from  the  medullary  tissue,  Cushing’s 
syndrome,  aldosteronism  associated  with  patho- 
logical changes  originating  in  the  adrenal  cor- 
tex and  adrenogenital  syndrome.  Rare  and  less 
well  understood  are  the  group  of  adrenogenital 
abnormalities  and  related  androgenic  steroid 
fluctuations,  also  of  cortical  origin. 

CHROMAFFIN  TUMORS 

Pheochromocytomas  are  neoplasms  derived 
from  chromaffin  cells  of  the  adrenal  medulla 
or  other  components  of  the  sympathetic  nerv- 
ous system.  Probably  90  per  cent  of  these 
tumors  arise  from  within  the  adrenals  and  10 
per  cent  from  extra-adrenal  chromaffin  tissue. 
They  may  cause  a persistent  or  a paroxysmal 
hypertension  frequently  associated  with  seri- 
ous complications.  In  1951  unrecognized 
pheochromocytomas  were  estimated  by 
Graham  10  to  account  for  approximately  1,000 
deaths  annually  in  this  country. 

In  recent  years  there  has  been  an  increase 


in  the  number  of  patients  suspected  of  having 
pheochromocytoma.  Using  newer  diagnostic 
measures  during  the  last  five  years  the  diag- 
nosis is  confirmed  more  readily.  Headache 
probably  has  been  the  most  common  complaint 
although  many  patients  were  aware  of  flushing, 
blanching  and  excessive  intermittent  sweating. 
A majority  had  persistent  hypertension.  Most, 
but  not  all,  were  underweight.  A few  patients 
have  been  above  ideal  weight  and  a propor- 
tionate number  have  been  in  the  normal  range. 
The  nature  of  the  symptoms,  in  general,  is  re- 
lated to  the  major  pressor  substance  produced 
by  the  tumor.  When  the  pressor  substance  is 
norepinephrine,  and  this  is  much  more  com- 
mon, the  patient  presents  with  hypertension, 
tachycardia  and  headaches  with  relatively  little 
in  the  way  of  metabolic  effects.  Where  the  ma- 
jor substance  is  epinephrine  as  occurs  in  a 
small  minority,  the  increased  manifestations 
of  hypermetabolism  such  as  sweating,  flushing 
and  diabetes,  may  overshadow  the  hyperten- 
sion. 

Laboratory  Diagnosis:  The  urinary  catecho- 
lamines are  representative  of  breakdown  prod- 
ucts of  the  important  vasopressors.  At  present, 
probably  the  most  reliable  determinations  for 
diagnosis  are  those  for  metanephrine  and  nor- 
metanephrine  in  the  urine.  With  regard  to  pro- 
vocative tests  that  include  histamine  and  phen- 
tolamine,  we  believe  they  are  unnecessary  and 
the  former  may  be  dangerous. 

Management:  When  diagnosis  has  been  es- 
tablished, management  of  the  patient  with 
chromaffin  tumors  may  be  divided  into  three 
phases:  (1)  evaluation  and  control  of  clinical 
manifestations;  (2)  anesthesia  and  operation; 
(3)  postoperative  return  to  recovery.  The  in- 
troduction of  propranolol  is  the  latest  milestone 
in  the  management  of  these  patients.  Prior  to 
its  use,  ventricular  arrhythmias  constituted  a 
potential  hazard  of  concern  to  both  anesthe- 
siologist and  surgeon  because,  too  frequently, 
they  preceded  unanticipated  death.  Using  pro- 
pranolol we  have  had  no  difficulty  in  control- 
ling and  preventing  the  ventricular  arrhythmias. 
There  are  two  drugs,  phentolamine  and  phe- 
noxybenzamine,  which  in  effect  wear  out  the 
tumor.  The  first  drug  used  was  phentolamine 
in  doses  up  to  600  mg  a day  orally.  The  drug 
is  effective  in  the  majority  of  patients.  At  the 
present  time  phenoxybenzamine  in  doses  start- 
ing at  10-30  mg  a day  will  control  blood  pres- 
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sure.  It  is  superior  because  its  action  is  longer 
than  that  of  phentolamine. 

CUSHING'S  SYNDROME 

Cushing’s  syndrome11  refers  to  a set  of  clini- 
cal manifestations  and  metabolic  abnormalities 
characterized  by  plethora,  truncal  and  facial 
obesity,  mild  or  latent  diabetes,  osteoporosis, 
hypertension,  easy  susceptibility  to  bruising, 
purplish  striae,  mental  changes;  and  in  women, 
menstrual  disturbances,  hirsutism  and  acne 
without  overt  evidence  of  virilism.  In  all  forms 
of  this  syndrome,  regardless  of  cause,  the  ab- 
normal clinical  and  laboratory  findings  result 
from  a chronic  excess  of  cortisol  (hyper- 
cortisolemia)  due  to  overproduction  of  corti- 
sol by  the  adrenal  cortex.  In  women,  certain 
of  the  signs  and  symptoms  are  related  to  an 
associated  overproduction  of  adrenal  andro- 
gens. 

Pathogenesis  and  Pathology : In  Cushing’s 
syndrome  the  one  common  denominator  is  hy- 
percortisolemia  due  to  an  abnormal  increased 
production  of  cortisol.  Hyperfunction  (hyper- 
secretion of  cortisol)  with  or  without  general- 
ized enlargement  of  the  adrenocortical  tissue 
accounts  for  by  far  the  largest  number  of  adult 
cases  of  the  syndrome.  The  hyperactive  gland 
may  frequently  be  within  the  limits  of  normal 
size,  weighing  4 to  6 grams;  hyperplastic 
glands  may  weigh  as  much  as  50  grams  but 
usually  their  combined  weights  are  less  than 
25  grams. 

Diagnosis : A significant  elevation  of  the 
serum  cortisol  and  urinary  17-hydroxycorti- 
coids  is  essential  to  establishing  the  diagnosis 
of  Cushing’s  syndrome.  Serum  cortisol  deter- 
minations up  to  22-24  micrograms  per  cent  are 
considered  to  be  within  the  normal  range 
with  a diurnal  variation  in  the  afternoon. 
While  most  patients  with  Cushing’s  syndrome 
are  above  this,  there  are  some  who  have  high 
normal  levels  in  the  morning  that  do  not  de- 
crease in  the  afternoon.  Urinary  17-hydroxy- 
corticoids  for  the  normal  male  range  from 
12-14  mg  per  cent  per  24  hours  and  for  the 
female  from  8-10  mg  per  cent. 

As  knowledge  of  the  condition  has  increased, 
it  has  become  apparent  that  Cushing’s  syn- 
drome may  be  caused  by  at  least  four  separate 
entities.  The  first  and  most  common  of  these 
is  dysfunction  of  the  hypothalamic-pituitary 
axis,  with  resulting  adrenal  hyperfunction  and 
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usually  adrenal  hyperplasia.  The  patients  in 
this  group  may  be  subdivided  into  those  in 
whom  an  obvious  pituitary  tumor  is  present, 
and  the  larger  percentage  in  whom  there  is  no 
clinical  or  roentgenologic  evidence  of  pitui- 
tary involvement.  Second,  there  are  those  who 
have  an  autonomous  adenoma  which  accounts 
for  the  clinical  symptoms.  Next,  there  are  in- 
stances of  adrenal  cortical  carcinomas  which 
produce  a rather  fulminant  disease  and,  final- 
ly, there  are  extra-adrenal  carcinomas  which 
are  believed  to  elaborate  an  adrenocortico- 
tropic hormone-like  substance,  resulting  in 
marked  adrenal  hyperplasia  and  hyperfunc- 
tion. These  extra-adrenal  malignant  tumors  are 
most  frequently  oat  cell  carcinomas  of  the  lung 
and  thymic  neoplasms.  However,  other  car- 
cinomas have  been  reported,  such  as  those  aris- 
ing from  the  esophagus,  biliary  tract  and  colon 
which  cause  this  syndrome. 

Differential  Diagnosis : The  important  diag- 
nostic test  for  differentiating  between  patients 
with  adrenal  hyperfunction  and  those  with  au- 
tonomous tumor  is  the  dexamethasone  sup- 
pression test.  Ordinarily,  the  patient  with  ad- 
renal hyperplasia  or  hyperfunction,  or  both, 
experiences  a suppression  of  secretion  of 
more  than  60  per  cent  after  the  administra- 
tion of  2 milligrams  of  dexamethasone  per 
day  for  three  days  and  then  8 milligrams  for  an 
additional  three  days.  In  the  absence  of  signif- 
icant depression,  one  may  presume  that  an  au- 
tonomous tumor  is  present.  Thus  the  sup- 
pression with  dexamethasone  has  become  es- 
tablished as  a means  of  differentiating  be- 
tween diffuse  hyperplasia,  benign  adenoma, 
and  carcinoma  of  the  adrenal  cortex. 

The  availability  of  replacement  therapy 
has  rendered  total  bilateral  adrenalectomy  a 
reasonably  safe  procedure,  with  predictably 
good  results  for  hyperplasia  of  the  adrenal 
cortex,  the  most  frequent  finding  in  patients 
with  Cushing’s  syndrome. 

Adenomas  of  adrenal  cortex  are  encountered 
in  about  one-quarter  of  the  patients  with  the 
syndrome;  complete  recovery  follows  excision. 
Carcinomas  arising  from  the  adrenal  cortex  are 
associated  with  limited  life  expectancy  and  are 
unresponsive  to  present  available  measures. 

Even  more  discouraging  are  those  occasional 
instances  when  Cushing’s  syndrome  and  ad- 
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renal  cortical  hyperplasia  are  due  to  cancer 
arising  elsewhere. 

HYPERALDOSTERONISM 

Aldosterone  is  the  most  potent  mineral 
corticoid  synthesized  by  the  adrenal.  It  has 
an  effect  on  electrolyte  metabolism  similar  to 
that  of  desoxycorticosterone  but  is  30-40 
times  more  potent.  At  small  concentrations  it 
acts  to  augment  renal  tubular  reabsorption  of 
sodium  by  stimulating  the  sodium  for  hydrogen 
ion  exchange  and  sodium  for  potassium  in  the 
distal  renal  tubules  and  the  first  part  of  the 
collecting  tubules.  Thus  as  a consequence  of 
renal  ischemia  (Goldblatt  clamp)  aldosterone 
secretion  may  be  increased  in  malignant  hyper- 
tension or  unilateral  renal  disease.  On  a nor- 
mal sodium  intake  (70-120  mEq/day)  the 
rate  of  production  of  aldosterone  ranges  40- 
200  ug/day  with  an  average  of  100  ug.  In 
excess  it  manifests  itself  by  hypertension  in 
nonedematous  patients.  Neuromuscular  changes 
such  as  muscle  weakness  and  paralysis  occur 
only  in  the  presence  of  a marked  hypokalemia. 
Asthenia  may  accompany  hyperaldosteronism 
of  a lesser  degree. 

The  three  most  useful  specific  diagnostic 
procedures  are  (1)  failure  to  increase  a low 
plasma  renin  activity  during  volume  depletion 
(sodium  restriction,  upright  position),  (2) 
failure  to  suppress  aldosterone  secretion  dur- 
ing volume  expansion  (sodium  loading,  desoxy- 
corticosterone), and  (3)  increased  urinary 
potassium  loss  during  volume  expansion  by 
sodium  loading.12 

Patients  with  secondary  aldosteronism  and 
elevated  plasma  renin  activity  may  also  fail 
to  depress  their  aldosterone  production  signif- 
icantly after  chronic  sodium  loading,  because 
the  induced  volume  expansion  may  be  inef- 
fective in  increasing  their  blood  volume. 

Differential  Diagnosis'.  Syndromes  may  pre- 
sent one  or  more  of  the  cardinal  signs  com- 
mon to  primary  aldosteronism — i.e.,  hyper- 
tension, hypokalemia,  hyperaldosteronism. 
Therefore,  the  differential  diagnosis  must  in- 
clude an  evaluation  of  the  other  disorders  that 
manifest  one  or  more  of  these  features.  The 
combination  of  hypertension,  hypokalemia, 
and  hypersecretion  of  aldosterone  may  occur 
in  essential,  advanced,  malignant,  and  reno- 
vascular hypertension;  it  may  also  occur  after 
thiazide  therapy  for  hypertension.  Normal 


pregnancy  is  accompanied  by  a progressive  in- 
crease in  secretion  of  aldosterone  beginning 
about  midpregnancy. 

Treatment : The  diagnosis  of  primary  al- 
dosteronism should  be  firmly  established  before 
surgical  exploration  is  undertaken.  Prior  to 
surgery,  patients  with  signs  of  primary  al- 
dosteronism, especially  children,  should  receive 
a short  therapeutic  trial  with  small  doses 
of  one  of  the  synthetic  glucocorticoids  (dexa- 
methasone,  1.5  to  2.0  mg/day  for  one  week). 
If  this  therapy  corrects  the  hypokalemia  and 
hypertension  and  markedly  decreases  the  urin- 
methasone  , 1.5  to  2.0  mgffday  for  one  week). 
If  this  therapy  corrects  the  hypokalemia  and 
hypertension  and  markedly  decreases  the  urin- 
ary excretion  of  aldosterone,  surgical  explora- 
tion is  not  indicated,  and  the  patient  does  not 
harbor  an  adrenal  neoplasm.  If  a tumor  is 
palpated  in  only  one  gland,  that  adrenal  alone  is 
removed.  This  does  not  exclude  the  pres- 
ence of  tumor  in  the  other  adrenal;  neverthe- 
less, the  gland  harboring  the  palpable  tumor  is 
removed.  If  tumors  are  found  in  both  glands, 
an  attempt  is  made  to  preserve  a part  of  the 
normal  adrenal  tissue.  Infrequently  a patient 
with  primary  aldosteronism,  unresponsive  to 
small  quantities  of  the  synthetic  glucocorti- 
coids, may  at  surgery  show  bilateral  diffuse  or 
nodular  hyperplasia.  In  this  situation,  a sub- 
total or  bilateral  total  adrenalectomy  should  be 
performed. 

ADRENO-GENITAL  SYNDROME 

The  adreno-genital  syndrome12  is  mani- 
fested by  virilization  and  feminization  and  is 
the  result  of  distortion  of  hormone  produc- 
tion within  the  adrenal  cortex.  There  are  two 
types.  The  first  is  congenital  and  is  associated 
with  an  inherited  defect  in  the  enzymatic 
steps  of  hydrocortisone  production;  the  second 
is  the  acquired  and  is  the  result  of  tumor 
growth  or  hyperplasia  of  the  cortex. 

The  clinical  manifestations  of  congenital 
adreno-genital  syndrome  range  from  minimal 
mascularization  in  infancy  to  life-threatening 
adrenal  crisis  with  sodium  depletion.  The  diag- 
nosis is  commonly  made  by  finding  abnormally 
increased  1 7-ketosteroids  in  the  urine.  The 
treatment  is  based  on  the  suppression  of  the 
elevated  1 7-ketosteroids  by  glucocorticoids, 
such  as  prednisone  or  cortisone  given  daily. 
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The  prognosis  in  mild  cases  is  good,  but  in  the 
more  severe  it  is  unpredictable  and  may  prog- 
ress from  one  complication  to  another. 

Acquired  adreno-genital  syndrome  is  often 
rapid  in  onset,  almost  always  causing  viriliza- 
tion in  the  female  and  sexual  precociousness 
in  the  adolescent  male.  Feminization  is  seldom 
observed.  Adenoma  and  carcinoma  arising 
from  the  cortex  are  usually  the  causative  le- 
sion although  hyperplasia  with  manifestations 
of  Cushing's  syndrome  does  occur.  More  than 
half  of  the  cases  occur  prepubertally  and  over 
75  per  cent  are  in  females.  The  tumors  may 
be  benign  adenomas  or  carcinoma,  although 
histological  assessment  may  be  difficult.  Al- 
though pleomorphism  and  mitotic  figures  are 
not  common  in  adenomas,  they  may  not  al- 
ways be  prominent  in  carcinoma.  Both  types 
of  tumors  are  usually  well  encapsulated.  In 
general,  the  malignant  tumors  tend  to  be  larger. 
Invasion  of  the  capsule  and  veins  is  usually 
considered  as  evidence  of  malignancy;  how- 
ever, such  changes  may  occur  in  either  tumor. 
There  appears  to  be  a gradual  transition  from 
adenoma  to  carcinoma,  and  thus  interpreta- 
tion is  made  difficult.  In  many  cases  it  is 
the  test  of  time  rather  than  the  microscopic  ap- 
pearance of  the  tumor  that  determines  the 
degree  of  malignancy. 

Age  of  onset  is  of  some  diagnostic  signifi- 
cance because  an  inherited  defect  of  enzy- 
matic action  is  often  present  amongst  those 
under  two  years,  whereas  hyperplasia  and 
tumors  of  the  adrenal  are  most  frequent  be- 
tween two  and  puberty.  Beyond  puberty,  extra- 


adrenal tumors  are  to  be  suspected.  In  the 
adult  female,  hirsutism  and  acne  are  the  first 
signs.  Amenorrhea  is  common,  and  there  may 
be  clitorial  hypertrophy  and  marked  increase 
in  libido.  Hyperpigmentation,  muscle  hyper- 
trophy, atrophy  of  the  breasts,  and  deepening 
of  the  voice  may  also  develop.  In  the  pre- 
pubertal female,  in  addition  to  hirsutism  there 
is  a rapid  statural  growth  with  advance  in 
osseous  maturation.  The  time  of  occurrence  of 
the  tumors  is  variable;  however,  they  do  not  oc- 
cur immediately  after  birth,  and  this  is  helpful 
in  differentiating  them  from  congenital  adrenal 
hyperplasia. 

In  the  prepubertal  male,  the  penis  and 
prostate  become  enlarged,  and  pubic  and 
axillary  hair  appears.  Rapid  growth  of  bone 
and  muscle  and  deepening  of  the  voice  also 
occur.  The  testes  remain  small  and  immature, 
and  these  findings  are  to  be  contrasted  with 
the  gonadal  maturation  found  in  isosexual 
precocity.  In  the  male  these  are  characterized 
by  gynecomastia,  breast  tenderness,  loss  of 
libido  and  potency,  and  in  some  cases,  atrophy 
of  the  penis  and  diminution  in  the  size  of  the 
testes.  Occasionally,  in  addition  to  feminization, 
manifestations  of  Cushing’s  syndrome  may 
be  present. 

Surgical  excision  of  benign  tumors  provides 
amelioration  with  reversal  in  some  instances. 
Malignant  tumors  have  a grave  prognosis  re- 
gardless of  heroic  measures.  Hyperplasia  and 
accompanying  manifestations  of  Cushing’s 
syndrome  are  indications  for  total  or  subtotal 
adrenalectomy. 

(Continued  on  page  302) 
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Manuscripts  should  be  submitted  in  duplicate  to 
The  Journal  of  KM  A,  an  original  copy  and  one  car- 
bon and  typed  with  double  spacing.  Maximum  length 
of  an  article  should  not  exceed  4500  words ; the  Board 
of  Consultants  on  Scientific  Articles  prefers  that  they 
be  briefer  than  this  when  possible. 

In  submitting  a manuscript,  the  author  is  requested 
to  include  a concise  summary,  not  to  exceed  35  words, 
to  be  used  as  a sub-title  when  the  article  is  published 
in  The  Journal.  The  purpose  of  the  summary  is  to 
create  additional  interest  and  encourage  greater 
readership. 

Footnotes  and  bibliographies  should  conform  to  the 
style  of  the  Quarterly  Cumulative  Index  Medicus  pub- 
lished by  the  American  Medical  Association.  This  re- 
quires in  the  order  given:  name  of  author,  title  of  arti- 
cle, name  of  periodical,  with  volume,  page,  month — 
day  of  month  if  weekly — and  year.  The  Journal  of 
the  KM  A does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 


All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations, 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  the  Journal, 
Gibbs-Inman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as 
it  appears  advisable  and  return  them  to  the  author  if 
not  considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Janet 
Ave.,  Louisville,  Kentucky  40205. 
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George  F.  Brockman,  M.D.* 


FOR  OVER  50  years  organized  medicine  has 
recognized  the  need  for  a national  unified 
health  policy,  which  could  best  be  developed  by 
a cabinet-level  department  of  health,  to  coordinate 
all  of  the  health  programs  of  the  federal  government 
except  those  for  the  military  services.  No  president 
or  congress  has  accepted  this  concept.  Federal  health 
services  have  grown  through  hundreds  of  branches 
and  agencies.  The  medical  program  of  the  Veteran’s 
Administration  exerts  a direct  influence  on  health 
care  at  every  local  level,  as  does  Medicare,  which  is 
a joint  venture  of  the  Social  Security  Trust  Fund  and 
administrative  sections  of  the  Department  of  Health, 
Education  and  Welfare.  Both  are  concerned  with 
hospital  services,  yet  Hill-Burton  funds  for  hospital 
construction  involve  another  administrative  channel. 
The  Office  of  Economic  Opportunity  has  established 
programs  for  child  health  care  (in  most  communities) 
and  neighborhood  health  centers  (in  some  communi- 
ties) which  are  completely  independent  of  other 
federal,  state  or  local  health  agencies. 

A lengthy  list  could  be  made  of  these  programs 
that  are  well  intended  and  perform  useful  services 
while  pursuing  their  goals  independently.  All  are  in- 
curring overhead  costs  and,  even  more  important, 
consuming  health  manpower  resources  in  a waste- 
ful manner.  We  presented  these  thoughts  as  the  Con- 
gress was  considering  the  Public  Health  Services  Act 
of  1966,  and  were  rewarded  with  a new  federal  philos- 
ophy on  health  services. 

As  the  superior  authority,  the  federal  government 
has  pre-empted  the  better  sources  of  tax  revenue,  and 
developed  the  most  productive  collection  system.  As 
a consequence,  state  and  local  governments,  finding 
their  tax  revenues  inadequate  for  public  purposes, 
continually  seek  federal  funds. 

Congress  has  recognized  numerous  problems  of 
local  government  as  being  of  concern  to  the  entire 
nation.  Federal  tax  revenues  have  been  voted  as 
“grants-in-aid”  for  the  financial  support  of  state  serv- 
ices. These  appropriations  are  allocated  to  the 
states  by  formulae  based  on  population,  per  capita 
income,  area  and  other  factors.  They  are  usually  on  a 
matching  basis,  requiring  the  state  to  make  a speci- 


*Chairman, KMA  Ad  Hoc  Committee  on  Compre- 
hensive Health  Planning 


fied  percentage  contribution  toward  the  program. 
There  are  over  400  such  programs  in  the  health  and 
welfare  area  alone. 

Congress  attempts  to  apportion  support  to  each 
program  according  to  its  importance  on  a national 
basis.  This  may  not  be  the  same  rank  as  the  impor- 
tance of  the  program  in  a given  state.  State  A with 
little  tuberculosis  and  much  venereal  disease  might 
have  excess  funds  allotted  for  tuberculosis  while 
their  venereal  disease  program  starved.  In  State  B, 
with  much  tuberculosis  and  little  venereal  disease,  the 
excess  and  inadequacy  would  be  reversed. 

Recognizing  this.  Congress  placed  in  one  fund  its  as- 
sistance for  state  public  health  programs  previously 
supported  as  16  “categorical”  programs,  allocating  the 
federal  money  to  each  state  as  a “block”  grant,  with 
the  state  free  to  support  each  program  according  to 
local  needs.  These  categorical  programs  are — cancer, 
chronic  illness,  dental  disease,  heart  disease,  mental 
illness,  mental  retardation,  tuberculosis,  venereal  dis- 
ease. neurologic  disease,  general  health  services, 
radiologic  health,  home  health  services  and  schools 
of  public  health. 

In  return  for  the  freedom  to  shift  these  funds 
among  the  programs,  each  state  was  required  to  es- 
tablish a single  Comprehensive  Health  Planning 
Agency,  to  be  responsible  for  the  allocation  of  these 
categorical  funds,  and  for  preparing  a master  plan 
for  all  health  activities  within  the  state.  A state 
Comprehensive  Health  Planning  Council  was  es- 
tablished. to  provide  citizen  guidance  in  keeping  the 
State  CHP  Agency  aware  of  local  needs.  The  Con- 
gress was  quite  meticulous  in  spelling  out  the  composi- 
tion of  a State  Comprehensive  Health  Planning 
Council.  It  provides  broad  representation  for  the 
professionals  in  health  care,  but  must  have  con- 
sumers of  health  services  representing  the  majority 
of  the  membership. 

The  State  Comprehensive  Health  Planning  Council 
is  advised  of  local  needs  by  Regional  Health  Planning 
Agencies.  This  is  a totally  new  structure  in  govern- 
ment, comprising  the  salaried  secretariat  of  a Region- 
al Comprehensive  Health  Planning  Council,  parallel- 
ing the  relationship  at  the  state  level.  On  the  Re- 
gional Council,  health  professionals  have  broad 
representation,  but  they  must  be  in  the  minority. 
Majority  membership  was  originally  specified  as  fol- 
lows: 
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“Persons  designated  as  consumers  of  health  serv- 
ices shall  be  appointed  who  are  specially  qualified 
in  their  interest  in  health  services  related  to 
schools,  welfare  programs,  voluntary  health  pro- 
grams, control  of  environmental  health  hazards, 
and  rehabilitation  services.  Consumers  representing 
mental  health  services  and  mental  retardation  serv- 
ices shall  be  nominated  to  the  Council  by  the 
Regional  Mental  Health  Retardation  Board.”  Rep- 
resentatives of  local  government  were  later  added 
by  amendment. 

Since  we  are  all  consumers  of  health  services,  the 
primary  source  of  livelihood  was  made  the  basis  for 
the  distinction  between  the  professional  and  consum- 
er in  the  Comprehensive  Health  Planning  Act.  The 
typist  in  a hospital  business  office,  though  without 
health  training,  is  regarded  as  a health  professional;  a 
tire  dealer  who  is  the  trustee  of  a voluntary  hospital 
is  regarded  as  a consumer  of  health  services. 

In  Congress  this  legislation  was  variously  labeled 
as  “The  Partnership  for  Health  Act”  and  “The  Com- 
prehensive Health  Planning  Act.”  Finally  enacted  as 
Public  Law  89-749,  it  is  the  Comprehensive  Health 
Planning  Act  of  1966,  and  in  five  sections  provides: 

a.  Formula  Grants  to  the  States  for  Comprehensive 
Health  Planning. 

The  initial  allotment  was  $4,750,000  to  the 
states  for  planning. 

b.  Grants  for  Comprehensive  Health  Planning  at 
the  Area-Wide  Level. 

“Area”  is  not  sharply  defined,  but  the  intent  is 
that  it  would  be  the  largest  territory  in  which 
there  is  a reasonably  coherent  community  of  in- 
terest in  health  matters. 

c.  Grants  for  Training  Health  Planners. 

Non-profit  organizations  including  universities 
are  to  use  this  money  to  explore  the  training  of 
health  planners.  Presumably  health  planners 
will  have  some  background  in  health,  with  ad- 
ditional skills  in  statistics,  and  in  management 
and  data-acquisition  techniques. 

d.  Grants  to  States  for  Public-Health  Services. 
These  are  the  “block-grants”  to  the  states,  re- 
placing the  specific  allocation  to  the  16  cate- 
gorical programs. 

e.  Project  Grants  for  Health  Services  Development. 
Specific  funds  are  allocated,  under  the  supervi- 
sion of  the  Comprehensive  Health  Planning 
Agency,  for  the  development  of  new  methods 
in  the  delivery  of  health  services  or  in  training, 
provided  they  are  limited  to  a small  geographic 
area. 

The  Pluses  of  Public  Law  89-749 

Congress  has  embraced  creative  federalism  in  pro- 
viding federal  funds  for  health  purposes  at  the  local 
level,  to  be  expended  at  the  discretion  of  a local 
authority.  The  local  authority  has  been  thoughtfully 
designed  to  provide  good  representation  for  the 
health  professionals,  while  avoiding  professional  ag- 
grandizement by  alloting  majority  membership  to  pub- 
lic representatives.  Participation  in  Comprehensive 
Health  Planning  is  voluntary;  non-participants  face 


no  greater  penalty  than  exclusion  from  federal  funds. 
There  are  no  punitive  provisions.  In  eliminating  ap- 
propriations for  the  categorical  programs,  Congress 
specifically  makes  it  clear  that  this  is  in  no  sense  a 
criticism  of  or  dissatisfaction  with  any  of  these  pro- 
grams. There  are  additional  disclaimers,  requiring 
that  activities  under  the  Act  shall  not  interfere  with 
the  established  practices  of  physicians,  dentists  and 
other  health  professionals.  The  entire  thrust  of  the 
Act  is  to  establish  a knowledgeable  and  sophisticated 
town  meeting  of  those  concerned  with  health,  to 
reach  decisions  by  concensus. 

The  Minuses  of  Public  Law  89-749 

Pessimists  can  predict  stormy  sailing  for  these 
Comprehensive  Health  Planning  Councils,  comprised 
as  they  are  of  a three-layer  mix  of  health  profes- 
sionals, consumers  and  planners,  and  charged  with 
exploring  new  areas  in  organizational  relationships 
and  in  public  administration. 

Comprehensive  in  the  title  of  the  Act  is  a remark- 
able exaggeration.  The  only  specific  authority  Con- 
gress has  allocated  to  the  Comprehensive  Health 
Planning  bodies  is  over  the  categorical  programs. 
Less  than  10  million  dollars  was  appropriated  as  the 
federal  contribution  to  CHP  for  the  entire  nation, 
and  the  annual  appropriation  by  the  end  of  June 
1970  will  only  be  30  million  dollars.  This  is  less  than 
1/6  of  the  sums  authorized  for  “innovative  pro- 
grams” in  the  Act  itself. 

KMA  and  Public  Law  89-749 

The  Kentucky  Medical  Association  has  resound- 
ingly endorsed  Comprehensive  Health  Planning  by 
direct  action  of  the  House  of  Delegates  and  by 
vigorous  action  by  the  Board  of  Trustees.  The  Board 
of  Trustees  worked  diligently  with  the  preceding  and 
the  present  Governor  to  establish  the  State  Compre- 
hensive Health  Planning  mechanism  on  a sound  basis. 
Every  district  trustee  has  specific  responsibility  for 
the  furthering  of  Regional  Comprehensive  Health 
Planning  in  his  district. 

Despite  its  defects,  we  can  accept  the  Comprehen- 
sive Health  Planning  Council  as  a workable  body  be- 
cause of  the  experience  most  of  us  have  had  with 
voluntary  hospitals.  They  are  also  a three-layer  mix, 
composed  of  the  health  professionals,  consumer  repre- 
sentatives (the  trustees)  and  planners  (administra- 
tors). Remembering  that  our  problems  of  today  are 
the  result  of  the  planning  of  our  brainy  predeces- 
sors for  answers  to  their  problems,  we  recognize  that 
there  are  no  quick  and  easy  answers. 

To  emphasize  the  negative  aspect  of  the  Compre- 
hensive Health  Planning  Council  is  to  overlook  the 
fact  that  they  can  do  a great  deal  of  good  without 
any  large  expenditure  of  funds.  If  the  public  represen- 
tatives are  well  intentioned  and  are  perceptive,  they 
will  recognize  the  need  to  orient  themselves  in  the 
health  care  field.  In  doing  this  for  possibly  a period 
of  two  years  they  will  be  asking  questions.  The  health 
professionals,  particularly  those  on  the  councils,  will 
recognize  a responsibility  to  communicate  freely  and 
informatively  with  each  other,  the  public  represen- 
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tatives  and  the  planners  of  the  councils.  In  many  in- 
stances it  will  develop  that,  in  explaining  our  policies, 
practices  and  plans,  we  health  professionals  have  not 
always  planned  adequately.  There  are  many  areas 
in  which  the  relations  of  the  health  professionals, 
one  to  another,  have  not  been  worked  out  well.  The 
mere  process  of  explaning  these  to  the  public  repre- 
sentatives and  planners  may  well  lead  to  solutions  to 
problems.  Frequently  a clear  definition  of  a problem 
makes  the  solution  obvious. 

In  discharging  its  statutory  responsibility  for  ef- 
fective utilization  of  the  funds  of  the  16  categorical 
programs  on  a local  level,  the  council  will  begin  to 
explore  the  operations  of  conventional  public  health 
services.  The  data  for  these  studies  will  be  available 
locally,  and  this  will  provide  a valuable  exercise 
for  the  planners  in  developing  experience  for  the 
more  advanced  planning  that  we  would  hope  the 
councils  can  undertake  in  the  future.  Certainly  for 
two  years,  no  more  elaborate  “planning”  need  be 
attempted  than  can  be  done  with  a pencil  and  paper, 
slide-rule  or  desk  calculator. 

The  role  of  the  planners  will  be  to  provide  the 
councils  with  data.  How  many  people  need  a service? 
Where  do  they  live?  How  long  are  they  in  the  hospi- 
tal? What  does  it  cost?  For  too  many  years,  health 
care  problems  have  been  tackled  by  seat-of-the-pants 
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navigation.  The  Title  XIX  Agency  of  Kentucky  has 
had  to  make  decisions  on  the  level  of  medical  services 
for  the  indigent,  without  knowing  the  number  of 
indigents  within  100,000.  In  no  rural  Kentucky 
County  is  there  information  on  the  distribution  of  the 
population  by  age  group  by  income. 

Public  representatives  of  the  lively  sort,  who  are 
accustomed  to  analyzing  problems  and  to  decision- 
making can  add  immeasurably  to  the  value  of  the 
councils.  They  will  provide  not  only  a forum  for 
discussion  and  interaction,  but  they  will  stimulate  dis- 
cussion and  investigation.  Hopefully,  they  will  bring 
a fresh  perspective.  Some  of  us  who  live  daily  with 
the  problems  of  health  care  have  difficulty  in  rec- 
ognizing the  forest  from  the  trees. 

Conclusion 

KMA  sees  Comprehensive  Health  Planning  as  the 
brightest  new  development  in  the  health  care  field  in 
years.  We  are  working  to  develop  Comprehensive 
Health  Planning  Councils  that  accept  the  challenge 
and  can  function  effectively  in  the  scale  that  Congress 
has  entrusted  to  them.  After  two  or  three  years,  we 
feel  that  Congress  will  be  receptive  to  increasing  the 
scope  and  authority  of  the  Comprehensive  Health 
Planning  Councils,  and  possibly  even  be  in  a mood 
to  accept  a little  comprehensive  health  planning  for 
the  federal  establishment. 
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Neglected  Opportunity 


PHYSICIANS  and  their  families  comprise 
a highly  respected  and  vital  segment  of 
any  community  in  which  they  live.  They 
are  a part  of  every  progressive  and  forward 
looking  enterprise  and  almost  always  occupy 
positions  of  leadership  in  civic,  cultural  and 
health  affairs.  It  is  a centuries  old  tradition 
which  has  been  maintained  by  the  present 
generation  despite  much  loose  chatter  and  hul- 
labaloo to  the  contrary  and  it  will  continue 
so  as  long  as  our  high  standards  of  selection, 
education  and  discipline  are  observed. 

The  objective  of  all  intelligent  and  alert 
citizens,  especially  parents,  is  to  continually 
upgrade  and  improve  their  community  for  their 
own  enjoyment  of  life  and  for  those  who  fol- 
low. There  are  innumerable  agencies  and 
organizations  working  toward  this  end  and 
physicians  are  participants  in  all  of  them. 
Perhaps  90  per  cent  are  active  in  churches; 
they  are  a part  of  all  educational  and  cultural 
groups,  recreational  facilities,  urban  and  social 
betterment,  air  and  water  cleanliness,  and  every 
endeavor  for  more  healthful  and  abundant 
living. 

Among  these  various  agencies  none  is  more 
effective  and  comprehensive  in  its  interests 
than  the  community  Chamber  of  Commerce 
wherever  we  may  live.  Unfortunately,  this 
organization  has  often  received  less  of  our 
attention  and  support  than  is  our  fair  share. 
Of  the  2,800  members  of  the  Louisville  Area 
Chamber,  only  71  of  813  active  members  of 
the  Jefferson  County  Medical  Society  belong. 
True,  we  have  better  representation  than  other 
professions  — teachers,  attorneys,  dentists, 
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ministers — but  that  is  a lame  excuse  for  our 
poor  participation.  Many  physicians  are  mem- 
bers of  country  clubs.  True,  there  is  more 
pleasure  and  recreation  and  family  participa- 
tion at  the  club,  but  the  cost  is  proportionate- 
ly higher  and  the  community  benefits  are  im- 
measurably less  than  achieved  by  a $75  a year 
membership  in  the  Chamber. 

Armin  Willig,  in  a recent  address  to  the 
Jefferson  County  Medical  Society  on  the  busi- 
ness aspects  and  obligations  to  our  city,  em- 
phasized the  benefits  of  the  Chamber  of  Com- 
merce to  all  residents  of  the  city  and  sur- 
rounding area.  In  the  open  discussion  after- 
ward one  member  asked  the  oft  repeated  ques- 
tion, “Is  not  our  membership  fee  in  effect  a 
contribution  for  which  the  physician  can 
measure  few  tangible  benefits?”  The  answer  is, 
of  course,  “yes,”  but  is  not  our  much  larger 
amount  paid  to  church,  or  club,  or  Louisville 
Fund,  or  United  Appeal — and  even  to  our 
medical  society — a contribution  to  a cause  or 
a profession  for  which  tangible  benefits  are 
hard  to  measure? 

Many  of  the  Chambers  of  Commerce  in 
smaller  cities  in  the  state  have  far  better  physi- 
cian membership  than  we  have  in  Jefferson 
County.  The  efforts  and  accomplishments  to- 
ward better  living  have  been  and  are  more 
effective  here  than  in  almost  any  other  com- 
munity in  the  state — and  a bigger  and  better 
program  is  in  the  making.  We  would  be  wise 
to  bestir  ourselves  and  take  a larger  share  of 
our  responsibility  toward  this  organization. 

Sam  A.  Overstreet,  M.D. 
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1886=1963 

EM.  Howard,  M.D.,  Harlan,  president  of  the  Kentucky  Medical  Association 
♦ in  1942-43,  died  December  23  at  his  winter  home  in  Naples,  Florida,  at  the 
age  of  82.  A member  of  one  of  Kentucky's  pioneer  families,  Doctor  Howard 
was  born  August  5,  1886,  in  Harlan.  He  graduated  from  the  University  of  Louis- 
ville School  of  Medicine  in  1907  and  studied  surgery  in  Vienna  and  Paris.  He  was 
a fellow  of  the  American  College  of  Surgeons. 

Well  known  in  Harlan  County  for  his  50  years  of  medical  practice  and  com- 
munity service,  Doctor  Howard  was  president  of  the  Harlan  County  Medical 
Society  and  an  instrumental  force  in  the  establishment  of  the  Appalachian  Region- 
al Hospital  Association.  He  held  many  offices  in  the  Presbyterian  Church  and 
belonged  to  numerous  civic  organizations  including  the  Kiwanis  Club  of  which  he 
was  a charter  member  and  past  president. 

In  addition  to  the  service  he  rendered  to  his  local  community.  Doctor  Howard 
gained  state-wide  recognition  not  only  as  president  of  KMA  but  also  of  the  State 
Board  of  Health  for  35  years.  Although  he  rose  to  these  offices  a number  of  years 
ago,  he  consistently  served  organized  medicine  in  many  capacities  at  the  local  and 
state  levels  until  his  recent  retirement.  He  will  long  be  remembered  for  his  dedi- 
cation to  duty  and  for  his  many  contributions  to  Kentucky  medicine  through  a 
half  century  of  practice  and  service. 
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KAGP  Plans  18th  Annual  Meeting 
May  6-10  in  Louisville 

The  Kentucky  Academy  of  General  Practice  will 
hold  its  18th  Annual  Meeting  and  scientific  session 

May  6-10  at  Convention 
Center  and  the  Seelbach 
Hotel,  Louisville. 

Included  among  the 
many  prominent  guest 
speakers  will  be  Arthur 
H.  Keeney,  M.D.,  a form- 
er Louisville  ophthalmol- 
ogist now  serving  as 
ophthalmologist  - in  - chief 
at  the  Wills  Eye  Hospital. 
Philadelphia,  Pa.  Doctor 
Keeney  will  discuss 
dyslexia  and  ocular  diagnosis  in  the  general  practice 
of  medicine.  While  practicing  in  Louisville,  Doctor 
Keeney  was  active  in  KMA  committee  work  and 
served  on  the  Journal’s  Board  of  Consultants.  He  is 
now  professor  and  chairman  of  the  department  of 
ophthalmology  at  Temple  University  School  of  Medi- 
cine. 

Some  of  the  topics  to  be  discussed  during  the 
three-day  session  will  include  bleeding  disorders,  im- 
munization therapy,  coronary  artery  disease,  pulmo- 
nary embolism,  pneumonoconiosis  and  genitourinary 
malignancies.  Guest  speakers  from  throughout  the 
country  will  participate. 

The  May  6 luncheon  session  will  feature  a talk 
by  Doctor  William  Ekstrom,  vice-president  for  aca- 
demic affairs  at  the  University  of  Louisville.  On  the 
evening  of  May  8 officers  will  be  installed  and 
awards  presented  at  the  annual  banquet. 


Mr.  Handley,  Guest  of  Surgeons 
To  Speak  at  UL  Symposium 

A symposium  on  “The  Treatment  of  Early  Opera- 
ble Breast  Cancer”  at  the  University  of  Louisville 
School  of  Medicine  May  12  will  feature  as  one  of 
its  prominent  participants  Richard  Handley,  O.B.E., 
F.R.C.S.,  London,  England,  according  to  George  B. 
Sanders.  M.D.,  Louisville,  clinical  professor  of  sur- 
gery at  the  University. 

Mr.  Handley,  chief  of  breast  service  at  the  Mid- 
dlesex Hospital,  will  also  be  a featured  guest  speaker 
at  the  joint  meeting  of  the  Kentucky  Chapter,  Amer- 
ican College  of  Surgeons  and  the  Kentucky  Surgical 


Society  the  following  week.  (See  story  this  page.) 
A 1933  graduate  of  Cambridge  University,  Mr. 
Handley  is  a member  of  the  Royal  College  of  Sur- 
geons of  England  and  former  chairman  of  its  Court 
of  Examiners. 

Other  guest  speakers  on  the  program  will  include 
Edward  Lewison,  M.D.,  chief,  breast  service,  Johns 
Hopkins  Hospital;  Harvey  R.  Butcher,  M.D.,  St. 
Louis,  Mo.;  Bernard  Fisher,  M.D.,  Pittsburgh,  Pa.; 
Brian  MacMahon,  M.D.,  Harvard  Medical  School; 
and  William  Shelley,  M.D.,  Johns  Hopkins  Univer- 
sity. 

All  Kentucky  physicians  are  invited  to  attend  the 
symposium,  Doctor  Sanders  said. 


Surgeons  To  Hold  Joint  Mtg. 
May  16-17  in  Somerset 

The  Kentucky  Chapter,  American  College  of  Sur- 
geons and  the  Kentucky  Surgical  Society  will  meet 
jointly  May  17  at  the 
Holiday  Inn,  Somerset, 
according  to  Sam  Weak- 
ley, M.D..  Louisville,  and 
John  Sprague.  M.D..  Lex- 
ington, respective  secre- 
tary-treasurers of  the  two 
organizations. 

Richard  Handley, 

O.B.E.,  F.R.C.S.,  senior 
surgeon  at  the  Middlesex 
Hospital,  London,  Eng- 
land, guest  speaker  for  Mr.  Handley 

the  session,  will  discuss  “Further  Aspects  of  Breast 
Carcinoma.”  This  talk  will  be  a continuation  of  Mr. 
Handley’s  discussion  of  this  topic  during  the  Univer- 
sity of  Louisville’s  symposium  May  12  on  “The  Treat- 
ment of  Early  Operable  Breast  Cancer.”  (See  story 
this  page.) 

On  May  16,  preceding  the  joint  session,  the  Ken- 
tucky Surgical  Society  will  have  as  its  guest  speaker 
Max  P.  Rogers,  M.D.,  Washington,  D.C.,  chief  sur- 
geon for  the  Southern  Railway.  Doctor  Rogers  will 
discuss  “Liability  and  Insurance  and  Surgery  Today.” 
Members  of  the  Society  will  also  participate  in  the 
program. 

Other  speakers  and  their  topics  scheduled  for  the 
May  17  joint  session  will  include  ‘Tracheal, 
Bronchial,  and  Esophageal  Foreign  Body  Extraction,” 
Edwin  Nighbert,  M.D.,  and  J.  Kent  Trinkle,  M.D., 
Lexington;  “Surgical  Problems  in  Coronary  Care,” 
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C.  H.  Nicholson,  M.D  , Lexington;  “Injuries  of  the 
Inferior  Vena  Cava  in  the  Diaphragm,”  W.  Burford 
Davis,  M.D.  and  William  T.  Rumage,  Jr.,  M.D., 
Louisville;  and  “Cryohypophysectomy  in  Advanced 
Carcinoma  of  the  Breast,”  Horace  Norrell,  M.D., 
Lexington. 

Doctor  Weakley  and  E.  Truman  Mays,  M.D., 
Louisville,  will  discuss  “Percutaneous  Catheterization 
of  the  Subclavian  Vein  in  Various  Clinical  Situa- 
tions,” and  William  R.  Jernigan,  M.D.,  Madisonville, 
will  speak  0:1  “Arterial  Injuries  Due  to  Blunt  Trauma 
to  the  Neck.”  A discussion  of  “Arterial  Embolectomy 
and  Thrombectomy”  will  be  presented  by  Giles 
Stephens,  M.D.,  Edward  L.  Soofield.  M.D.  and  V. 
Mathur,  M.D.,  Louisville. 

Both  groups  will  hold  business  meetings  and  elect 
officers  during  this  spring  session. 

Ky.  Chapter  Pediatricians  Plan 
11th  Annual  Spring  Meeting 

The  11th  Annual  Spring  Meeting  of  the  Kentucky 
Chapter,  American  Academy  of  Pediatrics  will  be 
May  14-15  at  the  Holiday  Inn,  Somerset,  according 
to  Robert  N.  McLeod,  Jr.,  M.D.,  Somerset,  program 
chairman. 

Highlights  of  the  meeting  will  include  a panel 
discussion  of  “Current  Thinking  in  Pediatric  Sur- 
gery”, a discussion  of  medical  planning  in  Kentucky 
by  Frank  Groschelle,  Frankfort,  director  of  area  de- 
velopment, and  presentations  of  a variety  of  topics 
in  the  pediatric  field. 

In  addition  to  Mr.  Groschelle,  guest  speakers  will 
include  Floyd  W.  Denny,  Jr.,  M.D..  Chapel  Hill, 
N.C.;  Joseph  A.  Little,  M.D.,  Nashville,  Tenn.;  and 
Hugh  B.  Lynn,  M.D.,  Rochester,  Minn.  Chapter 
members  participating  in  the  two-day  session  will  be 
William  W.  Johnson,  M.D.,  and  Bernard  J.  Schoo, 
M.D.,  Louisville;  Richard  H.  Segnitz,  M.D.  and  War- 
ren E.  Wheeler,  M.D.,  Lexington. 


Annual  Immunization  Week  Set 
May  4-10  in  Kentucky 

The  1969  Immunization  Week  in  Kentucky  will  be 
held  May  4-10,  according  to  Ralph  Lynn,  M.D.,  Elk- 
ton,  chairman  of  the  KMA  Committee  on  Communi- 
ty and  Rural  Health.  The  committee  has  completed 
its  plans  for  observance  of  the  Annual  Immunization 
Week,  which  includes  a request  for  an  official  procla- 
mation by  Governor  Louie  B.  Nunn.  Other  state 
organizations  will  also  join  KMA  in  urging  all  Ken- 
tuckians to  check  their  immunization  needs. 

Doctor  Lynn  urges  all  KMA  members  and  allied 
groups  to  take  an  active  part  in  Immunization  Week 
by  displaying  special  posters  promoting  this  annual 
drive,  and  by  checking  the  immunization  status  of 
their  patients. 

“Proper  immunization,”  he  noted,  “will  provide 
our  families  with  the  protection  needed  from  the 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE™  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 
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A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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dreaded  diseases  of  diphtheria,  polio,  tetanus,  per- 
tussis, and  smallpox.”  He  stressed  that  immuniza- 
tion must  be  a year-round  program,  and  that  not 
only  school  age  children,  but  also  younger  children 
and  adults  should  avail  themselves  of  the  vaccines 
which  afford  protection  against  these  death  dealing 
diseases. 

It  was  pointed  out  that  proper  immunization  has 
resulted  in  Kentucky’s  not  reporting  a new  case  of 
poliomyelitis  since  1963  when  a vigorous  vaccine 
campaign  was  conducted  to  rid  the  state  of  this 
killer  and  crippling  disease. 

Since  Kentucky’s  Immunization  Law  was  passed,  a 
new,  safe,  and  effective  vaccine  against  measles  has 
been  developed.  The  chairman  added  that  contrary 
to  public  opinion,  measles  can  be  a serious  disease, 
and  he  urged  that  parents  also  get  their  children 
properly  immunized  against  it. 


Board  of  Health  Names  Chm. 

Sam  A.  Overstreet,  M.D.,  Louisville,  was  named 
chairman  of  the  Kentucky  State  Board  of  Health  at  a 
February  13  meeting.  He  is  currently  serving  in  the 
third  year  of  his  second  term  which  expires  Decem- 
ber 31,  1970.  A former  president  of  the  Kentucky 
Medical  Association,  Doctor  Overstreet  has  served 
on  the  Journal  editorial  staff  for  a number  of  years. 
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Kentucky  TB  Organizations  Plan 
Meetings  April  23  and  24 

A Respiratory  Disease  Conference  for  Health  Pro- 
fessionals will  begin  at  10  a.m.  April  23  in  the 
Grand  Ballroom  of  the  Seelbach  Hotel,  Louisville,  in 
conjunction  with  the  annual  meeting  of  the  Kentucky 
Hospital  Association.  The  spring  scientific  session  of 
the  Kentucky  Thoracic  Society  and  annual  meeting 
of  the  Kentucky  TB  and  Respiratory  Disease  Associ- 
ation have  been  planned  the  following  day  at  the 
Mid-Town  Holiday  Inn,  Louisville. 

Speakers  on  the  Conference  program  will  include 
D.  Boyd  Bigelow.  M.D.,  assistant  director  of  medical 
services  for  the  Denver,  Col.  General  Hospital;  Miss 
Janet  Kerkman,  R.N.,  Colorado  General  Hospital; 
William  H.  Anderson,  M.D.,  Louisville;  and  Miss 
Alice  Longman,  R.N.,  a member  of  the  Nursing  Ad- 
visory Service. 

The  April  24  meeting  program  will  include  a dis- 
cussion of  air  pollution  by  John  T.  Middletown, 
Commissioner  of  the  National  Air  Pollution  Control 
Administration,  a talk  on  “Why  A National  Lung 
Institute?”  by  Congressman  Tim  Lee  Carter,  M.D., 
and  presentation  of  a variety  of  medical  topics  by 
Associ  ation  members. 

Kentucky  Hospital  Association 
To  Meet  April  21-24 

The  40th  Annual  Convention  of  the  Kentucky 
Hospital  Association  has  been  planned  April  21-24 
at  the  Kentucky  Hotel,  Louisville.  The  four-day 
meeting  will  include  educational  sessions,  the  Presi- 
dent’s Luncheon  and  annual  banquet,  exhibits  and 
meetings  of  allied  groups. 

The  Wednesday  session  on  Joint  Commission 
Changes  will  have  as  panelists  Edwin  L.  Crosby, 
M.D.,  director  and  executive  vice  president  of  the 
American  Hospital  Association,  and  George  Fahlund, 
M.D.,  associate  director  of  the  Joint  Commission  on 
Accreditation  of  Hospitals.  They  will  discuss  the 
new  standards  now  being  formulated  for  accredita- 
tion. 

The  Honorable  Louie  B.  Nunn,  Governor  of  Ken- 
tucky, will  discuss  state  health  care  matters  at  the 
annual  banquet  and  Ralph  Nader,  author  of  “Unsafe 
at  Any  Speed”,  will  speak  at  the  President’s  Lunch- 
eon. 

Medical  Assistants  To  Meet 
At  Elizabethtown  in  May 

The  Seventh  Annual  Convention  of  the  Kentucky 
State  Association  of  Medical  Assistants,  which  will 
include  talks  by  a number  of  physicians,  has  been 
scheduled  for  May  16-18  at  the  Holiday  Inn,  Eliza- 
bethtown. 

Henry  B.  Asman,  M.D.,  Louisville,  KMA  presi- 
dent, will  speak  at  the  banquet  on  the  evening  of 
May  17.  Speakers  and  their  topics  for  the  educa- 


tional program  Saturday  will  be  “Medical  Assistant: 
Physician:  Patient  Public  Relations,”  Fred  C.  Rainey, 
M.D.,  Elizabethtown;  “Endocrinology,”  Beverly  T. 
Towery,  M.D.,  Louisville;  and  “Mentally  Retarded 
Children,”  Mrs.  Amy  Zehm,  Elizabethtown. 

Sunday’s  program  will  feature  a discussion  of  “Ed- 
ucation through  AAMA”  by  Mrs.  Elvira  Fischer, 
Chicago,  111.,  past  president  of  the  American  As- 
sociation of  Medical  Assistants.  Other  program  par- 
ticipants will  be  M.  A.  Greenwell,  M.D.,  Elizabeth- 
town; M.  A.  Douglas,  M.D..  Magnolia;  Carson  Crab- 
tree, M.D.  and  Norman  Cohen,  M.D.,  Louisville. 

Physicians  are  urged  to  promote  attendance  of 
their  assistants  at  this  exciting  and  informative  ses- 
sion. 

Psychiatrists  To  Meet  April  24 

The  theme  of  the  spring  meeting  of  the  Kentucky 
Psychiatric  Association  April  24  at  the  Imperial 
House,  Lexington,  will  be  “Community  Psychiatry — 
A Report  from  Three  Community  Health  Centers”, 
according  to  Robert  Lehman,  M.D.,  Louisville,  presi- 
dent. 

Arthur  Kasey,  M.D.,  Louisville,  will  serve  as  mod- 
erator for  the  program.  Participants  will  be  Alan 
Johnson,  M.D.,  Madisonville;  John  Uzmann,  M.D., 
Glasgow;  John  Parks,  M.D.,  and  Aaron  Mason,  M.D., 
Lexington.  Robert  W.  Rasor,  M.D.,  Lexington,  will  be 
installed  as  president  during  the  meeting. 

HEW  Chiropractic  Report  Summary 
Printed  for  Information 

In  a recent  news  release  from  the  American  Medi- 
cal Association,  the  conclusions  of  the  “Independent 
Practitioners  Study”  of  chiropractic,  conducted  by 
the  Department  of  Health,  Education  and  Welfare 
by  Congressional  request,  were  summarized.  The  con- 
clusions are  reprinted  here,  as  reported  by  the  AMA, 
for  the  information  of  Journal  readers. 

“1.  There  is  a body  of  basic  scientific  knowledge 
related  to  health,  disease,  and  health  care. 
Chiropractic  practitioners  ignore  or  take  ex- 
ception to  much  of  this  knowledge  despite  the 
fact  that  they  have  not  undertaken  adequate 
scientific  research. 

“2.  There  is  no  valid  evidence  that  subluxation,  if 
it  exists,  is  a significant  factor  in  disease 
processes.  Therefore,  the  broad  application 
to  health  care  of  a diagnostic  procedure  such 
as  spinal  analysis  and  a treatment  procedure 
such  as  spinal  adjustment  is  not  justified. 

“3.  The  inadequacies  of  chiropractic  education, 
coupled  with  a theory  that  de-emphasizes 
proven  causative  factors  in  disease  processes, 
proven  methods  of  treatment,  and  differential 
diagnosis,  make  it  unlikely  that  a chiropractor 
can  make  an  adequate  diagnosis  and  know  the 

( Continued  on  page  301) 
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Capsules:  150  mg;  Tablets:  film  coatei 
mg,  150  mg  and  75  mg  of  demethylchlo 
cycline  HCI. 


DECLOMYCIN 

DEM  ETI FYLCH  LORTETR  ACYCLI NE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


[n  the  complex  picture 
)f  moderate  to  severe  anxiety... 


ong  recognized  for  its  usefulness  in  the 
•eatment  of  moderate  to  severe  anxiety, 
lellaril  is  now  also  known  to  be  effective 
gainst  mixed  anxiety-depression. 

)ften  the  symptoms  of  anxiety  states  are 
ifficult  to  sort  out— even  with  the  most  careful 
robing.  The  patient  may  manifest  symptoms  of 
gitation,  restlessness,  insomnia,  somatic 
omplaints.  But  what  of  the  depression  that  may 
e mixed  in  the  total  picture?  It  is  reassuring 
> know  that  Mellaril  may  be  prescribed— with 
:rong  possibilities  of  success— when  there  is 
axiety  alone  or  a mixture  of  anxiety 
ad  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 

Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System— 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 

While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril* 

(Thioridazine  HC1) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 

A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68170 


here  is  a [new]  reason 
or  prescribing  Mellaril 

r ° (Thioridazine  HCl) 

effectiveness  in 

nixed  anxiety- depression 


"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 
alike,  either. 


(Continued  from  page  296) 
appropriate  treatment,  and  subsequently  pro- 
vide the  indicated  treatment  or  refer  the  pa- 
tient. Lack  of  these  capabilities  in  independent 
practitioners  is  undesirable  because:  appropriate 
treatment  could  be  delayed  or  prevented  en- 
tirely; appropriate  treatment  might  be  inter- 
rupted or  stopped  completely;  the  treatment 
offered  could  be  contraindicated;  all  treatments 
have  some  risk  involved  with  their  adminis- 
tration, and  inappropriate  treatment  exposes 
the  patient  to  this  risk  unnecessarily.” 

The  specific  HEW  recommendation  stated: 

“Chiropractic  theory  and  practice  are  not  based 
upon  the  body  of  basic  knowledge  related  to 
health,  disease,  and  health  care  that  has  been 
widely  accepted  by  the  scientific  community. 
Moreover,  irrespective  of  its  theory,  the  scope  and 
quality  of  chiropractic  education  do  not  prepare 
the  practitioner  to  make  an  adequate  diagnosis 
and  provide  appropriate  treatment.  Therefore,  it  is 
recommended  that  chiropractic  service  not  be  cov- 
ered in  the  Medicare  program.” 


3fn  jftlemoriam 


WILLIS  B.  BLUE,  M.D. 

Henderson 

1921-1969 

Willis  B.  Blue,  M.D.,  47,  a Henderson  practitioner 
for  15  years,  died  February  10  in  an  automobile 
crash.  A 1951  graduate  of  Duke  University  School 
of  Medicine,  Doctor  Blue  served  in  the  U.S.  Navy 
during  World  War  II  and  was  a member  of  the 
Navy  Reserve.  He  was  a member  of  the  American 
Academy  of  General  Practice  and  the  Industrial 
Medical  Association. 


W.  M.  BROWN,  M.D. 

Corbin 

1904-1969 

W.  M.  Brown,  M.D.,  65,  a proctologist,  died  Feb- 
ruary 26  at  the  Southeastern  Kentucky  Baptist  Hos- 
pital. Death  was  attributed  to  a heart  attack.  A 1931 
graduate  of  the  University  of  Louisville  School  of 
Medicine,  Doctor  Brown  served  in  the  U.S.  Navy 
from  1941  to  1946  when  he  was  discharged  as  a 
commander.  He  was  on  the  Board  of  Trustees  of 
Cumberland  College,  Williamsburg. 

MAURICE  DAVIS,  M.D. 

Frankfort 

1880-1969 

Maurice  Davis,  M.D.,  88,  a retired  physician  who 
had  practiced  in  Lexington  for  40  years,  died  March 
2 at  the  King’s  Daughters  Hospital.  He  served  as 
director  of  the  Franklin  Health  Board  for  17  years 


until  his  retirement  in  January.  He  was  a 1903 
graduate  of  the  University  of  Louisville  School  of 
Medicine. 


BENJAMIN  F.  SHIELDS,  M.D. 
Shelbyville 
1881-1969 

Benjamin  F.  Shields,  M.D.,  88,  who  practiced  in 
Shelby  and  Spencer  counties  for  more  than  50  years, 
died  March  1 I at  King’s  Daughters  Hospital.  A 1905 
graduate  of  the  University  of  Louisville  School  of 
Medicine,  Doctor  Shields  was  a longtime  active 
member  of  the  Kentucky  House  of  Representatives 
where  he  served  as  speaker  in  1940.  He  retired  as  a 
legislator  in  1 958. 

GLENN  M.  SHIFLEY,  M.D. 

Paducah 

1912-1969 

Glenn  M.  Shifley,  M.D.,  56.  an  anesthesiologist, 
died  February  28  at  Western  Baptist  Hospital.  Doctor 
Shifley  was  a 1941  graduate  of  the  University  of 
Louisville  School  of  Medicine  and  a member  of  the 
National  Board  of  Anesthesiologists.  He  had  prac- 
ticed in  Paducah  for  seven  years. 
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KMA  Committee  Reports 


Hyperadrenalism 

(Continued  from  page  288) 


Committee  on  Cults 

David  B.  Stevens,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  February  12,  1969 

The  Committee  on  Cults  held  its  second  meeting 
of  the  Associational  year  on  February  12,  1969. 
Guest  at  this  meeting  was  William  J.  Brown,  Louis- 
ville, who  holds  a Ph.D.  degree  in  audiology.  Doctor 
Brown  made  an  interesting  presentation  to  the  Com- 
mittee. 

The  members  of  the  Committee  discussed  the  dis- 
tribution of  the  recent  report  to  Congress  by  the 
Secretary  of  HEW  and  the  Senior  Citizens  news- 
paper article,  both  of  which  strongly  reject  the  in- 
clusion of  chiropractic  treatment  under  Medicare. 


Committee  on  Appalachian  and  OEO  Programs 

Frank  M.  Gaines,  Jr.,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  February  20,  1969 

The  Committee  on  Appalachian  and  OEO  Pro- 
grams met  on  February  20,  1969,  with  Mary  Pauline 
Fox,  M.D.,  Hyden,  and  Russell  Hall,  M.D.,  Prestons- 
burg,  as  guests. 

Doctor  Fox  presented  an  informative  talk  on  the 
OEO  Programs  in  the  Leslie  County  area.  Doctor  Hall 
spoke  to  the  members  on  the  operation  of  the  OEO 
Program  in  the  Floyd-Martin  County  area. 


Advisory  Committee  to  Selective  Service 

Glenn  U.  Dorroh,  M.D.,  Lexington,  Chairman 
KMA  Headquarters  Office  February  26,  1969 

The  Advisory  Committee  to  Selective  Service  met 
recently  together  with  the  State  Selective  Service 
Director,  Colonel  Taylor  L.  Davidson  and  his  staff. 

At  this  time,  the  Committee  reviewed  the  1969 
draft  call  for  physicians  and  made  recommendations 
to  the  State  Headquarters  for  Selective  Service. 


Plans  and  Development  Committee 

George  A.  Sehlinger,  M.D.,  Louisville,  Chairman 
KMA  Headquarters  Office  March  6,  1969 

The  new  KMA  Plans  and  Development  Commit- 
tee held  its  first  meeting  recently  with  primary  at- 
tention given  to  organizational  efforts. 

KMA  President  Henry  B.  Asman,  M.D.,  outlined 
some  possible  Committee  activities  and  the  members 
discussed  their  duties  and  plans  for  the  future.  The 
number  of  Committee  members  was  increased  and 
April  10  was  set  as  the  next  meeting  date. 


Summary 

Hyperadrenalism  with  its  bizarre  and  subtle 
manifestations  began  to  be  recognized  and 
brought  into  clinical  prominece  soon  after  the 
turn  of  the  century.  Largely  on  an  empirical 
basis  surgical  ablation  ranging  from  excision  of 
a single  small  tumor  to  total  adrenalectomy 
evolved  over  the  ensuing  decades.  During  this 
period  an  ever  broadening  understanding  of 
the  chemical  changes  involved  in  the  genesis 
of  hyperadrenalism  of  both  cortical  and  medul- 
lary origin  has  taken  place.  In  recent  years 
temporary  control  of  several  of  these  path- 
ological states  has  been  effected  by  using 
chemical  antagonists  to  block  the  production  of 
specific  substances  being  elaborated  in  ab- 
normal amounts  or  neutralize  their  effect  on 
the  way  to  the  site  of  their  deleterious  action. 
This  trend  justifies  the  anticipation  and  hope 
that  surgical  measures  in  the  future  may  not 
be  necessary. 
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Medical  Economics  says: 

GENERAL  LEASING  S I'LAN  IS 

"The  Winning  Way” 

TO  LEASE  A CAR! 

SEE  ARTICLE,  JUNE,  1968  ISSUE, 

BY  CHARLES  WALTER,  MIDWEST  EDITOR 

fiENERAL 

LEASING 

is  grateful  for  this  tribute  to  its  “Doctor’s 
.ease  Plan.”  Thank  you.  Doctors,  for  your 
sarticipation  in  the  plan  which  is  so  formably 
ommented  on  by  Editor  Charles  Walter 
n “Medical  Economies.” 


LEASE 

Any  Make  or  Model 

NEW  1969  CAR 


t Leasing  better  than 
buying 

t No  capital  investment 

t Dependable  car  at  all 
times 

r Certain  tax  advan- 
tages 

f Call  us  for  particulars 


LEASE 

Medical  or  Surgical 

EQUIPMENT 

★ A plan  for  young  doc- 
tors 

t Medical  and  Surgical 
equipment 

★ Complete  office  fur- 
nishings 

* Enlarging  facilities 

* Call  us  for  full  details 


PHONES:  897-1641—895-2451 

Seneral  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 


Emphysema,  Chronic  Bronchitis  and  Asthma  are  re- 
lieved in  fifteen  minutes  by  the  fast-disintegrating, 
uncoated  Mudrane  tablet. 

Checkpoints: 

DILATES  THE  BRONCHI 
DRAINS  THE  MUCUS 
SEDATES  MILDLY 
SUSTAINED  ACTION 
SUPERIOR  TOLERANCE 


Each  tablet  contains: 

POTASSIUM  IODIDE  195  mg. 

AMINOPHYLLINE  130  mg. 

PHENOBARBETAL,  Caution:  may  be  habit  forming.  21  mg. 

EPHEDRINE  HC1  16  mg. 

FEDERAL  LAW  PROHIBITS  DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine-phenobarbital. 
Iodides  may  cause  nausea,  long  use  may  cause  goiter.  Discon- 
tinue if  symptoms  of  iodism  develop.  Iodide  contraindica- 
tions: tuberculosis,  pregnancy. 

DOSAGE:  One  tablet,  with  full  glass  of  water,  3 or 
4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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—The  lowest  priced  tetracycline— nystatin  combination  available— 


OPTICAL  ILLUSION? 

All  the  long,  diagonal 
lines  are  parallel,  but  the 
cross  lines  distract  the 
eye  and  make  them  ap- 
pear at  angles.  Don’t  suf- 
fer from  the  illusion  that 
all  glasses  are  properly 
crafted.  Rely  on  SOUTH- 
ERN OPTICAL  accuracy. 


Charge  accounts 
invited 


^ouhw, 

Optid 


SOUTHERN  OPTICAL  BLDG  . 640  S 4th 
(Midway  between  Broadway  t Chestnut) 
MEDICAL  ARTS  BLOG  . Eastern  Parkway 
ST  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLDG  . Floyd  t Gray 
CONTACT  LENSES.  640  S 4th 


Louisville 


Bowling  Green 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


IIP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg. 

FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


Mild  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,”  he  soon  suf- 
fers from  acute  discomfort... and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HC1)  and  the  dependable  anticholinergic 
/ antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient's  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also. 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma; prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction;  known  hypersensitivity 
to  chlordiazepoxide  HC1  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  C 
depressants.  As  with  all  CNS-acting  drugs,  c 
tion  patients  against  hazardous  occupations 
quiring  complete  mental  alertness  (e.g.,  opera 
machinery,  driving).  Though  physical  and  i 
chological  dependence  have  rarely  been  repoi 
on  recommended  doses,  use  caution  in 
ministering  Librium  (chlordiazepoxide  hy< 
chloride)  to  known  addiction-prone  individi 
or  those  who  might  increase  dosage;  withdra 
symptoms  (including  convulsions),  follow 
discontinuation  of  the  drug  and  similar  to  tf 
seen  with  barbiturates,  have  been  reported, 
of  any  drug  in  pregnancy,  lactation,  or  in  wot 
of  childbearing  age  requires  that  its  poter 
benefits  be  weighed  against  its  possible  haza 
As  with  all  anticholinergic  drugs,  an  inhibit 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  debilitali 
limit  dosage  to  smallest  effective  amount  to  A 
elude  development  of  ataxia,  oversedationB 
confusion  (not  more  than  two  capsules  per  ■ 
initially;  increase  gradually  as  needed  and  tefl 


or  here. 


).  Though  generally  not  recommended,  if 
bination  therapy  with  other  psychotropics 
is  indicated,  carefully  consider  individual 
macologic  effects,  particularly  in  use  of  po- 
rting drugs  such  as  MAO  inhibitors  and 
lothiazines.  Observe  usual  precautions  in 
ence  of  impaired  renal  or  hepatic  function, 
tdoxical  reactions  (<?.£.,  excitement,  stimula- 
and  acute  rage)  have  been  reported  in  psy- 
tric  patients.  Employ  usual  precautions  in 
tment  of  anxiety  states  with  evidence  of  im- 
iing  depression;  suicidal  tendencies  may  be 
ent  and  protective  measures  necessary.  Vari- 
effects  on  blood  coagulation  have  been 
irted  very  rarely  in  patients  receiving  the 
( ! and  oral  anticoagulants;  causal  relation- 
t has  not  been  established  clinically. 

DVERSE  REACTIONS:  No  side  effects  or 
i lifestations  not  seen  with  either  compound 
P ie  have  been  reported  with  Librax.  When 
■rdiazepoxide  hydrochloride  is  used  alone, 

0 ivsiness,  ataxia  and  confusion  may  occur, 

1 icially  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide  hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

LIBRAX* 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide  HC1  and  2.5  mg  clidinium  Br. 


ROCHE 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRAOIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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County  Society  Reports 


McCRACKEN 

The  regular  monthly  meeting  of  the  McCracken 
County  Medical  Society  was  held  February  26  at 
Boswell’s  Restaurant,  Paducah.  Paul  E.  Davis,  M.D. 
and  John  C.  Burris,  M.D.  were  accepted  into  the 
Society’s  membership. 

The  members  discussed  the  formation  of  a Peer 
Committee  to  review  complaints  of  overcharging  by 
insurance  carriers  and  appointed  the  Grievance  Com- 
mittee to  act  as  this  group. 

A scientific  discussion  of  conservative  manage- 
ment of  acute  and  chronic  renal  failure  was  presented 
by  Daniel  Leb,  M.D.,  Louisville,  associate  professor 
of  medicine  at  the  University  of  Louisville,  who 
showed  slides  illustrating  dialysis  methods. 


Class  Size  Increased  at  UK 

In  an  effort  to  increase  health  manpower  and  im- 
prove admission  opportunities  the  University  of  Ken- 
tucky College  of  Medicine  will  increase  the  size  of 
its  entering  classes  by  10  percent  in  the  fall.  The 
faculty  agreed  to  increase  the  present  figure  of  80 
to  88,  which  is  the  maximum  number  that  can  be 
accommodated  with  existing  facilities,  according  to 
William  S.  Jordan.  M.D.,  dean  of  the  College. 


Services  Catalog  Offered 

Smith  Kline  & French  Laboratories  recently  re- 
leased a new  edition  of  its  SK&F  Services  Catalog 
(69/70)  which  is  available  free  of  charge  to  phy- 
sicians. Included  in  the  booklet  are  medical  films, 
periodicals.  Speakers  Bureau  and  similar  services. 
The  catalog  may  be  obtained  from  Services  Dept. 
E-10,  Smith  Kline  & French  Laboratories,  1500 
Spring  Garden  St.,  Philadelphia.  Pa.  19101. 


AMDOC  Adds  Team  Service 

AMDOC.  an  independent  voluntary  agency  which 
places  physicians  in  critical  areas  throughout  the 
world,  has  initiated  a new  team  placement  program 
for  both  physicians  and  medical  students.  Informa- 
tion about  this  program,  entitled  Foreign  Service 
Team  Preceptorship,  may  be  obtained  from  AMDOC, 
Inc.,  27  E.  Canon  Perdido  St..  Santa  Barbara,  Calif. 
93101. 

UK  Adds  New  Graduate  Program 

Joseph  V.  Swintosky,  dean  of  the  University  of 
Kentucky  College  of  Pharmacy,  has  announced  a 
new  graduate  program  in  Pharmaceutical  Sciences 
which  will  lead  to  Master  of  Science  and  Doctor  of 
Philosophy  degrees.  Dean  Swintosky  noted  that  stu- 
dents in  the  program  will  be  provided  with  instruc- 
tion from  the  College  of  Pharmacy  and  research 
opportunities  at  the  Medical  Center. 

ACS  Director-Elect  Named 

The  American  College  of  Surgeons  has  named  as 
its  director-elect  C.  Rollins  Hanlon,  M.D..  professor 
of  surgery  and  chairman  of  the  department  at  St. 
Louis  University  School  of  Medicine,  according  to  a 
recent  press  release.  Doctor  Hanlon  will  assume  the 
directorship  soon  after  the  close  of  the  College’s 
Clinical  Congress  in  October.  He  succeeds  John  Paul 
North.  M.D..  who  is  retiring  from  the  position. 


TB 

is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE™  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 
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Of  the  more  than  100  different  types  of  cancer,  colon 
and  rectal  cancers  are  unique  for  two  compelling 
reasons: 


High 

incidence: 

Annual  new  cases  number  about 

73,000.  Deaths  now  total  46,000 

\ - 

a year. 

Civ; 

High 

Early  diagnosis  and  prompt 

v-  ' • ' 

curability 

treatment  could  save  almost  75%. 

potential: 

Survival  rate  is  now  only  44%. 

How  to  close  the  critical  gap  between  possible  and 
actual  survivals? 

The  “procto”  can  today  help  save  more  lives  from 
cancer  than  any  other  step  in  the  checkup.  Which  is 
why,  in  our  constant  emphasis  on  the  importance  of 
annual  checkups,  we  urge  the  inclusion  of  a “procto" 
...and  make  available  films  and  other  pertinent 
materials  for  the  layman  and  the  physician.  We  are 
closing  the  “communications"  gap. 

Joint  action  by  people  and  their  doctors  can  help 
close  the  “action”  gap  to  reach  a cure  rate  of  almost 
75%  for  colon  and  rectal  cancer. 


American  Cancer 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1 904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program  including  occupational  therapy,  art  therapy,  athletic 
activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-253-2761 


311 
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Photo  professionally  posed 


No  injection  after  all! 


This  penicillin  produces  high,  fast  levels— orally. 


Pen-Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 


Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 

0RALPEN*VEE@K 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


(potassium  phenoxymethyl  penicillin) 


Symbols  in  a life  of 
psychic  tension 

B.A. 

cum  laude 

v.p. 

at  thirty-two 

ECG 

and  complete 
examination  normal 

(persistent  palpitations) 


Valium® 

(diazepam) 

for  reliable  relief  of  psychic 
tension  and  associated 
somatic  and  depressive 
symptoms  (including  tension- 
induced  insomnia)... 
usually  well  tolerated . . . 
2-mg,  5-mg  or  10-mg  tablets 
t.i.d.  and  h.s. 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  con- 
comitants of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  acute 
agitation,  tremor,  delirium  tremens 
and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity 


of  grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticon- 
vulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary 
increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultane- 
ous ingestion  of  alcohol  and  other 
CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to 
habituation  and  dependence.  In  preg- 
nancy, lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 


Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation,  have 
been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advis- 
able during  long-term  therapy. 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. . .helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR '2 


BRIEF  SUMMARY/Indications:  Ambar 
" suppresses  appetite  and  helps  offset  emo- 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


EXTENTABS  tional  reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  y!J,  H'f^OBINS 
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3000  UNIT  TABLETS 
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LUTREXIN,  the  non-steroid  “uterine 
laxing  factor”  has  been  found  to  be  useful 
' many  clinicians  in  controlling  abnormal 
erine  activity. 

Literature  on  indications  and  dosage  avail- 
)le  on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  lie  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTATIN300 

DemethylchlorlelracjclineHCl  300  mg  • 1 

and  Nystatin  500,000  unils  l"w  -|  f'l 

CAPSl  LE-SH  APED  TABLETS  Lederle  U • L • UL  • 


I To  guard  susceptible  patients  against  intestinal  mondial  over- 
j jrowth  during  broad-spectrum  therapy  — the  protection  of 
iiystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
-the  broad-spectrum  therapy  that  prevents  monilial 
D^rgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
?ffective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
etracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
I'line  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines  shoj^l  be  carefully  observed. 


Precautions : Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy,! 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any  [ 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far  | 
in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired  I 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods  j 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided.  j 


LEDERLE 
A Division 


¥ 
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BORATORIES 

American  Cyanamid  Company,  Pearl  River,  New  York 


MESSAGE 
FROM  THE 
PRESIDENT 


Planning  Ahead 

AN  ADDITION  to  KMA’s  organizational  structure  has  recently  been  made  in 
the  appointment  of  the  Committee  on  Plans  and  Development  as  one  of  the 
permanent  committees  of  the  Association. 

It  is  envisioned  that  this  committee  will  contribute  mightily  to  the  continued 
growth  and  vitality  of  the  Association  in  the  years  ahead.  It  is,  perhaps,  an  out- 
growth of  the  “Hoover  Commission”  which,  in  its  report  to  the  Board  of  Trustees 
two  years  ago,  made  the  following  observation:  “Our  study  has  been  only  a 
beginning  of  what  should  be  a continuous  self-study  to  ensure  that  Kentucky 
Medicine  will  provide  the  leadership  to  its  members,  to  the  government,  and  to 
the  people  of  this  Commonwealth,  not  only  in  matters  related  to  health,  but  in  com- 
munity affairs,  in  the  development  of  the  resources  of  our  State,  and  in  any  endeav- 
or which  will  make  Kentucky  a better  place  in  which  to  live”. 

The  Committee  on  Plans  and  Development  has  representation  from  academic 
medicine,  industrial  medicine,  the  younger  physicians  in  private  practice,  and  from 
SAMA  (two  students  are  non-voting  members),  as  well  as  from  the  older  group  of 
physicians  who  are  better  acquainted  with  organized  medicine  in  Kentucky.  George 
Sehlinger,  M.D.,  Fifth  District  trustee,  is  chairman. 

You  may  be  assured  that  this  committee  will  welcome  suggestions  and  comments 
from  any  member  of  this  Association,  in  writing  or  in  person.  The  date  of  its  next 
meeting  may  be  obtained  from  the  Headquarters  Office. 
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a broad-spectrum  antibiotic  for  the  diabetic: 


threat  or 

therapy? 


Disordered  metabolism 
makes  her  prone  to 
bacterial  infection 
—and  to  moniliasis. 

When  she  needs  tetracycline, 
she  may  also  need  protection 
against  the  threat  of  fungal  over- 
growth. And  Tetrex-F  can  pro- 
vide both. 

Each  capsule  contains  250 
mg.  of  tetracycline  phosphate 
complex  tocontrol  sensitive  bac- 
terial pathogens. . .and  nystatin, 
250,000  units,  as  a precaution- 
ary measure  against  trouble- 
some vaginitis,  proctitis  or  other 
monilial  infections.  However, 
superinfection  with  other,  non- 
susceptible  organisms  may 
occur. 


Tetrex-F 

(tetracycline  phosphate 
complex-nystatin) 


PRESCRIBING  INFORMATION:  Tet-F.  5 
— 2/23/67.  For  complete  information 
consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary  tracts 
and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms,  in  patients 
with  increased  susceptibility  to  monilial 
infections. 

Contraindications:  The  drug  is  contra- 
indicated in  patients  hypersensitive  to 
its  components. 

Warnings:  Photodynamic  reactions  have 
been  produced  by  tetracyclines.  Natural 
and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin 
discomfort  occurs.  With  renal  impair- 
ment, systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period 
and  childhood). 

Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with 
bulging  fontanels.  In  gonorrheal  ther- 
apy, serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for 
3 months. 

Adverse  Reactions:  Glossitis,  stomatitis, 
nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis,  and  allergic  reac- 
tions may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d. 
Continue  for  10  days  in  Beta-hemolytic 
streptococcal  infections.  Administer  one 
hour  before  or  two  hours  after  meals. 
Supplied:  Capsules,  bottles  of  16  and 
100.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250 
mg.  tetracycline  HCI  activity  and  250,- 
000  units  of  nystatin. 

For  Oral  Suspension,  125  mg.  tetra- 
cycline and  125,000  u.  nystatin/ 5 ml., 
60  ml.  bottles.  A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


Case  15-67.  A 21  year  old  white  primigravida 
whose  last  normal  menstrual  period  had  begun 
on  July  28,  1967  presented  at  3:30  a.m.  on 
October  10,  1967,  at  the  emergency  room  with 
the  history  of  submitting  to  an  attempted  criminal 
abortion  on  the  morning  of  October  6,  1967. 
She  stated  that  on  October  9,  1967,  she  removed  a 
vaginal  pack  and  that  afternoon  at  about  3 p.m.  she 
began  having  fever  and  chills.  There  had  been  no 
bleeding  or  cramping.  The  past  medical  history  and 
family  history  were  not  remarkable.  On  examination 
on  October  10,  1967,  the  blood  pressure  was  110/70, 
temperature  103.8°.  The  lungs  were  clear,  the  heart 
was  normal,  and  the  abdomen  was  soft  but  tender  in 
both  lower  quadrants  with  normal  bowel  sounds. 
There  was  no  rebound  or  rigidity.  On  pelvic  exami- 
nation, the  uterus  was  enlarged  to  the  size  of  a six  to 
eight  weeks’  gestation.  A rubber  catheter  was  removed 
from  the  closed  cervical  os.  There  was  no  bleeding 
from  the  uterus.  The  adnexa  were  normal.  The  re- 
maining physical  examination  was  normal.  Cultures 
were  taken  from  the  cervical  os;  two  blood  cultures 
were  obtained.  Intravenous  fluids  were  begun  in  the 
emergency  room  with  the  addition  of  aqueous  peni- 
cillin and  Chloromycetin  to  the  intravenous  infusion. 
The  patient  was  transferred  to  the  ward.  The  hemo- 
globin was  10.8  grams  percent,  hematocrit  30,  and 
white  blood  count  5,000  with  99  percent  poly- 
morphonuclear leukocytes. 

On  the  ward,  at  4:50  a.m.  the  temperature  was 
103°,  pulse  110  and  blood  pressure  110/70.  The 
intravenous  fluids  with  antibiotics  were  running.  At 
7:20  a.m.  her  temperature  was  106°,  pulse  140  and 
blood  pressure  110/70.  The  patient  was  delirious 
and  quite  restless.  Iced  alcohol  sponging  was  begun 
and  a Foley  catheter  inserted.  The  rate  of  intravenous 
infusion  was  increased.  The  urine  output  was  ap- 
proximately 220-250  cc.  The  iced  alcohol  sponging 
was  continued  until  9:30  a.m.  with  the  temperature 
remaining  at  104.8°  by  rectal  telethermometer.  The 
pulse  and  blood  pressure  were  steady  as  before  and 
the  urinary  output  remained  consistently  over  100 
cc  per  hour.  A white  blood  count  drawn  at  8 a.m. 
was  reported  as  1500  cells  per  cubic  mm.  A unit  of 
whole  blood  was  administered  and  the  patient  was 
transferred  to  the  intensive  care  unit  with  a tempera- 
ture of  104°. 

There,  a subclavian  catheter  was  inserted  to  moni- 
tor the  central  venous  pressure.  At  10  a.m.  the  pulse 
was  124,  blood  pressure  110/20,  temperature  102° 
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and  central  venous  pressure  13  cm.  The  urinary 
output  remained  greater  than  100  cc;  a total  of 
500  cc  had  been  put  out  since  admission.  At  10:10 

а. m.,  the  blood  pressure  dropped  to  90  systolic;  500 
mg.  of  Solucortef  was  given,  followed  by  a second 
500  mg  20  minutes  later.  The  central  venous  pressure 
remained  steady  at  10-13  cm  and  the  blood  pressure 
rose  to  110/70;  the  pulse  was  120  and  the  tempera- 
ture, 101.2°.  At  11  a.m.  the  intravenous  fluid  ad- 
ministered totaled:  2500  cc.,  plus  500  cc  of  whole 
blood.  The  antibiotics  totaled:  aqueous  penicillin, 
30,000,000  units  and  Chloromycetin,  5 grams.  The 
urinary  output  was  good.  One  gram  of  Kanamycin 
was  administered  intramuscularly.  Blood  gases  and 
pH  were  drawn  along  with  electrolytes.  Her  vital 
signs  stabilized:  pulse  110  to  120,  blood  pressure 
110/70,  temperature  101.2°,  and  the  central  venous 
pressure  13-16  cm.  A D & C was  planned  immediate- 
ly. Between  11  a.m.  to  12  p.m.  the  urinary  output 
ceased,  suddenly  and  entirely.  Her  color  was  cyanotic 
with  poor  peripheral  capillary  filling.  The  pulse  was 
120-140,  systolic  blood  pressure  90  to  100  and  tem- 
perature 101°.  The  central  venous  pressure  had 
risen  to  21  cm.  Generalized  convulsions  began.  Lab- 
oratory reports  were  as  follows:  white  blood  count 
4,567  with  adequate  platelets,  arterial  gases  p02  12.8, 
and  chlorides  109  mEq/1. 

At  12:30  p.m.  she  was  taken  to  the  operating  room 
and  at  1 p.m.  an  endotracheal  intubation  was  per- 
formed. Under  light  general  anesthesia  bimanual 
examination  confirmed  the  size  of  the  uterus  at 
six  to  eight  weeks.  Cervical  dilatation  was  then  per- 
formed and  ring  forceps  curettage  produced  a small 
amount  of  necrotic  placental  tissue.  The  estimated 
blood  loss  was  200  cc.  The  patient  tolerated  the 
procedure  rather  poorly  and  was  taken  to  the  in- 
tensive care  unit  at  1:30  p.m.  Her  color  remained 
ashen  and  generalized  convulsions  persisted  on  an 
intermittent  basis.  Fluids  were  administered  more 
cautiously  since  the  venous  pressure  had  risen  to 
21  cm.  Solucortef  was  again  administered  and  nasal 
02  was  begun.  Antibiotics  in:  at  1:30  p.m.  Kantrex 
1 gram,  penicillin  60,000,000  units,  Chloromycetin 

б. 5  grams,  Solucortef  2 grams.  Small  doses  of  Amytal 
in  the  order  of  100  to  200  mg.  had  been  given  inter- 
mittently to  diminish  convulsions.  She  was  digitalized. 

In  the  intensive  care  unit  at  1:30  p.m.  the  pulse 
was  140,  blood  pressure  110/70,  CVP  21  and 
urinary  output  0.  Her  color  was  ashen  and  there  were 
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continual  jerking  movements  of  all  extremities. 
Electrolytes  and  CBC  determination  were  repeated. 
Blood  continued  to  ooze  from  the  needle  puncture 
sites  as  well  as  vaginally.  She  remained  unresponsive 
and  the  pupils  were  widely  dilated.  At  2:15  p.m. 
the  central  venous  pressure  was  back  to  5-6  cm., 
the  blood  pressure  was  100/70,  pulse  140  and  urinary 
output  0.  She  continued  to  be  unresponsive.  The 
intravenous  infusion  rate  was  increased  in  view  of 
the  central  venous  pressure.  Whole  blood,  500  cc,  was 
also  given.  Moderate  bleeding  continued.  Blood  was 
again  drawn  at  3 p.m.  for  blood  gas  and  pH  de- 
terminations, type  and  crossmatch  and  fibrindex. 
She  was  markedly  acidotic;  pH  7.18,  p02  81, 
pC02  30.7  (arterial),  hemoglobin  11.6,  hematocrit 
34,  white  blood  count  20,400  with  65  percent  stabs 
and  no  platelets  in  the  peripheral  smear.  The  fibrin- 
dex was  reported  as  subnormal.  Following  this  time, 
the  patient’s  condition  continued  to  deteriorate  and 
a tracheostomy  was  performed  at  4:15  p.m.  to 
facilitate  clearing  of  secretions;  she  was  connected 
to  an  air  shields  respirator.  The  pulse  was  100, 
blood  pressure  115/70,  temperature  98.4°  and  urinary 
output  0.  Solucortef  1 gram  was  given,  and  fibrinogen, 
2 grams,  was  given  at  5:45  p.m.  and  again  at  6 
p.m.,  together  with  5 grams  of  Amicar.  Her  con- 
vulsions persisted,  despite  amytal.  Her  vital  signs 
began  to  fall  and  she  expired  at  6:40  p.m.  Resusci- 
tation attempts  failed  and  she  was  taken  to  the 
morgue.  Permission  for  autopsy  was  obtained. 

The  principal  findings  were:  septic  abortion, 

tracheostomy,  congestion  and  edema  fluid  in  the 
trachea,  bilateral  hydrothorax,  1000  cc;  acute  pul- 
monary congestion  and  edema;  septic  splenitis;  hemo- 
peritoneum,  700  cc;  hemorrhagic  right  corpus  luteum 
cyst  with  tear;  hemorrhage  in  the  pelvis  of  the 
kidney;  hemorrhagic  cystitis,  cervical  laceration 
(vaginal  surface),  hemorrhage  into  adrenal  glands 
bilaterally,  post  D & C endometrium  and  uterine 
fibroid.  The  cause  of  death  was  overwhelming 
infection  with  septic  shock  following  criminal  abor- 
tion. 

Comments 

The  Committee  considered  this  a direct  obstetric 
death  with  preventable  factors  attributable  to  the 
patient  and  her  family.  Despite  the  availability  of 
highly  specialized  modern  intensive  care  facilities, 
the  patient  developed  septic  shock  following  the 
establishment  of  a virulent  infection  associated  with 
a grossly  contaminated  criminal  abortion.  Infection 
continues  to  represent  one  of  the  three  principal 
causes  of  obstetric  death  in  spite  of  modern  medical 
advances. 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 


How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,Amino- 
phylline,  195  mg  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 
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WHAT’S 
SO  WEAK 
ABOUT 
THE  WEAKER 

SEX? 


OFTEN . . . 
HER  LOWER 
G.  I.  TRACT 


Psycho-abdominal  Distress:  Frequently  Female 

Women  aged  1 5 to  45  appear  to  be  more  prone  than  men  to  bloating, 
cramping  pain  of  stress-related  intestinal  disturbances  such  as  irritable 
or  spastic  colon.1,2 

Frequently  Recurrent 

In  the  experience  of  many  physicians,  women  are  more  likely  to  re 
appear  time  after  time  with  repeated  complaints  of  lower  G.I.  distress. 

Requiring  Definitive  Therapy 

Often  needed  is  therapy  adequate  to  control  both  the  somatic  and 
the  emotional  components  of  psycho-abdominal  complaints. 

Definitive  Dual  Therapy 

'Milpath'  contains  a proven  synthetic  anticholinergic  useful  for 
relieving  hypermotility,  spasm,  and  hypersecretion  of  the  gastrointes- 
tinal tract. 

In  addition,  'Milpath’  provides  a time-tested  tranquilizer  for  mild 
but  effective  anti-anxiety  action. 

With  Flexible  Dosage 

• 'Milpath’-400  (meprobamate  400  mg.  -f  tridihexethyl  chloride  25 
mg.)  Usual  adult  dose:  I tablet  t.i.ci.  and  2 at  bedtime. 

•When  less  tranquilization  is  required:  'Milpath’-200  (meproba 
mate  200  mg.  + tridihexethyl  chloride  25  mg.) 

Wallace  Pharmaceuticals/ Cranbury,  N.J.  08512 


MILPATH 

(meprobamate  -f  tridihexethyl  chloride ) 

relaxes  smooth  muscle  and  psyche 


gently 

hiit 

firmly 


Please  see  the  following  page  for  brief  summary  of  prescribing  information. 


Gently 
but  firmly 


MILPATH 

(meprobamate 4-  tridihexethyl  chloride  ) 

Relaxes 
smooth  muscle 
and  psyche 


< 


Usual  Adult  Dosage 

One  'Milpath’-400  tablet,  three  times  a day  at  mealtimes,  and 
two  at  bedtime.  For  greater  anticholinergic  effect,  two  ’Milpath’- 
200  tablets,  three  times  a day  at  mealtimes  and  two  at  bedtime. 
Doses  of  meprobamate  above  2400  mg.  daily  not  recommended. 

Indications 

Useful  in  organic  and  functional  disorders  with  hypersecretion 
and  hypermotility  of  G.I.  tract,  especially  when  accompanied  by 
anxiety,  neurosis,  or  tension  states.  Should  be  used  as  an  adjunct 
to  all  other  therapeutic  measures. 

Contraindications 

Tridihexethyl  chloride:  Urinary  bladder-neck  obstructions,  e.g., 
prostatic  obstruction  due  to  hypertrophy;  pyloric  obstructions 
because  of  reduced  motility  and  tonus:  organic  cardiospasm 
(megaesophagus);  glaucoma;  possibly  in  stenosing  gastric  or 
duodenal  ulcers  with  significant  gastric  retention. 

Meprobamate:  Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate. 

Precautions 

Tridihexethyl  chloride:  Use  cautiously  in  elderly  males  (pos- 
sible prostatic  hypertrophy) . 

Meprobamate:  Carefully  supervise  dose  and  amounts  prescribed. 
Consider  possible  dependence  or  habituation  (reported  occasion- 
ally after  excessive  use),  particularly  in  severe  psychoneurotics, 
alcoholics,  ex-addicts.  Withdraw  gradually  (one  or  two  weeks) 
after  excessive  dosage  for  weeks  or  months  to  avoid  recurrence  of 
pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  insomnia)  or  with- 
drawal reactions  (e.g.,  vomiting,  ataxia,  tremors,  muscle  twitching; 
rarely,  epileptiform  seizures,  more  likely  in  those  with  CNS  dam- 
age or  latent  convulsive  disorders).  If  drowsiness  or  visual  dis- 
turbance occurs,  reduce  dose  and  advise  against  activity  requiring 
alertness  (driving,  machinery  operation).  Effects  of  excess  alcohol 
may  be  increased.  Grand  mal  seizures  possible  in  persons  with 
both  petit  and  grand  mal.  Prescribe  cautiously  in  small  amounts 
to  patients  with  suicidal  tendencies.  Prescribe  with  caution  to 
patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  carisoprodol. 

Side  Effects 

The  following  side  effects  of  components  may  occur  with 
’Milpath’. 

Tridihexethyl  chloride:  Severe  effects  rare  on  recommended 
dosage.  Anticholinergic  effects:  dry  mouth  (fairly  frequent  at  oral 


doses  of  100  mg.),  constipation  or  "bloated”  feeling.  Possible: 
tachycardia,  dilation  of  pupils,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  drowsiness,  urinary  hesitancy  or  re- 
tention, dizziness. 

Meprobamate:  Drowsiness,  sometimes  with  ataxia,  usually  con- 
trolled by  decreasing  dosage,  occasionally  with  aid  of  central  stimu- 
lants (e.g.,  amphetamine).  Rarely,  allergic  or  idiosyncratic 
reactions  (usually  after  one  to  four  doses);  in  mild  form:  itchy, 
urticarial  or  erythematous,  maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever,  transient  leuko- 
penia, and  one  fatal  bullous  dermatitis  (after  meprobamate  and 
prednisolone)  reported.  More  severe,  very  rare  hypersensitivity: 
fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (one  fatal),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treat  symptomatically  (e.g.,  epinephrine,  antihistamines, 
possibly  hydrocortisone)  ; stop  and  do  not  restart  the  drug.  Isolated 
agranulocytosis,  thrombocytopenic  purpura,  one  fatal  aplastic 
anemia  reported,  but  only  in  presence  of  known  toxic  drugs,  por- 
phyric  symptoms  reported  but  relationship  not  established.  Fast 
EEG  activity,  usually  after  excessive  dosage.  Impairment  of  visual 
accommodation  reported  by  one  observer.  Fixed  drug  eruption 
with  meprobamate  and  cross  reaction  to  carisoprodol  reported. 

Suicidal  attempts  may  produce  drowsiness,  lethargy,  stupor, 
ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse,  and 
death.  Excessive  dosage  has  led  rapidly  to  sleep,  then  reduction  of 
vital  signs  to  basal  levels.  Empty  stomach,  and  if  respiration  be- 
comes very  shallow  and  slow,  cautiously  give  CNS  stimulants  (e.g., 
caffeine,  pentylenetetrazol,  amphetamine)  ; also  pressor  amines  if 
indicated. 

Supplied 

In  two  strengths: 

' Milpath’ -400:  Yellow,  scored  tablets, 

'Mil path' -200:  Yellow,  coated  tablets. 

Before  prescribing,  consult  package  circular. 

References 
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Second  Edition,  Philadelphia  & London,  W.  B.  Saunders  Company, 
1964,  Vol.  II,  p.  729  et  seq. 
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Inner  Sites... 


In  Cystitis. ..Azo  Gantanof 
focuses  analgesic-antibacterial 


The  mucosa: 
specific  analgesia 
usually  within  30  minutes 


Azo  (phenazopyridine  HCI)  ef- 
fects specific  mucosal  analgesia, 
relieving  the  dysuria,  discomfort 
and  burning  which  are  virtually 
always  a part  of  acute  urinary 
tract  infections. 


Blood  and  urine: 
therapeutic  antibacterial 
levels  within  2 hours 
for  up  to  12  hours 


Gantanol  (sulfamethoxazole)  pro- 
duces prompt  and  prolonged 
therapeutic  levels,  in  both  blood 
and  urine,  with  convenient  b.i.d. 
dosage.  Clinical  response  is  usu- 
ally obtained  within  24  to  48 
hours.  The  wide  antibacterial 
spectrum  of  Gantanol  includes 
E.  coli  and  a variety  of  other 
susceptible  gram-negative  and 
gram-positive  pathogens  in  uri- 
nary tract  infections. 


Gantanol  (sulfamethoxazole)  is 
readily  diffused  into  interstitial 
fluids  to  provide  efficient  anti- 
bacterial activity  at  foci  of  infec- 
tion. This  distribution,  plus  con- 
tinuous antibacterial  levels  in 
blood  and  urine,  has  afforded 
effectiveness  in  the  majority  of 
infections  in  which  it  has  been 
used. 


Interstitial  fluids: 
ready  diffusion  of 
antibacterial 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Urinary  tract  infections  with 
associated  pain  or  discomfort  when  due 
to  susceptible  organisms;  prophylacti- 
cally  in  urologic  surgery,  catheterization 
and  instrumentation. 

Contraindicated  in  sulfonamide-sensitive 
patients,  pregnant  females  at  term,  pre- 
mature infants,  newborn  infants  during 
the  first  three  months  of  life,  glomerular 


Roche 

LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


nephritis,  severe  hepatitis,  uremia  and 
pyelonephritis  of  pregnancy  with  gastro- 
intestinal disturbances. 

Warnings:  Use  only  after  critical  appraisal 
in  patients  with  liver  damage,  renal  dam- 
age, urinary  obstruction  or  blood  dys- 
crasias.  If  toxic  or  hypersensitivity 
reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  intermittent  or  pro- 
longed therapy,  blood  counts  and  liver 
and  kidney  function  tests  should  be  per- 
formed. 

Precautions:  Observe  usual  sulfonamide 
therapy  precautions  including  mainte- 
nance of  an  adequate  fluid  intake.  Use 
with  caution  in  patients  with  histories  of 
allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  fol- 
lowed closely  since  renal  impairment 


may  cause  excessive  drug  accumulation. 
Occasional  failures  may  occur  due  to 
resistant  microorganisms.  Not  effective 
in  virus  and  rickettsial  infections. 
Adverse  Reactions:  Headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis, 
pancreatitis,  blood  dyscrasias,  neurop- 
athy, drug  fever,  skin  rash,  Stevens- 
Johnson  syndrome,  injection  of  the  con- 
junctiva and  sclera,  petechiae,  purpura, 
hematuria  or  crystalluria  may  occur,  in 
which  case  the  dosage  should  be  de- 
creased or  the  drug  withdrawn. 

Azo  Gantanof 

(Each  tablet  contains  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI.) 
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Contraindications: 

Warning: 


Precautions: 


Adverse  Reactions: 

Dosage: 

Availability: 
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Prolonged-action  tablets 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  - neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi. -Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PM L. 


‘NEOSPORIN' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


.ivui  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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ANSWERS  TO  YOUR  QUESTIONS  ABOUT  BLUE  SHIELD 


Q.  How  many  Blue  Shield  subscribers  have  coverage  for  out-of-hospital  diagnostic  services  such  as  laboratory 
and  x-ray  and  why  isn’t  this  type  of  coverage  more  widespread? 

A.  At  the  present  time,  there  are  in  excess  of  50,000  certificates  in  force  representing  over  155,000  Blue 
Shield  members  having  some  type  of  coverage  for  out-of-liospital  diagnostic  laboratory  and  x-ray  serv- 
ices. Blue  Shield  is  very  aware  of  the  need  for  this  type  of  coverage  and  our  enrollment  staff  is  constantly 
attempting  to  upgrade  coverage  and  to  include  diagnostic  outpatient  services.  Benefits  for  out-of-hospital 
x-ray  and  laboratory  up  to  a maximum  of  $100  per  contract  year  are  automatically  offered  with  Usual 
and  Customary  Blue  Shield  group  proposals.  However,  the  acceptance  of  these  benefits  is  strictly  voluntary 
with  little  assurance  that  they  will  always  be  taken. 


Q.  What  information  is  needed  to  file  for  out-of-hospital  diagnostic  services? 

A.  A Blue  Shield  Service  Report  should  be  filed  including  the  provisional  diagnosis  or  symptomatic  com- 
plaint. The  definition  for  out-of-hospital  diagnostic  laboratory  or  x-ray  service  is:  x-ray  or  laboratory  exams 
required  in  the  diagnosis  of  any  condition  of  disease  or  injury.  One  of  the  exclusions  under  this  type 
of  coverage  is  diagnostic  laboratory  or  x-ray  services  in  connection  with  routine  physical  examinations  or 
checkups.  You  can  readily  see  why  it  is  necessary  that  Blue  Shield  have  the  provisional  diagnosis  or 
symptomatic  complaint.  Also  needed  are  the  date  and  description  of  the  service  rendered  and  a break- 
down of  the  charges  for  each  service. 


Q.  What  Blue  Shield  Endorsement  covers  out-of-hospital  diagnostic  x-ray  or  laboratory  services? 

A.  At  the  present  time,  there  are  24  endorsements  providing  benefits  for  out-of-hospital  diagnostic  x-ray  and 
laboratory  examinations.  Benefits  range  from  $50  per  contract  year  to  $200  per  calendar  year.  The  most 
prevalent  such  endorsement  is  Endorsement  V A,  which  allows  a maximum  payment  of  $50  per  contract 
year  for  each  member  covered  under  that  certificate  number.  Your  Blue  Shield  Physicians’  Manual  lists 
each  such  endorsement  with  a full  explanation  of  benefits  and  limitations. 


Q.  How  do  I determine  what  Blue  Shield’s  allowance  will  be  for  an  out-of-hospital  diagnostic  x-ray  or  laboratory 
procedure? 

A.  The  Schedules  of  Indemnities  for  Endorsements  V and  V A are  included  in  the  Blue  Shield  Physicians’  Manual. 
The  indemnity  allowance  for  a specific  diagnostic  x-ray  or  laboratory  procedure  may  be  determined  by 
referring  to  this  manual.  The  remaining  indemnity  endorsements  are  special  endorsements  established 
according  to  the  specific  requests  of  group  purchasers.  Allowances  under  these  special  endorsements  may 
be  determined  through  correspondence  with  Blue  Shield.  Under  Usual  and  Customary  Blue  Shield,  al- 
lowances for  out-of-hospital  diagnostic  laboratory  and  x-ray  services  are  made  according  to  the  Usual, 
Customary  and  Reasonable  charges  for  a specific  procedure  within  a given  medical-economic  area. 
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The  Planned  Family.-  A Public  Health  Goalt 


Russell  E.  Teague,  M.D.,  M.F.H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 


w 

yy  E seek  to  assure: 

That  every  child  be  well  born. 

That  he  is  wanted, 

1'liat  he  has  the  opportunity  to  realize 
his  full  potential. 

That  he  has  the  opportunity  to  acquire 
a good  education. 

That  he  has  the  opportunity  to  receive 
all  the  medical  services  he  needs. 

And  that  he  becomes  a responsible  citizen. 

Recent  interest  and  concern  at  federal,  state 
and  local  levels  regarding  the  expanding  world 
population  have  resulted  in  new  and  signifi- 
cant developments  in  the  area  of  family  plan- 
ning. 

Family  planning  services  became  an  official 
Health  Department  activity  in  April.  1966. 
The  Family  Planning  Program  is  under  the 
direction  and  supervision  of  the  Division  of 
Maternal  and  Child  Health  of  the  Kentucky 
State  Health  Department.  Contraceptive  sup- 
plies and  consultant  services  are  purchased 
with  federal  funds  from  the  Children’s  Bureau. 

The  Health  Department  family  planning 
services  are  available  to  any  woman  who  is  un- 
able, for  any  reason,  to  obtain  such  service 
through  a private  physician,  hospital  or  clinic. 


fThis  article  was  prepared  by  Astra  U.  Kidd,  M.D., 
director,  Maternal,  Infant  and  Preschool 
Propram,  Division  of  Maternal  and  Child  Health, 
and  Jo  Anne  Sexton,  M.D.,  acting  director.  Division 
of  Maternal  and  Child  Health,  Kentucky  Department 
of  Health,  275  East  Main  Street,  Frankfort,  Ken- 
tucky 40601 


Physicians  in  private  practice  and  community 
health  and  welfare  agencies  may  refer  patients 
for  family  planning  services. 

Family  Planning  services  are  provided 
through  local  health  departments  or  agencies 
designated  by  local  health  departments.  The 
case  finding,  health  education,  clinic  services 
and  follow-up  are  provided  by  the  local  health 
department  staff  with  consultation  from  local 
physicians  in  private  practice,  the  local  health 
officer  and  the  Division  of  Maternal  and  Child 
Health. 

Before  family  planning  services  can  be 
initiated  by  a local  health  department,  with 
supplies  obtained  from  the  Division  of  Ma- 
ternal and  Child  Health,  the  program  must  be 
approved  or  endorsed  by  the  local  county 
board  of  health. 

At  the  present  time  family  planning  services 
are  provided  by  92  county  health  departments 
in  Kentucky.  About  10,000  women  have  re- 
ceived contraceptives  through  this  program. 
This  number  does  not  include  consultations 
and  instructions  in  the  rhythm  method. 

Each  participating  health  department  natu- 
rally has  its  own  problems,  its  own  rules  and 
arrangements  for  family  planning  services. 
However,  in  order  to  insure  high  quality  of 
care,  all  health  departments  are  required  to 
follow  the  standards  and  guidelines  set  up  by 
the  Division  of  Maternal  and  Child  Health. 

Clinic  services  at  the  time  of  admission  to 
the  Family  Planning  Program  must  include 
the  following  procedures:  1)  complete  medical 
and  social  history,  2)  pelvic  examination,  3) 
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breast  examination,  4)  height  and  weight,  5) 
blood  pressure,  6)  urine-albumin  and  glucose, 
7)  hemoglobin  or  hematocrit,  8)  Pap.  smear, 
9)  GC  smear  and  10)  serology. 

The  indications  and  needs  for  the  above 
procedures  are  frequently  questioned  by  non- 
medically  oriented  agencies.  The  Division  of 
Maternal  and  Child  Health  requires  these 
procedures  for  the  following  reasons:  1)  a 
large  number  of  the  health  department  family 
planning  patients  are  medically  indigent  and 
this  is  their  first  exposure  to  medical  screen- 
ing procedures  and  2)  the  Division  of  Ma- 
ternal and  Child  Health  considers  family  plan- 
ning an  integral  component  of  maternity  care. 
As  a rule,  women  within  child  bearing  age 
are  potential  maternity  cases  and  should  be 
prepared  physically,  nutritionally  and  mental- 
ly for  their  next  pregnancy.  A comprehen- 


sive Family  Planning  Program  provides  an  op- 
portunity to  do  this  as  much  as  possible. 

According  to  the  most  recent  statistical  in- 
formation available,  Kentucky  has  a total  pop- 
ulation of  3,195,500.  Of  this  number  626,300 
are  women  within  child  bearing  age.  Family 
Planning  Services  should  be  available  to  all 
women  who  need  or  request  this  service. 

The  Kentucky  State  Health  Department 
Family  Planning  Program  has  been  very  lim- 
ited due  to  lack  of  money  and  manpower. 
Since  federal  money  is  now  being  channeled 
into  special  projects  such  as  Model  Cities  Pro- 
grams, there  will  be  no  increase  in  funds  for 
expansion  of  family  planning  services  in  the 
near  future.  Aid  to  Family  Planning  Programs 
must  come  from  local  resources — businesses, 
county  agencies,  clubs  and  individuals.  Family 
Planning  is  a community  problem  and  a com- 
munity responsibility. 


Mark  Your  Calendar 

1969 

KMA  ANNUAL  MEETING 

September  23-25 
Convention  Center 
Louisville 
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high  under 
the  cuff. 


he  forgets  he  has  hypertension,  gets  hot 
under  the  collar. . .high  under  the  cuff. 

For  such 

patients,  consider 


Regrotori 

chlorthalidone  50  mg. 
reserpinell.S.P.  0.25  mg. 


To  lower  blood  pressure 

and  allay  anxiety  in  hypertension. 

For  brief  summary  of  prescribing  infor- 
mation, see  next  page. 


Regroton'  Geigy 


chlorthalidone  50  mg. 
reserpinell.S.P.  0.25  mg. 

the  once-a-day  tablet  for  anxious  hypertensives 

Regroton  is  a combination  of  two  basic 
antihypertensives  designed  to  lower  blood 
pressure  and  allay  anxiety  in  hypertension. 

With  Regroton  he  can  keep  his  shirt  on 
and  you  can  keep  his  blood  pressure  down. 

Before  prescribing,  please  review  carefully 
the  indications,  contraindications, 
warning,  precautions,  adverse  reactions 
and  dosage  information  below. 


Regroton® 

Each  tablet  contains: 
chlorthalidone  50  mg. 
reserpine  U.S.P.  0.25  mg. 


reserpine-treated  mothers. 
Precautions:  Antihypertensive 
therapy  with  this  drug  should  al- 
ways be  initiated  cautiously  in 
postsympathectomy  patients  and 
in  patients  receiving  ganglionic 
blocking  agents,  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypoten- 
sion during  surgery,  discontinue 
therapy  with  this  agent  two  weeks 
prior  to  elective  surgical  proce- 
dures. In  emergency  surgery,  use, 
if  needed,  anticholinergic  or 
adrenergic  drugs  or  other  sup- 
portive measures  as  indicated. 
Because  of  the  possibility  of  pro- 
gression of  renal  damage,  periodic 
kidney  function  tests  are  indicated. 
Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Hepatic  coma  may  be  precipitated. 
Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may 
occur.  If  potassium  depletion 
should  occur  during  therapy,  the 
drug  should  be  discontinued  and 
potassium  supplements  given, 
provided  the  patient  does  not 
have  marked  oliguria. 

Take  particular  care  in  cirrhosis 
or  severe  ischemic  heart  disease 
and  in  patients  receiving  corti- 
costeroids, ACTH,  or  digitalis. 
Severe  salt  restriction  is  not 
recommended.  Use  cautiously  in 
patients  with  ulcerative  colitis  or 
gallstones  (biliary  colic  may  be 
precipitated).  Bronchial  asthma 
may  occur  in  susceptible  patients. 
Adverse  Reactions:  The  drug  is 
generally  well  tolerated.  The  most 
frequent  side  effects  are  nausea, 
gastric  irritation,  vomiting,  diar- 
rhea, constipation,  muscle  cramps, 
headache,  dizziness  and  acute 


gout.  Other  potential  side  effects 
include  angina  pectoris,  anxiety, 
depression,  bradycardia  and 
ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis), 
drowsiness,  dull  sensorium,  hyper- 
glycemia and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness, 
transient  myopia,  impotence  or 
dysuria,  orthostatic  hypotension 
which  may  be  potentiated  when 
chlorthalidone  is  combined  with 
alcohol,  barbiturates  or  narcotics, 
leukopenia,  aplastic  anemia,  skin 
rashes,  thrombocytopenia,  agranu- 
locytosis, nasal  stuffiness,  in- 
creased gastric  secretions, 
nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis, 
optic  atrophy  and  glaucoma,  and 
pruritus.  Eruptions  and/or  flushing 
of  the  skin,  a reversible  paralysis 
agitans-like  syndrome,  blurred 
vision,  conjunctival  injection, 
increased  susceptibility  to  colds, 
dyspnea,  weight  gain,  decreased 
libido,  dryness  of  the  mouth, 
deafness,  anorexia,  and  pan- 
creatitis when  epigastric  pain  or 
unexplained  G.l.  symptoms 
develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia, 
paresthesia,  photosensitization 
and  necrotizing  angiitis  are 
possible. 

Average  Dosage:  One  tablet  daily 
with  breakfast. 

Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000. 
(B)46-600-C 

For  details,  please  see  complete 
prescribing  information. 


Indications:  Hypertension. 
Contraindications:  History  of  men- 
tal depression,  hypersensitivity, 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration 
of  enteric-coated  potassium  sup- 
plements, which  should  be  used 
only  when  adequate  dietary  sup- 
plementation is  not  practical,  the 
possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions 
has  frequently  been  required  and 
deaths  have  occurred.  Discontinue 
coated  potassium-containing  for- 
mulations immediately  if  abdom- 
inal pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleed- 
ing occur.  Discontinue  one  week 
before  electroshock  therapy,  and 
if  depression  or  peptic  ulcer 
occurs. 

Use  in  pregnancy:  Because  chlor- 
thalidone may  cross  the  placental 
barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in 
breast  milk,  this  drug  should  be 
used  with  care  in  pregnant  pa- 
tients and  nursing  mothers.  When 
used  in  women  of  childbearing 
age,  the  potential  benefits  of  the 
drug  should  be  weighed  against 
the  possible  hazards  to  the  fetus. 
Use  of  chlorthalidone  may  result  in 
fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other 
adverse  reactions  which  have  oc- 
curred in  the  adult.  Increased 
respiratory  secretions,  nasal  con- 
gestion, cyanosis  and  anorexia 
may  occur  in  infants  born  to 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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Medical  Economics  savs: 

GENERAL  LEASING  S PLAN  IS 

"The  Winning  Waf 

TO  LEASE  A CAR! 

SEE  ARTICLE,  JUNE,  1968  ISSUE, 

BY  CHARLES  WALTER,  MIDWEST  EDITOR 


GENERAL 

LEASING 

is  grateful  for  this  tribute  to  its  “Doctor’s 
Lease  Plan.”  Thank  you.  Doctors,  for  your 
participation  in  the  plan  which  is  so  formably 
commented  on  by  Editor  Charles  Walter 
in  “Medical  Economies.” 


LEASE 

Any  Make  or  Model 

NEW  1969  CAR 

LEASE 

Medical  or  Surgical 

EQUIPMENT 

A Leasing  better  than 

★ A plan  for  young  doc- 

buying 

tors 

* No  capital  investment 

★ Medical  and  Surgical 

★ Dependable  car  at  all 

equipment 

times 

★ Complete  office  fur- 

A Certain  tax  advan- 

nishings 

tages 

* Enlarging  facilities 

* Call  us  for  particulars 

* Call  us  for  full  details 

PHONES:  897-1641-895-2451 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 


Sedation  without  peaks  and  valleys 

REMOVES  THE  MENTAL  BLUR 
THAT  CLOUDS  VISION 

CONSTRUCTIVE  THERAPY— Solfoton  in  any  form 
taken  at  6 hour  intervals  maintains  sedation  at  the 
threshold  of  calmness,  sustaining  a mental  climate 
for  purposeful  living. 

Each  tablet  or  capsule  contains: 

PHENOBARBITAL  (Warning:  may  be  habit  forming)  ...16  mg. 
BENSULFOID®  (See  P.D.R.)  65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

Literature  and  clinical  supply 
available  to  physicians. 

FEDERAL  LAW  PROHIBITS  DISPENSING  WITHOUT  PRESCRIPTION 

AVAILABLE 

SOLFOTON  (yellow,  uncoated  tablets  "P”) 

100s,  500s,  5000s 

SOLFOTON  CAPSULES  (yellow  and  brown) 

100s,  500s,  1000s 

SOLFOTON  S/C  (sugar-coated,  beige  tablets) 

100s,  500S,  4000s 
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Continuing  Educational  Opportunities 

From  The 


KMA  Postgraduate  Medical  Education  Office 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  fall  and  winter  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Janet  Avenue,  Louisville,  Ky.  40205. 


29  Fourteenth  KMA  Trustee  District  Meeting, 

Pikeville 

JUNE 

4 Ninth  KMA  Trustee  District  Meeting,  Paris 

10  Second  KMA  Trustee  District  Meeting, 
Owensboro 

1 1 Twelfth  KMA  Trustee  District  Meeting, 
Somerset 

23  St.  Joseph  Infirmary  Cancer  Symposium, 
Lourdes  Hall,  Louisville 

JULY 

16-17  KAGP  Sen  inar,  Jenny  Wiley  State  Park, 
Prestonsburg 

AUGUST 

24  KAGP  Bluegrass  Seminar,  Lexington 


IN  KENTUCKY 

MAY 

14-15  Kentucky  Chapter,  American  Academy  of 
Pediatrics  Annual  Spring  Meeting,  Holiday 
Inn,  Somerset 

15  Eleventh  KMA  Trustee  District  Meeting, 

Madison  Country  Club,  Richmond 

16-17  Kentucky  Chapter,  American  College  of  Sur- 
geons and  Kentucky  Surgical  Society  Joint 
Meeting,  Holiday  Inn,  Somerset 

16-18  Kentucky  State  Association  of  Medical  As- 
sistants Seventh  Annual  Convention,  Holiday 
Inn,  Elizabethtown 

22  Third  KMA  Trustee  District  Meeting,  Prince- 
ton Country  Club,  Princeton 

28  Thirteenth  KMA  Trustee  District  Meeting, 

Ashland 

28-29  Continuing  Education  Course  “Perinatal  Sym- 
posium,” University  of  Kentucky  College  of 
Medicine,  Lexington 


IN  SURROUNDING  STATES 

MAY 

14-16  National  Society  for  the  Prevention  of  Blind- 
ness, Inc.,  Annual  Conference,  Pfister  Hotel, 
Milwaukee,  Wisconsin 

21-23  Mid-South  Medical  Association,  Holiday-Inn 
Rivermont,  Memphis,  Tennessee 


JULY 

13- 17  American  Medical  Association,  118th  Annual 

Convention,  New  York,  N.Y. 

14- 18  Simulation  of  Biological  Systems  Seminar, 

Los  Angeles  Analysis  and  Computation 
Center,  Los  Angeles,  Calif. 

AUGUST 

10-15  American  Congress  of  Rehabilitation  Medicine 
Annual  Session,  Palmer  House,  Chicago,  III. 
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an  antacid  formulated  especially 
! for  the  constipation-prone  patient 

• Gelusil-M  has  been  formulated  to  help 
avoid  constipation  in  these  patients: 
hospitalized/ bedridden/  debilitated /seden- 
tary/ pregnant/ elderly/ on  a bland  diet/ 
on  anticholinergic-antispasmodic  drugs/ 
when  straining  at  stool  should  be  avoided. 

• Magnesium  content  helps  maintain  intes- 
tinal fluid  volume  and  motility. 

• Some  patients  may  develop  loose  stools 
while  taking  Gelusil-M.  This  condition  is 


icing 

ostive 

^ ill  'Avoids  constipation. 

cid 


introducing  new 

GELUSIIIM* 


each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Warner-ChilcoM) 

200  mg.  magnesium  hydroxide 

»U,S  Potent  No  3,326,755 


t Avoid*  constipation. 


a consistent  buffering 
anticostivet  antacid 


usually  dose-related,  and  usually  responds 
to  dose  reduction. 


See  next  page  for  prescribing  information  ^ 


GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patien 


Gelusif-M  Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored)—light  green  bottles  of  12  fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusir  Tablets 

a universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquic 

when  constipation  is  not  a problem 

Pleasant  mint  flavor... ideal  for  hospi 
tal  or  home.  Available  in  12  fl.  oz.  an< 
6 fl.  oz.  bottles  and  a special  hospitc 
pack.  An  antacid  which  contains  adsor 
bent  and  demulcent  agents  in  each 
ml.  teaspoonful:  0.25  Gm.  aluminun 
hydroxide  (Warner-Chilcott),  0.5  Gm 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)- 
or  more  — between  meals  and  at  bed 
time,  or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


Application 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT  SECTION 


1969  Annual  Meeting 

Convention  Center 


Kentucky  Medical  Association 

Louisville,  Kentucky  September  23,  24,  25 


Fill  Out  and  Mail  to: 

T.  R.  MARSHALL,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Janet  Avenue 
Louisville,  Kentucky  40205 

Applications  for  space  should  be  received 
before  July  1,  1969 

Dimensions  and  structure  of  KMA  Scientific 
booth  are  shown  in  accompanying  illustration 

1.  Title  of  Exhibit:  
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Regional  Enteritis  and  Chronic  Ulcerative  Colitis t 

Coleman  C.  Johnston,  M.D.,  F.A.C.S.* * 

Lexington.  Kentucky 


A discussion  of  the  similarities  and  dif- 
ferences of  regional  enteritis  and  ulcera- 
tive colitis , their  differential  diagnoses 
and  treatments,  and  a review  of  the  inci- 
dence of  these  diseases  in  similar  north- 
ern and  southern  hospitals  is  presented. 

THE  clinical  panorama  of  inflammatory 
disease  of  the  large  and  small  bowel 
presents  a vast  and  confusing  pic- 
ture to  the  physician  whose  lot  it  is  to  fall 
heir  to  the  treatment  of  these  unfortunate  peo- 
ple. 

Chronic  nonspecific  ulcerative  colitis  and 
regional  enteritis  head  the  list;  however,  amoe- 
bic and  bacillary  dysentery,  the  irritative  en- 
teritides,  tuberculosis,  actinomycosis,  and  a 
multitude  of  tropical  and  deficiency  diseases 
must  all  be  included.  The  symptomatology  of 
lymphopathia  venerea,  diverticulitis,  the  lym- 
phomas and  carcinoma  may  further  confuse 
the  picture. 

Recently,  a good  deal  of  attention  has  been 
devoted  to  regional  enteritis  or  Crohn’s  disease 
and  chronic  ulcerative  colitis — their  similarity, 
their  difference,  their  differential  diagnosis, 
treatment,  and  whether  or  not  they  are  re- 

fPresented at  the  meeting  of  the  Kentucky  Chap- 
ter, American  College  of  Surgeons,  Louisville,  Ky., 
September  26,  1968 

*Associate  professor  of  surgery,  University  of  Ken- 
tucky College  of  Medicine 


lated  diseases.  In  Prague  at  a recent  meeting 
of  the  International  Congress  of  Gastroenterol- 
ogy, a symposium  on  this  subject  stimulated 
controversy  second  only  in  intensity  to  that  of 
the  Russian  invasion  of  Czechoslovakia. 
Crohn1  himself  was  there  to  defend  with  vigor 
the  two  disease  concepts. 

Though  these  diseases  are  not  frequently 
seen  in  a general  surgical  practice  in  our  area, 
we  are  called  upon  sufficiently  often  to  treat 
these  patients  to  warrant  a thorough  under- 
standing of  the  problems  that  accrue  when 
confronted  with  the  responsibility  of  surgical 
consultation. 

In  a five  year  review  (January,  1963  to 
December,  1967)  of  68,268  admissions  to  St. 
Joseph  Hospital  in  Lexington,  Kentucky,  only 
15  cases  of  regional  enteritis  or  .2/1,000  and 
47  cases  of  chronic  ulcerative  colitis  or  .7/ 
1,000  were  found.  This  surprisingly  low  figure 
suggested  a geographic  or  environmental  influ- 
ence. 

To  explore  this  possibility,  10  comparable 
hospitals  were  selected.  Five  south  central 
states’  hospitals  from  Kentucky,  Tennessee, 
Alabama,  and  North  Carolina,  and  five  east- 
ern states'  hospitals  from  Massachusetts,  New 
York,  and  Pennsylvania  were  chosen  and  their 
admissions  for  an  1 8-month  period  were  re- 
viewed. The  southern  hospitals  recorded  an 
incidence  of  regional  enteritis  of  .4/1,000  and 
chronic  ulcerative  colitis  1.1/1,000  compared 
with  the  eastern  hospitals’  regional  enteritis 
.7/1,000  and  chronic  ulcerative  colitis  1.0/ 
1,000.  In  the  colored  patients  of  the  southern 
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hospitals,  regional  enteritis  was  three  times 
more  common  than  in  the  north.  Chronic  ul- 
cerative colitis  was  three  times  more  common 
in  northern  colored  patients.  We,  therefore, 
note  very  little  difference  in  the  incidence  of 
the  disease  in  the  south  central  and  eastern 
states. 

The  St.  Joseph’s  15  patients  with  regional 
enteritis  had  21  admissions  and  13  operations, 
their  ages  ranging  from  17  to  64,  an  average 
of  36  years.  There  were  eight  female  and  seven 
male.  Those  with  chronic  ulcerative  colitis 
numbered  47  and  had  80  admissions  and  1 1 
operations.  One-third  were  male,  ranging  in 
age  from  1 1 to  75,  an  average  of  42  years. 
This  presents  an  interesting  contrast  between 
the  prolonged  morbidity  of  the  perforce  con- 
servative treatment  of  chronic  ulcerative  colitis 
and  the  more  perfunctory  treatment  of  region- 
al enteritis. 

Although  the  etiology  of  both  Crohn’s  dis- 
ease and  chronic  ulcerative  colitis  is  still  a 
matter  of  conjecture,  there  is  considerable  evi- 
dence to  support  the  concept  of  a strong  genetic 
factor.  Regional  enteritis  was  found  to  occur 
in  .7/1,000  of  the  Jewish  population  in  Balti- 
more and  10  percent  of  these  patients  had 
close  relatives  suffering  from  granulomatous 
disease  of  the  bowel.  The  common  association 
of  these  diseases  with  Polyarthritis,  eczema, 
allergic  manifestations  and  ankylosing  spon- 
dylitis would  suggest  a pathophysiological  re- 
lationship of  interest.  The  collagen  diseases 
also  share  some  of  their  characteristics  with 
chronic  ulcerative  colitis  and  regional  enteritis. 

Patterson  2et  al  note  an  erythrocyte  glucose- 
6-phosphate  dehydrogenase  deficiency,  due  to 
a group  of  related  mutations  of  enzymic  struc- 
ture, in  patients  with  granulomatous  disease 
but  not  chronic  ulcerative  colitis. 

Perlmann3  in  Stockholm  describes  two 
mechanisms  of  autoimmune  antibody  forma- 
tion against  the  colon  which  create  an  im- 
munological imbalance.  The  infectious  disease 
concept  in  chronic  ulcerative  colitis  is  again 
being  given  serious  thought  because  of  the  clin- 
ical responses  to  the  sulphones,  sulfaparadine 
and  paraminobenzoic  acid  compounds.  In 
short,  current  study  has  far  from  settled  the 
question  of  the  etiology  of  either  of  these  dis- 
eases. 

Although  the  clinical  picture  of  early  re- 


FIGURE  1:  Initially,  Crohn’s  disease  or  regional  enteritis 
was  thought  to  be  limited  to  the  terminal  ileum.  Note  10 
cm.  of  normal  ileum  included  with  the  resected  speci- 
men of  regional  enteritis  involving  the  terminal  ileum 
down  to  but  not  beyond  the  ileocecal  valve. 

gional  enteritis  and  chronic  ulcerative  colitis 
is  often  indistinguishable,  the  pathological  al- 
terations of  the  bowel  wall  are  as  clearcut 
and  distinctly  different  as  are  cystic  mastitis 
and  carcinoma  of  the  breast. 

Initially  Crohn4  observed  that,  in  this  dis- 
ease, the  colon  and  rectum  were  never  in- 
volved. Morson,  Lockhart-Mummery5  and 
others  have  noted  that  Crohn’s  disease  may 
involve  all  or  any  part  of  the  colon  and  is 
often  found  in  the  rectum  with  or  without 
small  bowel  involvement.  By  the  same  token, 
chronic  ulcerative  colitis  may  invade  the  termi- 
nal ileum.  This  is  described  as  back-wash 
ileitis.  The  co-existence  of  small  bowel  region- 
al enteritis  and  large  bowel  chronic  ulcerative 
colitis  as  well  as  the  reverse  have  been  report- 
ed. Regional  enteritis  is  found  to  involve  the 
small  intestine  85  percent  of  the  time  and  the 
colon  15  percent  while  chronic  ulcerative  coli- 
tis involves  the  colon  66  percent  of  the  time 


FIGURE  2:  This  specimen  of  regional  enteritis  illustrates 
ileocecal  involvement  with  skip  areas  of  the  disease  at 
the  splenic  flexure  and  sigmoid. 
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and  the  ileum  34  percent.  Regional  enteritis 
has  been  found  in  the  jejunum,  duodenum, 
stomach,  and  even  in  the  esophagus.  So,  there 
still  remains  a peculiar,  though  unexplained, 
interrelationship  between  these  diseases. 

In  regional  enteritis,  grossly  there  is  usually 
a discrete  surface  area  of  grey  or  reddish- 
purple  discoloration  appearing  to  involve  a 
rubber  hose-like  segment  of  bowel  with  a 
thickened  corrugated  feel  of  the  mesentery. 
Typically,  the  small  bowel  is  involved  down 
to  the  cecum.  The  diameter  of  the  lumen  is 
diminished  by  the  thickened  wall  of  the  fat 
covered  bowel.  All  coats  are  affected.  X-ray 
will  usually  reveal  the  diseased  and  deformed 
ileum.  The  bowel  is  usually  involved  in  con- 
tinuity though  in  10  percent  “skip  areas”  are 
found.  In  about  30  percent,  abscesses  or  fistu- 
lae  may  compromise  still  other  loops  of  large 
or  small  bowel,  bladder,  vagina,  rectum,  or 
even  the  abdominal  wall.  About  5 percent  be- 
come obstructed. 

Warren  and  Sommers6  point  out  that,  micro- 
scopically, the  disease  process  is  a progressive 
granulomatous  lymphangitis  gradually  scleros- 
ing the  lacteals  and  lymphatics  in  the  mucosa, 
submucosa,  muscularis,  and  serosa.  This  event- 
ually produces  what  amounts  to  an  elephantiasis 
of  the  entire  bowel  wall,  mesentery,  and  lymph 
nodes. 

Fibrous  tissue  and  giant  cell  proliferation 
with  granuloma  formation  and  progressive 
cicatrization  produces  bowel  wall  thickening 
and  mucosal  ulcerations  which  results  from 
circulatory  constriction  and  occlusion.  At  first, 
the  mucosal  ulcerations  are  longitudinal,  over- 
lying  the  mesenteric  border.  Submucosal  ab- 
scesses develop  and  burrow  to  undermine  the 
mucosa,  then  transverse  ulcerations  appear 
giving  a cobblestone  effect.  Larger  abscesses 
penetrate  the  bowel  to  produce  perforation 
or  fistula.  Since  all  coats  of  the  bowel  wall  are 
involved  in  the  granulomatous  disease  of  re- 
gional enteritis,  it  is  recognized  grossly  by  the 
surgeons  and  microscopically  the  pathologists 
with  relative  ease. 

Chronic  ulcerative  colitis,  on  the  other  hand, 
is  an  exudative  disease  primarily  involving  the 
mucosa  and  submucosa  of  the  bowel.  Grossly 
at  operation,  the  surface  of  the  colon  has  an 
inflamed  reddish  discoloration.  The  exaggerat- 
ed spasticity  of  the  colonic  musculature  elimi- 
nates the  haustrations  and  thickens  the  wall, 


FIGURE  3:  This  specimen  illustrates  the  typical  ulceration 
and  cicatrization  of  chronic  nonspecific  ulcerative  colitis. 


causes  the  lead  pipe  x-ray  appearance,  and, 
with  the  ultimate  scarring  and  contracture, 
often  shortens  the  length  of  the  colon  by  one- 
third  or  more. 

The  specific  pathology  in  chronic  ulcerative 
colitis  is  confined  mostly  to  the  mucosa  and 
the  submucosa.  Large  segments  of  or  all  of 
the  colon  are  involved  in  continuity,  at  first 
in  a superficial  diffuse  inflammation  of  the 
mucosa.  With  progress,  small  cystic  abscesses 
develop  which  rupture  into  the  submucosa  to 
burrow  and  undermine  the  mucosa. 

Healing  and  scarring  result  in  constriction 
and  eventual  occlusion  of  the  mucosal  blood 
supply  with  resultant  slough  and  extensive  ul- 
ceration. Superficial  but  extensive  ulceration 
may  completely  divide  large  areas  or  islands 
of  mucosa  that  remain  between  the  cleaned 
out  ulcer  bases.  Undermined  strips  of  mucosa 
may  be  attached  at  both  ends  or  may  form 
long  worm-like  projections.  The  pesudopolyp 
develops  from  cicatrization  about  the  base  of 
the  mucosal  islands  or  areas  of  regenerated 
mucosa.  The  muscularis  and  serosa  are  rarely 
involved  except  in  advanced  states  of  degener- 
ation, and  the  granulomatous  changes  are 
absent. 

In  the  fulminating  disease,  vascular  lesions 
resembling  periateritis  nodosa  or  thromboan- 
gitis  obliterans,  spoken  of  as  vasculitis  colitis, 
seem  to  produce  large  areas  of  ischemic 
necrosis  that  may  result  in  extensive  bowel 
wall  slough  with  massive  perforation  ac- 
counting for  about  40  percent  of  the  fatalities. 
The  most  poignant  description  of  the  gross 
pathology  in  this  unfortunate  state  was  made 
by  a surgeon  who  commented,  “like  wet  toilet 
paper,  the  whole  anterior  wall  of  the  cecum 
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FIGURE  4:  This  specimen  reveals  areas  of  denuded  and 
necrotic  mucosa  in  the  acute  toxic  dilitation  of  the  colon 
in  nonspecific  chronic  ulcerative  colitis. 


came  off  in  my  hand”.  Though  that  was  ob- 
viously not  the  time  the  internist  should  first 
admit  defeat  and  seek  surgical  consultation,  it 
still  occurs  occasionally. 

The  autopsy  findings  of  multiple  organ  in- 
volvement of  patients  dying  of  nonspecific  ul- 
cerative colitis  strongly  suggests  the  possibility 
of  a systemic  disease  with  the  focal  point  in 
the  colon. 

The  clinical  picture  of  nonspecific  ulcerative 
colitis  may  range  all  the  way  from  the  mild 
low  grade  diarrhea  of  the  chronic  disease  to 
the  fulminating  lethal  toxic  colitis  gravis  which 
may  occur  with  the  initial  attack  or  superim- 
pose itself  upon  any  one  of  many  late  recur- 
rences. Death  may  supervene  within  three  to 
five  days. 

Early,  the  symptomatology  of  chronic  ul- 
cerative colitis  may  be  indistinguishable  from 
that  of  regional  enteritis  of  either  the  small  or 
large  bowel  but,  with  time,  the  stools  become 
more  frequent  and  irritating,  containing  blood 
and  pus.  There  are  more  cramping,  colicky 
episodes  often  associated  with  severe  pain. 
Perianal  and  rectal  pain  can  be  intense  with 
severe  tenesmus  when  fissures  or  fistulae  are 
present.  As  fever,  malaise,  general  debility, 
and  depression  become  more  marked,  patients 
seem  to  deteriorate  more  readily  than  in 
Crohn's  disease.  Unexplained  remissions  may 
appear  to  last  from  weeks  to  years  only  to 
recur  with  renewed  vigor.  There  is  a strong 
emotional  overlay  in  chronic  ulcerative  colitis. 
This  element  is  far  less  evident  in  regional 
enteritis  as  is  the  intensity,  severity,  and 
rapidity  of  the  development  and  progress  of 
the  clinical  symptomatology. 


FIGURE  5:  This  specimen  illustrates  the  scarred  and  thick- 
ened granulomatous  involvement  of  the  obstructed  terminal 
ileum  with  proximal  dilitation  of  the  small  intestine  in 
regional  enteritis. 

The  clinical  picture  of  Crohn’s  usually  is 
that  of  a young  adult  complaining  of  mild  to 
moderate  lower  abdominal  discomfort,  two  to 
four  or  five  loose  or  semi-solid  stools  a day, 
usually  associated  with  mucous  and  occasion- 
ally blood  streaked.  These  patients  often  pre- 
sent several  months  to  two  years  after  the  onset 
of  their  disease.  Weight  loss,  a moderate  to 
severe  degree  of  anemia  may  be  present,  and  a 
history  of  episodes  of  fever  of  varying  intensity 
and  duration  is  usually  elicited.  This  disease 
is  persistent,  usually  mild  at  first,  though  con- 
tinuous and  progressive.  Remissions  may  oc- 
cur. With  time,  progress  and  the  ultimate 
pathological  changes  that  occur,  extensive 
areas  of  ulceration,  bowel  wall  thickening  and 
cicatrization  develop  and  progressive  obstruc- 
tive symptoms  occur.  In  place  of  the  foul  fatty 
diarrhea,  constipation  may  develop.  Cramping 
colicky  pain  appears  with  slowly  increasing  in- 
tensity. Loss  of  appetite,  mild  to  moderate 
nausea,  and  finally  vomiting  occur  as  the  ob- 
struction becomes  more  intense  or  complete. 
In  patients  who  have  involvement  of  the  colon 
with  or  without  the  small  bowel  disease,  ano- 
rectal pathology  is  often  found  in  the  form  of 
fissures,  abscesses,  or  one  or  more  indolent 
fistulae. 

At  sigmoidoscopy,  the  mucosa  may  re- 
semble the  diffuse  granular  appearance  of 
chronic  ulcerative  colitis.  It  may  be  normal 
or  diffusely  edematous  with  scattered  areas  of 
small  ulceration.  Often,  if  there  is  anorectal 
disease  with  fistula  or  ulceration  within  reach, 
biopsy  will  reveal  the  typical  pathology  of 
Crohn’s  disease  or  chronic  ulcerative  colitis 
and,  thereby,  establish  the  diagnosis. 
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In  regional  enteritis,  indolence  and  chronici- 
ty  are  the  key  factors  in  this  slowly  progressive 
disease.  Acute  or  critical  episodes  usually  oc- 
cur late  in  association  with  the  complications 
of  the  disease. 

Schwarz7  of  Vienna  observed  in  1912  that, 
on  x-ray  examination,  chronic  ulcerative  colitis 
manifests  itself  as  a small,  smooth  bowel  with 
absent  haustrations.  Since  then,  diffuse  super- 
ficial and  deep  ulcerations  are  also  noted  and 
segmental  involvement  is  occasionally  seen. 
Ultimately,  marked  shortening  of  the  colon  is 
evident. 

Marshak8  observes  that  Crohn’s  disease  of 
the  colon  is  immediately  suspect  if  ileal  altera- 
tions are  noted  on  x-ray.  Characteristic  of 
granulomatous  disease  of  the  colon  are  skip 
areas,  longitudinal  ulceration,  transverse  fis- 
sures, eccentric  involvement,  and  the  cobble- 
stone effect  from  pseudopolypoid  changes. 
Diminished  lumen  with  thickened  wall  pro- 
duces the  string  sign  and  a rigid  tube-like  ap- 
pearance of  the  bowel.  Dockerty9  and  others 
feel  that,  as  these  diseases  have  many  charac- 
teristics in  common,  the  differential  diagnosis 
at  x-ray  is  often  difficult. 

The  possible  relationship  between  chronic 
ulcerative  colitis  and  carcinoma  of  the  large 
bowel  was  first  suggested  by  Crohn10  in  1925 
and  reaffirmed  two  years  later  by  Yeomans.11 
By  1928,  Bargen12  reviewed  20  cases  at  the 
Mayo  Clinic  and  there  is  an  ever  increasing 
accumulation  of  data  to  support  this  thesis.  By 
the  same  token,  it  has  become  increasingly 
evident  that,  in  Crohn’s  disease,  carcinoma  is 
almost  never  found. 

The  incidence  of  cancer  associated  with 
chronic  ulcerative  colitis  has  been  recorded  as 
ranging  from  one  to  1 1 percent.  Iain  Mac- 
Dougall11  calculated  the  incidence  of  carci- 
noma of  the  colon  with  complete  colitis  as  30 
times,  and  carcinoma  in  the  rectum  as  65 
times  that  of  the  normal  population.  All  agree 
the  incidence  of  carcinoma  is  far  higher  in 
patients  whose  ulcerative  colitis  developed  in 
childhood.  Brown14  noted  that  carcinoma  de- 
velops on  the  average  of  10  years  earlier  in 
patients  with  chronic  ulcerative  colitis  than  in 
the  normal  population.  Kirsner17’  showed  it  is 
more  widely  distributed  throughout  the  bowel. 
In  nearly  half  of  Brown’s  series,  two  or  more 
cancers  were  present  and  almost  two-thirds  of 
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FIGURE  6:  This  diagram,  taken  from  on  article  by  Gold- 
graber  and  Kirsner,  illustrates  the  difference  in  distribution 
of  cancer  of  the  colon  in  A,  the  uninvolved  bowel,  and  B, 
the  colon  with  non-specific  chronic  ulcerative  colitis. 

these  patients  died  of  carcinoma.  Malignant 
disease  associated  with  chronic  ulcerative 
colitis,  as  pointed  out  by  Lynn10  and  others,  is 
of  a higher  grade,  grows  faster,  metastasizes 
earlier,  and  is  a more  lethal  disease  than  the 
usual  carcinoma  of  the  large  bowel.  It  develops 
on  the  average  of  about  1 7 years  after  the 
onset  of  ulcerative  colitis  but  has  been  record- 
ed from  one  to  30  years  thereafter.  Cornes17 
reported  an  incidence  of  22.4  percent  after  15 
years.  Carcinoma  has  developed  after  a 10  to 
16  year  remission.  Brooke18  reported  only  an 
18.6  percent  five  year  postoperative  survival 
in  cancer  associated  with  chronic  ulcerative 
colitis.  X-ray  studies  rarely  reveal  other  than 
far  advanced  neoplastic  disease  and,  as  the 
history  is  entirely  unreliable,  most  of  these 
carcinomas  are  not  found  until  they  are  in- 
curable. These  findings  support  the  pessimistic 
view  of  MacDougall,:!  who  observed  that  40 
percent  of  patients  with  total  ulcerative  colitis, 
if  not  resected,  will  die  of  cancer. 

There  is  much  controversy  as  to  the  origin 
cf  carcinoma  in  chronic  ulcerative  colitis.  Yeo- 
mans11 felt  that  the  pseudoadenomatous  polyp 
was  a precancerous  lesion.  Gillnas19  and  others 
agree  and  postulate  a direct  relationship  be- 
tween the  effect  of  prolonged  inflammation 
upon  the  polyp  and  malignant  degeneration. 

Others,  including  Warren  and  Sommers,20 
believe  carcinoma  arises  on  a pre-existing 
adenomatous  polyp  or  from  the  regeneration 
of  epithelial  hyperplasia. 

The  surgical  treatment  of  these  two  diseases 
is  quite  different.  The  diagnosis  of  Crohn’s 
disease  is  usually  an  indication  for  operation. 
Occasionally,  the  signs  and  symptoms  are  min- 
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imal  and  may  subside.  Medical  management 
rarely  contributes  much  to  the  ultimate  out- 
come. Operation  is  indicated  in  progressive 
disease,  obstruction,  perforation,  abscess,  or 
fistula,  hemorrhage,  and  acute  dilitation  of  the 
colon. 

Recently  (and  that  is  35  years  and  1,000 
patients  later),  Crohn21  observed  that  77  per- 
cent of  his  patients  required  operation  and  be- 
tween 30  to  50  percent  developed  a postopera- 
tive recurrence  from  three  months  to  25  years 
later.  Colcock22  reports  a 35  percent  recur- 
rence rate  and  a need  for  reoperation  in  25 
percent.  Of  this  group  25  percent  will  require 
a third  operation. 

Intractable  disease  demands  exploration 
with  a generous  resection  well  above  the 
grossly  involved  bowel.  Obstruction  requires 
adequate  preoperative  preparation  with  resec- 
tion, remembering  skip  area  involvement  may 
occur  distal  to  the  obstruction.  Abscess  drain- 
age or,  if  possible,  removal  with  surrounding 
involved  bowel  are  practical  procedures.  Fistu- 
las, internal  or  external,  single  or  multiple, 
must  be  excised  with  a generous  removal  of 
the  offending  segment  of  bowel.  Bleeding, 
minimal  prolonged  or  acute  massive,  is  best 
controlled  by  a wide  resection  of  the  involved 
segment.  The  acute  toxic  dilitation  of  the 
colon,  though  rare  in  regional  enteritis,  is  sim- 
ilar to  that  seen  in  chronic  ulcerative  colitis 
and  is  treated  in  a like  manner. 

Often,  the  acute  process  presents  the  clini- 
cal picture  of  appendicitis  with  peritonitis. 
Appendectomy  is  to  be  scrupulously  avoided 
if  only  diffuse  inflammation  is  found  involving 
the  terminal  ileum,  cecum,  and  appendix  be- 
cause of  the  high  incidence  of  fistula  following 
appendectomy  in  patients  with  regional  enteri- 
tis. Simple  closure  is  the  proper  approach  for, 
as  Crohn23  observed,  50  percent  of  these  acute 
episodes  will  subside.  Subsequent  operation 
may  be  necessary.  If  the  cecum  and  terminal 
ileum  are  not  involved  in  a proximal  process 
that  is  not  advisable  to  resect  at  the  time  of 
exploration,  an  appendectomy  is  then  justified 
to  avoid  again  the  almost  inevitable  problem 
of  differentiating  between  acute  appendicitis 
and  a recurrent  episode  of  regional  enteritis. 

In  the  young,  radical  resection,  when  pos- 
sible, is  preferable.  In  the  elderly,  a bypass 
procedure  similar  to  that  used  in  President 


Eisenhower  is  safer  and  often  quite  satisfac- 
tory. 

The  treatment  of  early  chronic  ulcerative 
colitis  is  primarily  medical  and  it  is  becoming 
increasingly  more  effective.  Surgery  is  reserved 
for  the  treatment  of  medical  failures,  compli- 
cations, and  the  eradication  of  irreversible 
pathological  changes.  It  has  been  a long  and 
uphill  struggle  from  appendicostomy  in  the 
early  1900’s  for  colonic  irrigation  to  the  single 
stage  ileostomy  and  coloprotectomy  of  to- 
day. The  struggle  has  been  against  an  inordi- 
nately high  mortality  and  morbidity  because  of 
the  faltering  uncertainty  of  the  surgeon  and 
the  inadequacy  of  the  ever  increasing  medical 
armentarium  from  the  sulfa  drugs  to  the 
steroids  in  the  hands  of  the  over  enthusiastic 
internist  who  is  reluctant  to  seek  surgical  aid. 
For  this  reason,  in  the  late  1920’s,  the  mortal- 
ity for  ileostomy  alone  was  33  percent.  In  the 
fulminating  acute  toxic  dilitation  of  the  colon, 
the  nonoperative  mortality  was  nearly  100  per- 
cent. 

Almost  every  surgical  alteration  or  modifi- 
cation one  can  think  of  has  been  tried  to 
avoid  ileostomy  and  save  the  anal  sphincter. 
Few  have  been  successful.  Sigmoid  or  trans- 
verse colostomy  for  distal  disease  usually  ends 
up  with  proximal  involvement.  Griffen,24  et  al 
presented  an  interesting  20  year  experience 
with  50  patients  treated  with  colectomy  and 
ileorectal  anastomosis  for  chronic  ulcerative 
colitis.  Fifty  percent  received  good  results. 
Two  died  of  carcinoma  arising  in  the  rectal 
stump.  Goldgraber15  reported  three  similar 
cases.  Aylett,25  Fallis,26  and  others  champion 
this  procedure  but  Goligher27  and  many  con- 
demn it  with  equal  vigor.  In  right-sided  colitis 
and  the  normal  rectosigmoid,  this  operation 
may  be  acceptable  but  more  and  more  Amer- 
ican surgeons  feel  that  ileostomy  and  colo- 
proctectomy  is  really  the  procedure  of  choice. 
Most  of  the  sphincter-saving  devices  simply 
create  an  awkwardly  placed  ileostomy  whose 
tidy  housekeeping  is  utterly  impossible. 

Falconer28  reported  toxic  dilitation  of  the 
colon  55  times  in  400  patients  with  chronic 
ulcerative  colitis.  Perforation  occurred  in  16, 
severe  hemorrhage  in  six.  Falconer  noted  that, 
in  toxic  dilitation  developing  under  medical 
management,  early  surgical  intervention  gives 
the  highest  percentage  of  survivals.  He  advo- 
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cates  total  proctocolectomy  if  the  patient  can 
tolerate  so  extensive  a procedure.  If  not,  total 
colectomy  with  subsequent  removal  of  the 
rectum  is  advisable. 

Turnbull,  at  the  1968  American  Proctologi- 
cal  Society  meeting,  commented  on  the  “less 
than  complete  colectomy  in  acute  toxic 
megacolon”.  He  described  the  “blowhole  pro- 
cedure”, a loop  ileostomy,  a right  transverse 
and  a sigmoid  “blowhole”  colotomy.  The  dis- 
tended colon  and  sigmoid  protrude  through 
small  incisions  in  the  abdominal  wall,  are 
sutured  to  the  skin,  then  opened  and  evacuat- 
ed. This  eliminates  the  danger  of  fracture  on 
removal  of  the  friable  colon  with  massive  con- 
tamination. A definitive  resection  is  carried 
out  after  adequate  rehabilitation. 

At  this  point,  it  must  be  observed  that,  with 
prolonged  or  excessive  use  of  steroids  in  the 
treatment  of  chronic  ulcerative  colitis,  there  is 
a very  high  incidence  of  postoperative  compli- 
cation. Large  doses  of  Vitamin  A are  used  to 
overcome  the  Cortisone  effect. 

Finally,  it  is  probably  safe  to  say  that 
most  surgeons  feel  that  the  only  completely 
rehabilitated  patient  with  diffuse  chronic  ul- 
cerative colitis  is  one  who  has  a properly  made 
and  functioning  ileostomy  and  no  colon,  rec- 
tum, or  anus  with  which  to  be  concerned. 

Summary 

In  conclusion  then,  it  has  been  pointed  out 
that  the  incidence  of  chronic  ulcerative  colitis 
and  regional  enteritis  in  the  south,  central,  and 
eastern  state  population  is  quite  similar  and 
that  chronic  ulcerative  colitis  is  about  three 
times  as  common  as  regional  enteritis.  This 
small  series  is  clinically  insignificant  with  re- 
gard to  treatment  but  it  does  point  out  the 
high  incidence  of  readmissions  and  low  inci- 
dence of  surgery  in  chronic  ulcerative  colitis 
as  compared  with  the  reverse  in  regional  en- 
teritis. 

The  clinical  etiologic  and  pathologic  char- 
acteristics of  chronic  ulcerative  colitis  and  re- 
gional enteritis  have  been  reviewed  and  their 
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similarities  and  differences  discussed.  It  may 
be  concluded  that,  although  these  diseases 
have  many  similarities,  they  are  two  distinct- 
ly different  and  unrelated  entities. 

A cursory  survey  of  the  vast  literature  on 
the  surgical  management  of  regional  enteritis 
and  chronic  ulcerative  colitis  has  been  dis- 
cussed and  the  operative  procedures  in  cur- 
rent favor  reviewed  with  the  thought  that 
these  comments  might  be  of  interest  to  those 
of  us  confronted  with  these  problems. 
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Primary  Inguinal  Hernia  Repair 
A Report  of  One  Hundred  Cases 


Romeo  S.  Berardi,  M.D.* 
McDowell,  Kentucky 


This  report  deals  u ith  100  consecutive 
and  unselected  cases  of  inguinal  hernia 
repair.  The  procedure  employed  hy  the 
author  has  been  previously  reported.  No 
recurrences  in  a four-year  follow-up 
program  have  been  encountered. 

INGUINAL  hernia  repair  has  drawn  the 
attention  of  many  prominent  men  in  the 
field  of  general  surgery  and  should  draw 
the  attention  of  all  general  surgeons,  since  it 
represents  one  of  the  more  common  operations 
performed  and  is  by  no  means  a closed  chapter 
in  surgery.  Although  recent  advances1-23'4'5 
have  done  much  to  better  our  understanding  of 
the  anatomy  and  physiology  of  the  groin,  no 
one  procedure  can  guarantee  successful  repair 
of  all  inguinal  hernias. 

As  is  known  to  all,  deaths  do  occur  as  a 
result  of  some  hernia  complications.  The  com- 
plexity of  the  operation  is  entirely  different  in 
the  uncomplicated  case  in  which  the  anatomical 
repair  is  of  primary  concern  as  opposed  to  the 
complicated  case  in  which  the  saving  of  a life 
may  be  at  stake.  With  few  exceptions,  per- 
haps, all  hernias  should  be  repaired  at  the 
earliest  possible  time.  The  100  cases  reported 
in  this  series  are  consecutive  and  unselected 
in  that  no  patient  was  denied  a repair. 

Probably  no  subject  in  surgery  has  as  many 
operative  procedures  and  approaches  than  the 
repair  of  inguinal  hernia.6-7'8010  The  procedure 
employed  in  the  majority  of  these  cases  takes 
no  exception.  Although  it  is  not  original,  its 
many  incorporated  features  taken  from  al- 
ready described  procedures'1010  make  it  unique. 


*Chief  of  surgery , Daniel  Boone  Clinic,  McDowell 
Regional  Hospital 


Method  of  Repair 

The  operative  technique  has  been  reported 
in  the  literature.1112  Briefly,  a complete  dis- 
section of  the  hernial  sac  high  into  the  internal 
ring  and  reduction  of  the  size  of  the  internal 
ring  are  two  basic  principles  of  the  technique.13 
Although  this  may  be  the  correct  approach  to 
the  problem  in  infants  and  young  children, 
further  fortification  is  required  in  the  adult  to 
guard  against  recurrences.  Therefore,  addition- 
al support  is  provided  to  Hesselbach’s  triangle, 
since  in  many  instances  this  has  been  weak- 
ened by  a large  indirect  hernia  and  may  be- 
come a potentially  weaker  area  later  in  life, 
resulting  in  a direct  hernia.  This  is  accom- 
plished by  imbricating  the  transversalis  fascia, 
suturing  the  internal  oblique  aponeurosis  to  the 
shelving  edge  of  the  inguinal  ligament  inferior 
and  superior  to  the  internal  inguinal  ring.  The 
cut  leaves  of  the  external  oblique  aponeurosis 
are  imbricated  beneath  the  cord  structures,  thus 
completing  the  repair.  The  procedure  pro- 
vides a four  layer  repair  in  this  area  and  is 
primarily  a fascia  and  an  aponeurotic  layer- 
by-layer  repair. 

It  is  felt,  even  though  the  basic  concepts 
are  different  in  direct  and  indirect  inguinal 
hernias,  that  the  hernia  repair  should  be  of  a 
type  which  takes  care  of  the  original  hernia 
and  also  prevents  the  recurrence  of  a direct 
or  indirect  type,  as  the  case  may  be.  Experi- 
ence has  shown  that  at  least  25  percent  of  the 
patients  beyond  35  years  of  age  have  a con- 
comitant direct  hernia  or  will  develop  one  in 
later  life.13 

Results 

One  hundred  consecutive  and  unselected 
inguinal  hernia  repairs  were  performed  from 
1964-68.  Ninety  patients  were  males  and  10 
females,  or  90  percent  and  10  percent  respec- 
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tively.  The  youngest  was  three  months  and  the 
oldest  82  years,  with  a median  age  of  33 
years.  Thirty-four  percent  were  over  the  age 
of  50. 

The  types  of  hernias  encountered  were  as 
follows:  indirect,  62;  combined,  22;  direct, 
four;  associated  femoral,  seven;  and  recur- 
rent, five.  The  recurrent  hernias  were  either 
initially  repaired  elsewhere  or  were  repaired 
at  this  institution  before  this  study  period. 

Thirteen  complications  were  noted:  orchitis, 
five;  hematoma  of  wound,  one;  pulmonary, 
three;  and  postoperative  urinary  retention, 
four.  These  complications  occurred  in  nine 
patients,  giving  a morbidity  of  nine  percent.  No 
deaths  occurred  in  this  study. 

Associated  procedures  performed  were  as 
follows:  hydrocelectomy,  six;  appendectomy, 
four;  orchiopexy,  four;  and  epigastric  hernior- 
raphy,  one. 

The  follow-up  program  consists  of  recalls 
at  3,  6,  12,  24,  36,  and  48  months.  One  hun- 
dred percent  have  been  followed  to  date  and 
no  recurrences  have  been  noted. 

General  anesthesia  was  used  with  the  ex- 
ception of  spinal  in  three  and  local  in  one. 
Early  ambulation  was  encouraged  in  all  pa- 
tients. Those  who  were  gainfully  employed 
preoperatively  returned  to  their  former  em- 
ployment postoperatively. 

Simultaneous  repair  of  bilateral  hernias  was 
undertaken  in  11  of  the  100  patients.  Ninety 
percent  of  the  group  were  manual  laborers. 

Comments  and  Discussion 

Since  the  primary  objective  of  any  hernia 
repair  is  to  prevent  recurrence,  the  ultimate 
effectiveness  of  any  procedure  should  be 
judged  in  this  light.  In  this  study,  no  recur- 
rences to  date  have  been  noted.  Although  our 
follow-up  period  only  extends  over  four  years 
with  a median  of  21  months,  experience  of  a 
much  larger  series  covering  a 16  year  period 
and  in  which  the  same  operative  technique 
was  used,  showed  it  to  be  below  two  percent.1  ' 

The  many  factors  related  to  recurrences14 
are  the  duration  of  the  hernia,  type  of  hernia, 
condition  of  tissues,  wound  and  general  com- 
plications, tension  on  suture  lines,  surgical 
technique,  and  knowledge  of  the  anatomy  and 
physiology  of  the  area.  It  is  our  feeling  that 


the  recurrent  rate  should  never  be  any  higher 
than  three  percent. 

Postoperative  testicular  swelling  is  usually 
caused  by  rough  handling  and  dissection  of 
the  cord  structures  and/or  excessive  tighten- 
ing of  the  internal  ring.  The  gauge  that  is  used 
to  determine  the  adequate  tightening  of  the 
internal  inguinal  ring  is  the  ease  with  which 
the  blunt  end  of  the  ordinary  thumb  forceps 
enters.  In  this  study  all  postoperative  orchitis 
was  either  associated  with  a concomitantly 
performed  hydrocelectomy  or  orchiopexy. 

It  has  been  our  policy  to  accept  for  con- 
sideration all  patients  with  an  inguinal  hernia 
for  repair.  We  strongly  feel  that  the  nonopera- 
tive management  of  inguinal  hernias  in  no  way 
compares  favorably  with  surgical  repair.  The 
zero  mortality  rate  in  this  series  of  100  con- 
secutive and  unselected  patients  testifies  to  the 
safety  of  the  procedure. 

We  undertake  simultaneous  bilateral  repair 
only  on  young,  otherwise  healthy  adults,  chil- 
dren or  infants.  Otherwise  the  hernias  are  re- 
paired separately  but  usually  during  the  same 
hospitalization  with  an  interim  of  about  five 
days  between  repairs.  Recurrences  are  some- 
what greater  when  simultaneous  bilateral  re- 
pairs are  performed.11 

Early  ambulation  is  encouraged  in  the  post- 
operative period.  If  the  patient  has  a sedentary 
occupational  position,  he  is  allowed  to  return 
to  work  in  three  weeks,  otherwise  he  is  not 
allowed  to  return  until  six  weeks  postoperative- 
ly. We  are,  however,  not  convinced  that  a 
more  rapid  return  to  work  would  be  associated 
with  an  increase  in  recurrences. 

Summary 

A review  of  100  consecutive  and  unselected 
inguinal  hernia  repairs  in  a four  year  period 
is  presented. 

No  recurrences  to  date  have  been  encount- 
ered. 

A morbidity  of  nine  percent  and  a mortality 
of  zero  percent  were  noted. 

Comments  regarding  some  aspects  of  in- 
guinal hernia  repair  have  been  offered. 
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Improvements  in  artificial  heart  valve 
design  and  advances  in  operative  tech- 
nique have  converted  cardiac  valve  re- 
placement from  a desperate  clinical 
trial  to  a routine  operation  to  rehabili- 
tate patients  with  valvular  heart  disease. 

IN  MANY  areas  of  medical  science  a 
physician  can  examine  several  decades  or 
even  a century  of  progress  in  the  evolution 
of  a current  mode  of  therapy.  However,  open 
heart  surgery,  and  particularly  the  use  of 
prosthetic  heart  valves,  has  evolved  at  a more 
rapid  pace.  In  this  field  progress  is  measured 
in  terms  of  a few  years  or  months  and  even  the 
brief  time  lag  from  the  pen  to  the  printer’s  ink 
may  make  this  article  partially  obsolete.  Some 
of  the  data  presented  is  historical,  but  much 
has  not  been  published  and  comes  from  manu- 
facturer’s bulletins,  scientific  meetings,  and 
personal  communications. 

Artificial  heart  valves,  of  the  general  design 
now  in  use,  were  first  implanted  to  replace  a 
diseased  mitral  valve  in  I9601  and  to  replace 
an  aortic  valve  in  1961. 2 3 Since  that  time  valve 
replacement  has  become  commonplace.  Ad- 
vances in  surgical  technique  and  extracorporeal 
circulation  have  lowered  the  initially  high 
mortality  rate.  Improvements  in  valve  design 
have  reduced  late  complications  and  deaths, 
and  yield  better  functional  results.  However, 
prosthetic  valves  are  still  used  only  in  those 
patients  in  which  the  valve  is  so  severely 
damaged,  by  scar  and  calcification,  that  func- 
tional reconstruction  is  impossible.  This  article 
is  presented  to  appraise  the  practicing  phy- 
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sician  of  the  current  status  of  prosthetic  valve 
replacement  in  patients  with  valvular  heart 
disease. 

Valve  Design 

The  following  are  some  of  the  bioengineer- 
ing problems  encountered  in  creating  suitable 
cardiac  valve  prostheses: 

1.  WEAR.  At  a heart  rate  of  80/minute, 
the  prosthetic  valve  will  open  and  close  more 
than  42  million  times  per  year.  Durability  is  es- 
sential if  the  patient  is  to  have  a long  life 
expectancy. 

2.  INERTNESS.  The  prosthetic  material 
must  be  nontoxic  and  impervious  to  the  action 
of  various  body  substances  such  as  electrolytes, 
lipids  and  enzymes. 

3.  INSERTION.  The  prosthesis  must  be 
quickly  and  firmly  fixed  in  place.  Since  it  must 
function  immediately,  rather  than  awaiting 
healing,  the  valve  must  be  structured  so  that 
sutures  alone  can  support  it  until  tissue  in- 
growth fixes  the  prosthesis  to  the  valve  an- 
nulus. 

4.  GRADIENT.  There  must  be  minimal  ob- 
struction to  blood  flow  across  the  valve  so  as 
not  to  create  a pressure  gradient  with  function- 
al stenosis. 

5.  FUNCTION.  The  valve  must  open  and 
close  quickly  and  completely  so  that  no  in- 
sufficiency occurs. 

6.  POPPET.  The  poppet  (ball  or  disc) 
must  be  of  approximately  equal  density  to 
blood  so  that,  regardless  of  the  patient’s  po- 
sition, no  lag  occurs  in  the  opening  or  closing 
of  the  valve. 

7.  CLOTTING.  The  valve  material  should 
not  predispose  to  clot  formation  or  peripheral 
emboli,  and  preferably  not  require  anticoagu- 
lants. 

Prosthetic  heart  valves  now  in  use  all  operate 
on  a ball-valve  principle.  (Figure  1 ) A ball  or 
disc  shaped  poppet  contained  within  a metal 
cage  opens  and  closes  during  each  cardiac 
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SYSTOLE  DIASTOLE 

FIGURE  1 illustrates  the  ball-valve  principle  used  in 
all  prosthetic  heart  valves.  During  each  cardiac  cycle  the 
ball  alternately  unseats  allowing  blood  to  flow  through 
the  valve  orifice  and  then  reseats  to  prevent  regurgitation. 
The  prosthesis  is  fixed  to  the  valve  annulus  by  multiple 
sutures  passed  through  a cloth  sewing  ring  which  is 
fixed  to  the  base  of  the  prosthesis. 

cycle.  Although  many  different  valves  have 
been  designed  around  this  principle,  only  those 
which  have  been  used  at  the  University  of 
Kentucky  Medical  Center  will  be  described. 

Aortic  Valves 

The  only  prosthetic  valves  used  to  replace 
diseased  aortic  valves  at  the  University  of 
Kentucky  Medical  Center  have  been  the  Starr- 
Edwards  valves.  This  was  the  first  ball-valve 
prosthesis  used  in  patients,  it  is  the  most  wide- 
ly used  aortic  valve,  and  it  has  remained  the 
standard  by  which  other  valves  are  judged. 
Figure  2 illustrates  the  three  “generations”  of 
Starr-Edwards  aortic  valves  which  have  been 
used  in  patients — each  one  was  modified  to 
correct  problems  encountered  with  its  prede- 
cessor. 

Series  1000:  (Figure  2A)  This  valve  was 
used  for  approximately  four  years  (1961- 
1965).  The  poppet  is  a silicone-rubber  ball 
enclosed  in  a stellite  cage.  The  sewing  ring, 
through  which  sutures  are  anchored  to  the 
aortic  annulus,  is  made  of  woven  teflon.  The 
early  and  late  incidence  of  peripheral  embolus 
was  20  percent.4  Five  year  survival  rate  has 
been  roughly  70  percent  with  this  valve.4’5 
About  10  percent  of  the  patients  developed 
“ball-variance,”  which  is  swelling  and  damage 
to  the  poppet  due  to  lipid  infiltrate.6  This  led 
to  a number  of  late,  sudden  deaths.  Ball- 
variance  can  be  detected  by  a decrease  in 
amplitude  of  the  opening  “click”  by  auscul- 
tation or  phonocardiography.  A few  patients 
developed  late  leaks  around  the  base  of  the 


valve  due  to  failure  of  tissue  ingrowth  into  the 
teflon.  This  valve  is  no  longer  used. 

Series  1200:  The  metal  “feet”  at  the  valve 
ring  were  eliminated  since  these  were  found  to 
damage  the  surface  of  the  poppet  which  in 
turn  led  to  ball-variance.6  No  cases  of  ball- 
variance  have  been  noted  in  this  valve.7 
Knitted  dacron  was  used  for  the  sewing  ring — 
this  material  allows  tissue  ingrowth  to  fix  the 
valve  firmly  to  the  annulus  and  encapsulate 
the  cloth  with  endothelium.  This  reduced  the 
embolic  rate  to  about  nine  percent,  but  anti- 
coagulants are  still  required.7  The  poppet  is 
impregnated  with  barium  sulphate  so  that  it  is 
mildly  radiopaque  and  can  be  visualized  on 
an  over-penetrated  chest  x-ray.  Movement  of 
the  poppet  can  be  evaluated  by  flouroscopy. 
This  valve  has  been  in  clinical  use  since  Jan- 
uary, 1966. 

Series  2300:  This  valve  became  available 
in  January,  1968.  It  is  entirely  cloth  covered 
with  the  hope  that  it  would  become  totally  en- 
cased in  endothelium  and  anticoagulants  could 
be  discontinued  after  a few  months.  The  pop- 
pet was  changed  to  a hollow  stellite  ball  since 
laboratory  stress  tests  indicated  longer  wear 
than  with  the  silicone-rubber  poppet.  Un- 
fortunately the  tissue  ingrowth  was  too  profuse 
and  the  orifice  became  narrowed.  Cardiac 
catheterizations  several  months  postoperative 
revealed  an  average  pressure  gradient  of  39 


FIGURE  2 illustrates  the  three  “generations"  of  Starr- 
Edwards  aortic  valve  prosthesis. 

A.  Series  1000  valve  - No  longer  in  use. 

B.  Series  1200  valve  - Currently  being  used. 

C.  Series  2300  valve  - Currently  being  used  only 

in  patients  with  a large  aortic  annulus. 
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mm  Hg  across  the  smaller  size  valves.  The 
average  postoperative  gradient  across  the 
series  1 200  valves  had  been  an  acceptable 
14  mm  Hg.  Subsequently  the  series  2300 
valves  have  been  modified  to  enlarge  the  ori- 
fice, line  it  with  teflon  and  reduce  the  thick- 
ness of  the  knitted  dacron — this  should  elimi- 
nate the  problem  of  excessive  tissue  ingrowth 
with  high  gradients.  Our  present  policy  is  to  use 
the  series  1200  valves  in  patients  with  aortic 
stenosis  and  a small  aortic  annulus  who  require 
a small  valve  (#8-10);  and  to  use  the  cloth- 
covered  series  2300  valves  only  in  patients 
with  aortic  insufficiency  and  a large  annulus 
requiring  the  larger  sized  valves  (#11-14). 
The  peripheral  embolus  rate  from  the  cloth- 
covered  valve  has  been  reduced  to  about  two 
percent  even  when  anticoagulants  have  been 
discontinued  after  three  to  six  months. 

Mitral  and  Tricuspid  Valves 

When  the  aortic  valve  is  replaced,  the 
prosthesis  protrudes  into  the  aorta.  With  re- 
placement of  the  mitral  or  tricuspid  valve, 
the  prosthesis  protrudes  into  the  cavity  of  the 
ventricle  and,  if  the  metal  cage  is  too  large,  it 
can  interfere  with  adequate  emptying  of  the 
ventricle  during  systole.  Thus  the  tendency  has 
been  to  use  a low  profile  or  disc-type  valve 
rather  than  a ball  valve.  (Figure  3)  Since  the 
disc  valve  occupies  a smaller  volume  of  the 
ventricle,  it  is  hemodynamically  superior.  How- 
ever, the  long-term  wear  may  not  be  as  good, 
since  a ball  wears  evenly  on  its  entire  surface 


BALL  VALVE  DISC  VALVE 

FIGURE  3 illustrates  the  difference  between  a ball- 
valve  and  a disc  valve  inserted  in  the  mitral  position.  The 
low  profile  of  a disc  valve  occupies  a smaller  volume  of 
the  left  ventricle  and  results  in  better  systolic  function. 


while  a disc  wears  only  around  its  outer  edge. 
The  following  valves  have  been  used  at  this 
institution.  (Figure  4 A-D) 

STARR-EDWARDS.  Series  6000:  This  ball 
valve  was  used  from  September,  1960  to  Jan- 
uary, 1966.  It  is  similar  to  the  series  1000 
aortic  valve  except  that  the  orifice  is  much 
larger  to  fit  the  larger  mitral  annulus,  and  to 
allow  blood  to  flow  from  the  low  pressure  left 
atrium  without  a large  gradient.  The  peri- 
pheral embolus  rate  with  this  valve  was  about 
38  percent.8  This  valve  is  no  longer  used. 

Series  6120:  (Figure  4A)  This  was  the  sec- 
ond generation  mitral  ball  valve  and  has  been 
used  since  January,  1966.  Like  the  series 
1 200  aortic  valve,  the  poppet  is  impregnated 
with  barium  sulphate,  there  is  less  exposed 
metal,  and  the  sewing  ring  is  dacron.  The 
embolus  rate  has  been  about  three  percent.7  8 

Series  6500:  (Figure  4D)  This  valve  has 
been  available  since  June,  1968.  It  is  a disc 
valve  which  is  cloth  covered  and  has  a hollow 
stellite  poppet.  As  in  the  cloth  covered  aortic 
valves,  the  initial  models  were  found  to  have 
excessive  tissue  ingrowth  with  narrowing  of 
the  orifice  in  the  smaller  sized  valves.  Cardiac 
catheterization  several  months  postoperative 
revealed  resting  gradients  of  5 to  12  mm  Hg 
which  is  equivalent  to  mild  mitral  stenosis. 
The  orifice  size  and  cloth  have  been  modified 
to  correct  this  gradient  but  late  data  is  not  yet 
available.  The  embolus  rate  is  zero  percent  to 
date.79 

KAY-SHILEY  (Figure  4B)  This  is  a disc 
valve  with  a silicone-rubber  poppet  in  a stellite 
cage.10  It  has  the  hemodynamic  advantage  of 
a low  profile  valve  but  still  requires  anti- 
coagulants. The  main  problem  with  this  valve 
is  a narrow  sewing  ring  which  predisposes  to 
leaks  around  the  valve.  This  valve  was  used 
in  all  patients  at  this  center  with  predominant 
mitral  stenosis  and  a small  left  ventricular 
cavity  from  January,  1966  to  February,  1968. 

BEALL  (Figure  4C)  This  valve  has  been 
used  in  almost  all  mitral  and  tricuspid  valve 
replacements  at  this  Center  since  February, 
1968.  It  has  a teflon  disc  poppet,  teflon  cov- 
ered cage,  and  a loose  dacron  velour  sewing 
ring.  There  is  no  exposed  metal  and  the  entire 
valve  becomes  encased  in  endothelium.  Anti- 
coagulants can  be  discontinued  after  three 
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FIGURE  4 illustrates  four  of  the  five  types  of  prosthetic  valves  which  have  been  used  for  mitral  and  tricuspid  replace- 
ment. 

A.  Starr-Edwards  series  6120.  The  earlier  model,  series  6000  had  more  exposed  metal  at  the  base  and  the  sewing  ring 

was  teflon  rather  than  dacron. 

B.  Kay-Shiley  Disc  Valve. 

C.  Beall  Disc  Valve. 

D.  Starr-Edwards  series  6500  Disc  Valve. 


months.  Early  and  late  embolization  rate  is 
one  and  one-half  percent.11 

Discussion 

During  the  past  nine  years  prosthetic  valve 
replacement  has  progressed  from  a desperate 
clinical  trial  in  a hopelessly  ill  patient,  to  a 
routine  operation  in  patients  with  severe  val- 
vular heart  disease.  The  improvements  in  ar- 
tificial valve  design  have  resulted  from  a mas- 
sive expenditure  of  time  and  money  by  both 
surgeons  and  engineers.  For  each  valve  that 
reached  the  level  of  clinical  trial,  many  were 
discarded  after  laboratory  failures.  Valves 
which  are  now  being  used  in  patients  have  an 
expected  mechanical  reliability  of  30  to  40 
years.  This  data  has  been  obtained  by  stress 
testing  the  valves  in  the  laboratory  with  a 
rapid-rate,  simulated  heart  beat  in  an  instru- 
ment called  a “pulse-duplicator.”  However,  we 
can  only  speculate  whether  or  not  the  prosthe- 
tic materials  will  continue  to  function  in  the 
biologic  environment  of  the  heart  as  they 
functioned  in  the  inert  environment  of  the 


pulse-duplicator.  While  the  basic  principle  of  a 
ball-valve  has  been  retained,  for  mitral  and 
tricuspid  replacement  the  low  profile  or  disc 
valves  have  proved  functionally  superior — 
perhaps  at  the  risk  of  a shorter  mechanical 
life  expectancy.  Another  major  advance  is  the 
cloth  covering  which  allows  tissue  encapsula- 
tion of  the  valve,  decreasing  the  incidence  of 
peripheral  emboli  from  20-30  percent  with 
anticoagulants  in  earlier  valves;  to  zero  to  two 
percent  without  anticoagulants  in  currently 
used  valves.  The  major  problem  yet  to  be  re- 
solved is  that  of  persistant  gradients  across  the 
valve — particularly  in  tricuspid  and  mitral  re- 
placements where  a relatively  small  gradient  is 
functionally  significant.  The  gradient  is  not 
progressive  and  is  less  than  in  the  diseased 
valve  being  replaced.  However,  the  gradient 
is  still  larger  than  desired  for  optimum  cardiac 
function. 

Concomitant  with  improvements  in  the  struc- 
ture of  prosthetic  heart  valves  have  been  im- 
provements in  operative  technique  and  extra- 
corporeal circulation.  Initial  experience  with 
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prosthetic  valve  replacement  in  various  centers 
carried  an  operative  mortality  rate  of  roughly 
30  percent  for  a single  valve,  and  50  percent 
for  multiple  valve  replacements.  During  the 
past  year  at  this  institution  the  mortality  rate 
for  aortic  valve  replacement  was  10  percent, 
for  mitral  valve  replacement  12.5  percent  and 
for  simultaneous  replacement  of  two  or  three 
valves  25  percent.  These  figures  must  be 
viewed  with  the  knowledge  that  the  majority 
of  the  patients  come  from  an  indigent  popula- 
tion with  limited  prior  medical  care  and  often 
with  far  advanced  heart  disease. 

Certainly  both  survival  rate  and  functional 
rehabilitation  is  compromised  when  operation 
is  performed  in  a patient  with  severe  pulmo- 
nary hypertension,  myocardial  fibrosis,  a prior 
cerebral  embolus  with  neurological  deficit,  car- 
diac cirrhosis,  and  advanced  debilitation.  Now 
that  prosthetic  valves  are  available  which  are 
structurally  sound  and  have  a low  rate  of 
peripheral  emboli,  it  is  justified  to  proceed  with 
operation  at  an  earlier  stage  in  the  patient’s 
disease  thus  yielding  a better  chance  for  both 


survival  and  functional  rehabilitation.  Prosthe- 
tic valve  replacement  of  irreparable  valvular 
heart  disease  need  no  longer  be  considered  a 
“salvage”  operation  to  be  used  only  in  the  des- 
perately ill  or  moribund  patient. 
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,et’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


No  two  wome 


nare 

like... 


and  no  other  oral 
contraceptive  is  quite 

like  Ovulen-21 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 


The  progestin  is  distinctive,  and  for  some  women  this  may  mean  a 
different  clinical  response.  The  Compack"  tablet  dispenser 
is  distinctive;  its  functional  simplicity  makes  it  virtually 
patient-proof.  The  acceptance  of  Ovulen-2 1 is  distinctive. . . 
together  with  Ovulen®,  it  is  more  often  prescribed  than  any  other 
individual  contraceptive  product  currently  available. 


Indication— Oral  contraception. 

Contraindications— Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings— Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis)  ; if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  19681’2  estimate  there  is  a seven- 
to  tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The 
British  data,  especially  as  they  indicate  the  magnitude  of  the  in- 
creased risk  to  the  individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences  of  spontaneously 
occurring  thromboembolic  disease  may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis, 
diplopia  or  migraine.  Withdraw  medication  if  papilledema  or  retinal 
vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  pregnancy  be  ruled  out  for  any 
patient  who  has  missed  two  consecutive  periods  before  continuing 
the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  pre- 
scribed schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time. 

Precautions— Pretreatment  physical  examination  should  include 
special  reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 


migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression 
and  discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when 
relevant  specimens  are  submitted. 

Adverse  Reactions— A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocular 
lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement,  secretion),  change  in  weight,  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation 
when  given  immediately  post  partum,  cholestatic  jaundice,  migraine, 
allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals,  men- 
tal depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme  and  nodosum,  hemorrhagic 
eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII, 
IX  and  X;  thyroid  function:  increase  in  PBI  and  butanol  extractable 
protein  bound  iodine,  and  decrease  in  T3  uptake  values;  metyrapone 
test;  pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Brit.  Med. 
J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P„  and  Doll,  R.:  Brit. 
Med.  J.  2:199-205  (April  27)  1968. 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 
for  prescribing:  Mellaril 

° (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may.be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  Ti 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reactic 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  tf 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  female 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticaria 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 
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Blue  Shield's  Partnership  with  Medicine t 

George  Dunlop,  M.D.* * 


SOME  years  ago,  two  men  graduated  from  the 
Medical  School  of  the  University  of  Louisville, 
both  in  the  top  10  of  their  class.  Each  took 
graduate  training  and  opened  an  office  for  the  private 
practice  of  medicine. 

During  the  years  that  followed,  one  of  these 
physicians  became  involved  in  an  increasing  number 
of  community  affairs.  He  sat  on  a variety  of  com- 
mittees that  dealt  with  welfare  problems,  service  or- 
ganizations, school  and  public  health  programs.  He 
learned  to  know  business,  labor,  and  government 
leaders  in  the  community  both  socially  and  at  a com- 
mittee level.  During  what  time  that  was  left,  he  sat  on 
state  medical  society  committees,  some  involved  with 
such  subjects  as  ethics  and  professional  fees.  He 
watched  the  A.M.A.’s  losing  struggle  to  hold  off  a 
universal  medicare  program.  He  saw  Blue  Shield’s 
evolving  role  in  serving  both  the  medical  profession 
and  the  public.  Drawing  on  his  background  of  ex- 
perience in  the  affairs  of  the  community,  and  from 
his  firsthand  knowledge  of  the  position  of  business, 
labor  and  government,  he  recognized  the  impor- 
tance of  Blue  Shield’s  role  in  financing  medical  care. 
He  became  a staunch  supporter. 

Our  second  physician’s  interest  led  him  down  a 
different  path.  His  practice  in  a specialty  grew  rapid- 
ly. He  became  interested  in  teaching  and  was  ap- 
pointed to  the  faculty  of  the  medical  school.  As 
years  passed,  his  spare  time  was  taken  up  with  a 
variety  of  research  projects.  His  referred  patients  of- 
ten represented  difficult  and  complicated  clinical 
problems.  Because  much  of  his  time  was  taken  up 
by  teaching  and  research,  his  fees  were  considerably 
higher  than  those  in  the  community.  He  attended 
few  county  or  state  medical  society  meetings.  His 
contact  with  the  community  was  peripheral.  He  knew 
little  of  the  forces  that  were  to  change  the  profile 
of  the  practice  of  medicine.  As  a strong  and  independ- 
ent individualist,  he  wanted  to  be  left  alone  to  practice 
and  teach.  He  resented  bitterly  the  encroachment 
of  government  and  third  parties  on  the  practice  of 
medicine.  He  was  opposed  to  the  Blue  Shield  pro- 
gram. 


f Luncheon  address  delivered  at  closing  session  of 
1969  Interim  Meeting  of  the  Kentucky  Medical  As- 
sociation, March  27,  Lexington 

*President,  Massachusetts  Medical  Service 


Now,  as  many  of  you  have  guessed,  these  men  are 
both  fictitious  characters,  but  I dare  say  that  their 
case  history  has  been  duplicated  with  some  variations 
in  every  state  of  the  union. 

The  position  taken  by  the  first  physician  repre- 
sents by  far  the  majority  opinion  or  Blue  Shield 
could  never  have  prospered  as  it  has.  The  minority 
group  on  the  other  hand,  are  often  highly  intelligent, 
dedicated  men  whose  lives  have  been  protected  from 
the  buffeting  winds  of  change,  and  who  are  so  sub- 
merged in  their  own  work  that  they  have  little 
knowledge  of  the  changes  going  on  about  them. 

Now  what  are  a few  of  the  effects  of  public  de- 
mand on  the  practice  of  medicine?  Today,  any  effort 
is  apt  to  be  rewarded  with  success  if  it  meets  a 
public  need.  Markets  are  constantly  being  tested  to 
find  this  out.  We  all  remember  the  Edsel  Ford.  It 
has  been  the  butt  of  many  jokes  over  the  years.  Some 
of  these  jokes  you  may  have  forgotten,  but  there  is 
one  thing  we  all  remember  and  that  is  that  the  Edsel 
Ford  did  not  sell  very  well.  It  didn’t  do  well  because 
it  wasn’t  what  the  public  wanted. 

In  the  early  1930’s  Blue  Shield  was  limited  to  cash 
indemnity  payments  as  a result  of  the  position  taken 
by  the  AMA.  By  the  end  of  the  decade,  Blue  Cross 
had  four  and  one  half  million  subscribers,  whereas 
Blue  Shield  had  about  one  hundred  and  seventy 
thousand.  It  must  have  been  evident  to  a good  many 
people  that  Blue  Shield  wasn’t  really  offering  what 
the  public  wanted. 

During  World  War  II  when  wages  were  frozen  and 
medical  services  were  becoming  fringe  benefits,  the 
AMA  gave  official  encouragement  to  the  principle  of 
direct  payment  to  the  physician  for  his  services.  Fol- 
lowing this,  Blue  Shield  expanded  rapidly. 

By  the  end  of  World  War  II,  the  pattern  of  medical 
practice  began  to  change.  The  value  of  Blue  Shield 
had  been  accepted  by  the  public  especially  among 
the  lower  income  groups,  but  as  urban  population 
began  to  expand  and  the  cost  of  medical  care  began 
to  go  up,  larger  segments  of  the  public  began  to  feel 
the  need  for  this  form  of  coverage. 

In  the  late  1950’s  the  larger  unions  began  negotiat- 
ing agreements  with  management  in  which  the  entire 
cost  of  hospital  and  medical  insurance  for  em- 
ployees was  involved.  These  unions  began  to  fan  out 
over  the  United  States,  across  state  borders  creating 
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a demand  for  uniform  benefits  at  a predictable  cost. 
Blue  Shield  and  the  medical  profession  met  this  chal- 
lenge in  many  areas  by  offering  service  benefits  to 
under  income  families.  The  unions  were  articulate  in 
spelling  out  their  needs.  Walter  Reuther  pointed  this 
up  when  he  stated:  “Our  goal  has  been  to  attain  full 
service  benefits  in  our  health  insurance  program.” 

As  utilization  and  costs  of  medical  care  began  to 
climb,  the  public  began  to  feel  the  need  for  more 
comprehensive  coverage  and  the  medical  profession 
through  Blue  Shield  made  this  available  in  many 
areas  of  the  United  States.  However,  the  coverage 
was  spotty  and  the  benefits  far  from  uniform.  In 
some  states,  the  medical  leadership  was  not  able  to 
convince  the  physicians  that  service  programs  should 
be  promoted  and  that  indemnity  payments  were 
largely  an  expression  of  non-commitment  on  the  part 
of  the  profession.  These  reluctant  physicians  had  for- 
gotten all  about  the  Edsel  car.  They  believed  that  they 
would  continue  to  have  a choice.  They  believed  that 
they  would  continue  to  have  a voice  in  their  own 
affairs  even  if  they  operated  outside  the  area  of  the 
public  need.  They  did  not  believe  as  the  Doctors 
Sommers  of  Princeton  recently  said:  “Freedom  to 
avoid  the  basic  fact  of  change  does  not  exist.”  What 
happened?  Where  the  programs  offered  the  public 
were  adequate,  the  plans  prospered,  the  public  was 
pleased  and  the  image  of  both  the  medical  profession 
and  Blue  Shield  was  enhanced.  The  tax  free  status  of 
the  plan  seemed  justified,  and  no  one  could  append 
the  label  of  just  another  insurance  company. 

I don’t  mean  to  imply  that  physicians  in  those 
areas  where  only  indemnity  payments  were  offered 
weren’t  necessarily  doing  a statesmenlike  job,  or 
weren’t  sensitive  to  the  public  need.  As  individuals, 
many  were  accepting  unrealistic  indemnity  payments 
as  payment  in  full.  This  was  their  contribution  to  the 
public  need.  However,  these  well  meaning  physicians 
didn’t  seem  to  realize  that  a large  percentage  of  the 
patients  they  were  serving  weren’t  paying  for  their 
Blue  Shield  premiums,  and  it  was  the  big  buyers,  gov- 
ernment, automobile,  and  rubber  that  were  calling  the 
terms.  Although  the  intent  to  act  responsibly  may 
have  characterized  the  doctors  in  these  parts  of  the 
country,  these  good  intentions  could  not  be  trans- 
ferred on  to  a contract,  and  therefore  in  the  eyes  of 
the  big  buyers,  didn’t  exist. 

Now  it  is  well  to  pause  here  and  examine  the 
unusual  relationship  that  exists  between  Blue  Shield 
and  the  medical  profession.  In  representing  the  best 
interests  of  the  public  and  the  providers  of  medical 
care.  Blue  Shield  speaks  with  an  unbiased  voice  in 
its  dealings  with  management,  labor  and  government. 
Charges  of  conflicting  interest  are  not  easily  raised 
against  this  association  with  its  dual  public  responsi- 
bility. However,  we  have  seen  how  ineffective  Blue 
Shield  can  be  without  the  full  support  of  the  doctors. 
On  the  other  hand,  the  medical  profession  has 
through  its  relationship  with  Blue  Shield  an  effective 
voice  in  its  own  affairs. 

In  brief  then,  at  this  point  in  time  we  had  a situ- 
ation where  Blue  Shield  began  to  lag  behind  in  meet- 
ing the  public  needs.  The  situation  seemed  frozen  in 
the  Blue  Shield  area,  but  the  public  represented  by 


the  big  purchasers  of  medical  care  were  beginning  to 
move  ahead,  by-passing  in  some  areas  the  Blue  Shield 
plans.  Government  and  management  began  to  seek 
other  intermediaries  and  to  experiment  with  other 
methods  of  delivering  health  services.  What  is  the 
evidence?  HEW  has  made  available  federally  insured 
mortgages  to  build  and  equip  facilities  for  closed 
panel  group  practice.  Philip  R.  Lee  recently  said: 
“We  in  Washington  are  frankly  in  a crusade  to  en- 
courage the  expansion  of  group  practice.”  In  New 
Haven,  Connecticut,  the  Yale  Medical  School  has 
brought  in  Isadore  Faulk  to  set  up  a program  financ- 
ed by  the  A.  F.  of  L.  and  C.I.O.  to  provide  pre-paid 
medical  services  to  a segment  of  the  public.  In  Provi- 
dence, Rhode  Island,  Brown  University  is  considering 
a partnership  with  the  unions  Whereby  medical  serv- 
ices will  be  offered  through  satellite  hospitals  on  a 
pre-paid  basis.  In  Boston,  Jerome  Pollack  is  drawing 
up  with  the  Harvard  Medical  School  a plan  which 
encompasses  the  construction  of  a health  center, 
served  by  members  of  the  staff  of  the  Peter  Bent 
Brigham  and  Beth  Israel  Hospitals.  This  medical  staff 
will  be  on  salary  and  offer  comprehensive  medical 
services  to  some  30,000  employed  members  of  in- 
dustry concentrated  in  an  area  with  a radius  of  10 
miles. 

Columbia,  a new  town  located  mid-way  between 
Baltimore  and  Washington  with  a population  of  3.000. 
is  expected  to  set  up  a form  of  practice  financed  by 
the  Connecticut  General  Life  Insurance  Company 
and  serviced  by  the  faculty  of  the  Johns  Hopkins 
Medical  School.  This  community  is  expected  to 
eventually  increase  to  25,000  with  about  30,000 
eligible  residents  in  the  surrounding  area.  Robert 
Heyssel,  M.D.,  director  of  the  Hopkins  Health  Care 
Program,  was  quoted  as  estimating  the  cost  of  the 
plan  for  a family  of  three  at  about  $45  a month. 

This  list  of  examples  of  what  has  been  happening 
where  the  big  buyers  of  medical  services  cannot  find 
what  they  want  on  the  Blue  Shield  shelf  could  go  on 
and  on,  but  I know  you  all  see  the  point. 

The  tide  of  events  has  permanently  interjected  a 
third  party  between  the  physician  and  the  patient 
because  the  patient  can  no  longer  finance  medical 
services.  Many  doctors  do  not  seem  to  realize  that 
these  large  purchasers  of  medical  care  have  written 
the  cost  of  medical  services  into  almost  every  product 
we  buy  today,  and  that  doctors  and  hospitals  are 
woven  into  the  very  fabric  of  our  economy.  When  a 
hospital  board  of  trustees  increases  the  daily  cost  of 
a bed.  or  a committee  of  the  state  medical  society 
increases  the  medical  fee  schedule,  the  cost  of  manu- 
facturing an  automobile  may  go  up. 

I think  that  it  can  unequivocally  be  stated  that  the 
public  wants  paid  in  full  programs  at  a predictable 
cost  with  effective  control.  The  purchasers  of  medi- 
cal services  today  will  buy  these  from  the  Blue  Shield 
medical  team  if  they  are  available.  If  not,  government, 
the  medical  schools,  or  the  unions  themselves  will  set 
up  their  own  programs  and  are  already  in  the  busi- 
ness. The  AMA  is  not  in  a position  to  solve  these 
problems  of  financing  medical  care  because  in  the 
eyes  of  the  public,  any  association  made  up  of 
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physicians  alone  is  faced  with  a conflict  of  interest 
when  dealing  in  money  matters. 

Blue  Shield  on  the  one  hand  must  sell  its  con- 
tracts in  the  open  market,  offering  a product  that  is 
not  only  reasonable,  but  attractive  to  the  public  buy- 
er. On  the  other  hand,  Blue  Shield  has  the  re- 
sponsibility of  representing  the  positions  of  the  pro- 
viders of  medical  care  and  seeing  that  their  interests 
are  equally  well  represented. 

During  the  more  recent  years,  as  the  economy 
expanded,  the  medical  profession  and  the  purchasers 
of  medical  care  became  disenchanted  with  fixed  fee 
schedules,  indemnity  programs,  and  income  limits. 
Blue  Shield,  with  its  ear  to  the  ground,  recognized 
this  and  began  to  promote  usual  and  customary  fees 
for  the  large  groups.  Although  such  programs  resulted 
in  a 30  percent  increase  in  premium  rate  (in  Ken- 
tucky almost  100%),  in  many  instances  business,  la- 
bor and  government  were  willing  to  absorb  this  added 
expense  because  more  than  anything  else  they  wanted 
full  coverage  at  a predictable  cost.  The  program  is 
popular  and  selling  well,  demonstrating  the  fact  that 
there  is  no  combination  more  effective  than  the 
joining  together  of  those  who  can  provide  medical 
services  with  those  who  can  finance  it  as  we  have  in 
medicine's  partnership  with  Blue  Shield.  Some  union 
officials  are  not  concerned  about  the  success  or  fail- 
ure of  the  joint  effort  of  the  profession  and  Blue 
Shield  because  they  believe  that  the  system  will 
eventually  collapse  from  overcharges  and  that 
closed  panels  or  the  federal  government  will  take 
over.  Most  of  us  do  not  share  this  opinion. 

Blue  Shield  is  in  a strategic  position  to  influence 
the  course  of  a number  of  fundamental  decisions 
that  will  be  made  during  the  next  five  or  10  years 
regarding  the  organization  and  delivery  of  health 
care.  This  will  be  true  even  though  it  is  a certainty 
that  many  of  these  decisions  will  be  made  as  legisla- 
tion is  passed  and  contracts  written. 

Blue  Shield's  strength  in  serving  the  profession 
evolves  from  a number  of  factors.  It  is  one  of  the  few 
national  organizations  intimately  concerned  with  the 
medical  power  structure  in  so  many  communities, 
states  and  regions.  The  tremendous  weight  and  size 
of  our  existing  coverage  will  be  taken  into  account  in 
any  consideration  of  medical  financing.  These  plans 


will  have  the  most  advanced,  if  not  the  only,  capabili- 
ty in  many  areas  of  control  such  as  utilization  review, 
profiles  of  professional  charging,  and  unlimited 
medical  advisory  committees  to  evaluate  the  expand- 
ing medical  technology. 

Blue  Shield  should  be  in  a position  to  guide  local 
state  and  federal  groups  away  from  some  of  the 
more  extreme  suggestions.  Blue  Shield,  as  never  be- 
fore, has  a background  of  experience  in  the  financing 
of  health  care  and  is  developing  a tradition  of  im- 
partiality in  dealing  with  both  the  purchasers  and 
providers  of  medical  care. 

Time  is  running  out  and  we  of  the  medical  pro- 
fession must  decide  whether  we  will  find  ourselves 
locked  into  a federal  fee  schedule  or  to  a more 
flexible  Blue  Shield  plan  in  which  we  have  an  active 
voice  in  our  own  affairs. 

Blue  Shield’s  position  will  be  untenable  if  it  lacks 
proper  controls.  One  of  the  most  tragic  abuses  that 
could  undermine  any  paid  in  full  program  is  the  prac- 
tice of  a physician  making  a supplementary  charge 
over  and  above  the  usual  and  customary  fee.  Such  a 
practice  will  be  unacceptable  to  the  public  and  it  is 
Blue  Shield’s  responsibility  to  remind  the  medical 
profession  of  this  fact.  This  partnership  between 
Blue  Shield  and  the  profession  must  demonstrate  to 
the  purchasers  of  medical  services  that  our  product  is 
better  than  anything  government  can  offer,  and  that 
the  medical  profession  will  accept  self-imposed  con- 
trols on  fees  and  utilization,  and  that  above  all,  they 
will  continue  to  concern  themselves  with  quality 
control.  Blue  Shield  can  respond  with  the  mecha- 
nisms for  paying  for  medical  care,  but  without  the 
support  of  the  full  team,  will  get  nowhere.  Blue 
Shield  and  medicine  must  not  be  bypassed  in  medical 
care  planning.  Blue  Shield’s  most  effective  weapon 
lies  in  its  capacity  to  explain  to  the  medical  pro- 
fession the  market  needs  of  the  public,  and  to  join 
with  the  doctors  in  planning  and  financing  programs 
which  will  meet  these  needs. 

The  Blue  Shield  plan  here  in  Kentucky  is  growing 
in  strength  and  effectiveness  from  day  to  day  due 
to  the  continuing  cooperation  of  the  state  medical 
society.  Nationwide,  as  in  Kentucky,  the  future  rests 
on  the  effectiveness  of  our  joint  efforts. 
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Learning  Centers 


ONCE  a physician  establishes  himself  in 
the  private  practice  of  medicine  he  is 
apt  to  find  himself  a very  busy  man. 
His  is  not  likely  to  be  a 40-hour  week  but 
often  one  of  60  hours  or  more  depending 
somewhat  on  where  he  practices  and  the  na- 
ture of  his  practice.  This  kind  of  work  schedule 
develops  because  of  the  demand  for  medical 
care  by  the  public  and  the  relative  shortage 
of  physicians  in  some  areas.  The  demands  on 
his  time  do  not  terminate  at  the  end  of  his 
working  day.  His  family  needs  and  deserves 
time  and  attention.  It  is  the  experience  of 
most  established  physicians  to  be  asked  to  join 
and  participate  in  the  affairs  of  churches,  civic 
groups,  parent-teacher  organizations,  political 
parties,  voluntary  health  agencies  and  many 
clubs,  societies  and  organizations — all  of  this 
in  addition  to  the  participation  in  local  and 
sometimes  state  and  national  medical  organi- 
zations. 

Even  though  the  physician  attempts  to  use 
his  time  wisely  and  to  the  best  advantage,  he 
finds  himself  a busy  man  and  sometimes  with- 
out the  time  to  do  some  of  the  things  that  he 
would  like  to  do  or  should  do.  In  the  midst  of 
all  of  this,  he  wants  to  continue  his  medical 
education  and  to  enjoy  the  feeling  that  he 
is  providing  his  patients  with  excellent  medical 
care.  Keeping  up  with  medical  education  is 
no  easy  matter.  In  this  day  of  good  science 
reporters  and  versatile  communication  systems 
the  patient  or  his  family  may  hear  of  a new 
medication  or  medical  development  before  the 
physician  does. 

There  is  no  lack  of  medical  journals  to  sub- 
scribe to  or  medical  meetings  the  physician 
may  travel  to,  but  in  his  hometown  there  is 
an  institution  which  remains  in  most  instances 
virtually  undeveloped  as  a learning  center. 


This  is  the  community  hospital  in  which  he 
practices.  Aside  from  case  studies  and  discus- 
sions at  the  monthly  staff  meetings  and  the 
customary  committee  meetings,  opportunities 
and  facilities  for  individual  study  are  often 
limited. 

In  a recent  issue  of  The  New  England  Jour- 
nal (February  27,  1969),  a study  of  the  li- 
braries of  40  community  hospitals  in  the  New 
England  area  was  reported.  The  weaknesses 
of  these  libraries  were  inadequate  collections, 
inadequate  personnel,  inadequate  space  and 
the  absence  of  any  practical  indexing  system 
to  facilitate  use  of  collections  that  do  exist. 
These  kinds  of  problems  can  be  corrected. 
Observation  indicates  that  hospital  libraries  of 
poor  quality  are  not  used  by  the  staff,  but  if 
the  library  is  improved  it  receives  increased 
use  by  the  staff.  A community  hospital  need 
not  confine  its  efforts  to  the  concepts  of  a con- 
ventional library.  The  conventional  library 
remains  the  core  of  the  hospital  learning  cen- 
ter. The  learning  center  can  include  filmstrips, 
teaching  tapes  on  a wide  variety  of  subjects, 
slide  collections,  exhibits  and  records.  All  or 
part  of  these  can  be  added  to  the  library  to 
convert  it  into  a community  hospital  learning 
center  which  is  easily  available  to  the  prac- 
ticing physician. 

Hospital  learning  centers  could  be  brought 
into  being  in  community  hospitals  if  this  meth- 
od of  continuing  medical  education  would  at- 
tract the  interest  of  staff  physicians,  hospital 
administrators,  hospital  trustees  and  profes- 
sional organizations  that  already  have  an  es- 
tablished interest  in  the  medical  education 
area. 

Walter  S.  Coe,  M.D. 
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Distinguished  Guest  Speakers  To  Appear  on  Scientific  Program 
Of  KMA  Annual  Meeting  September  23-25  in  Louisville 


Sixteen  prominent  guest  speakers  have  accepted 


invitations  to  participate 


Doctor  Fuste 


in  the  scientific  program 
of  the  1969  Annual 
Meeting  of  the  Kentucky 
Medical  Association, 
September  23-25  at 
Convention  Center, 
Louisville.  The  guest 
physicians  will  speak  on 
a variety  of  timely  med- 
ical topics  at  the  four 
general  sessions  and 
each  will  participate  in 
the  program  of  the  spe- 
cialty group  in  his  field. 


Some  of  the  themes  chosen  for  the  general  session 
panel  discussions  and  individual  presentations  are 
“Cancer,”  “Drugs,”  “Transplants,”  and  “Obesity.” 
Moderators  of  panels  will  include  Benjamin  F.  Rush, 
M.D.,  Lexington;  George  W.  Pedigo,  M.D.  and  Bev- 
erly T.  Towery,  M.D.,  Louisville. 

In  addition  to  the  scientific  sessions  and  meetings 
of  16  specialty  groups,  the  Annual  Meeting  will  fea- 
ture meetings  of  the  KMA  House  of  Delegates,  sci- 
entific and  technical  exhibits,  the  President’s  Lunch- 
eon, an  Orientation  Program  for  new  members,  and 
meetings  of  the  Woman's  Auxiliary  to  KMA. 

Participating  in  a discussion  of  “New  Trends  in 
Chemotherapy”  at  the  first  general  session  will  be 
Ricardo  Fuste,  M.D.,  Memphis,  Tenn.,  guest  of  the 
Kentucky  Chapter,  American  College  of  Radiology; 

M.  Eugene  Lahey,  M.D..  Salt  Lake  City,  Utah,  guest 
of  the  Kentucky  Chapter,  American  Academy  of 
Pediatrics;  Willet  F.  Whitmore,  Jr.,  M.D.,  New  York, 

N. Y.,  guest  of  the  Kentucky  Urological  Association; 
and  Richard  K.  Winkelmann,  M.D.,  Rochester, 
Minn.,  guest  of  the  Kentucky  Dermatological  Socie- 
ty. 

Doctor  Fuste,  a radiotherapist  at  Methodist  Hos- 
pital, Memphis,  graduated  from  the  University  of 
Havana,  Cuba  Medical  School  in  1941.  Before  com- 
ing to  the  United  States  in  1961,  he  was  engaged  in 
private  practice  of  surgical  pathology  and  radio- 
therapy for  18  years  in  Havana. 

A 1943  graduate  of  St.  Louis  University  School  of 
Medicine,  Doctor  Lahey  is  head  of  the  department  of 
pediatrics  at  the  University  of  Utah  and  a member 
of  the  AMA  Residency  Review  Committee  for  Pedi- 
atrics. He  is  a past  president  of  the  Western  Society 


Doctor  Lahey  Doctor  Whitmore 


for  pediatric  research  and  a member  of  the  editorial 
board  of  The  Journal  of  Pediatrics. 

Doctor  Whitmore  graduated  from  Cornell  Uni- 
versity Medical  College  in  1942  and  is  now  clinical 
professor  of  surgery  at  that  institution.  He  is  a mem- 
ber of  numerous  medical  societies  and  serves  as  a 
consultant  to  St.  Albans  Naval  Hospital  and  the 
National  Cancer  Institute. 

A member  of  the  Mayo  Clinic  staff  since  1956, 
Doctor  Winkelmann  is  professor  of  dermatology  and 
anatomy  at  the  University  of  Minnesota.  He  re- 
ceived his  M.D.  degree  from  Marquette  University 
in  1948  and  his  Ph.D.  in  dermatology  at  the  Uni- 
versity of  Minnesota  in  1956. 

Additional  program  details  will  be  released  in 
forthcoming  issues  of  The  Journal. 


Seven  Trustee  Districts  To  Meet 
During  May  and  June 

Seven  KMA  Trustee  Districts  will  hold  their  an- 
nual meetings  during  May  and  June,  according  to 
the  trustees  for  the  districts.  At  each  meeting  KMA 
President  Henry  B.  Asman,  M.D.,  Louisville  will  be 
the  featured  program  speaker.  Doctor  Asman  plans 
to  discuss  Association  activities  in  a carefully  pre- 
pared slide  presentation. 

At  press  time  the  Eleventh  District  had  planned 
to  meet  May  15  at  the  Madison  Country  Club,  Rich- 
mond. Appearing  with  Doctor  Asman  will  be  Hugh 
Mahaffey,  M.D.,  Richmond,  who  will  discuss  “Medi- 
cine in  Moscow.”  Doctor  Mahaffey  recently  attended 
a medical  science  tour  in  Russia. 

Meetings  of  the  Thirteenth  and  Fourteenth  Dis- 
tricts, announced  in  the  March  issue  of  The  Journal, 


366 


May  1969  • The  Journal  of 


have  been  changed  to  May  28,  Ashland,  and  May 
29,  Pikeville,  respectively.  The  Third  District  will 
meet  May  22  in  Princeton. 

Other  scheduled  District  Meetings  include  the 
Ninth  on  June  4 in  Paris,  the  Second,  June  10  in 
Owensboro,  and  the  Twelfth  on  June  11  in  Somerset. 
Physicians  in  each  District  planning  a meeting  will 
receive  pertinent  information  and  reservation  cards 
in  advance  of  each  session. 


AMA  To  Hold  118th  Convention 
In  New  York  July  13-17 

Color  television,  medical  motion  pictures,  300  sci- 
entific exhibits,  general  sessions  and  panel  discussions 
will  be  among  the  many  features  highlighting  the 
118th  Annual  Convention  of  the  American  Medical 
Association  July  13-17,  in  New  York,  N.Y.  Most 
of  the  convention  activity  will  be  centered  at  the 
Coliseum  and  the  New  York  Hilton  Hotel.  The 
House  will  meet  at  the  Americana  Hotel. 

The  four  general  scientific  sessions  will  be  on  the 
topics  of  Human  Sexuality,  Physical  Fitness  and 
Aging,  Impact  of  Medical  Education  on  Patient 
Care,  and  Chronic  Pulmonary  Insufficiency  and 
Air  Pollution  Problems. 

Six  sessions  on  special  topics  have  been  scheduled. 
These  will  include  Drug  Utilization,  Mental  Health, 
Disaster  Planning,  Neurological  Surgery,  Nuclear 
Medicine  and  Plastic  and  Maxillofacial  Surgery. 

Convention  news,  interviews,  panels  and  scientific 
presentations  will  once  again  be  programmed  on 
television  for  benefit  of  physicians  who  wish  to  view 
the  events  in  their  own  rooms  in  many  of  the  near- 
by hotels  and  motels.  AMA  President  Dwight  L. 
Wilbur,  M.D.,  urges  all  physicians  to  make  their 
plans  and  reservations  now  for  this  exciting  meeting. 


Mr.  Spangler  Named  To  Head 
Ky.  Public  Health  Assn. 

Phillip  R.  Spangler,  Louisville,  assistant  public 
health  director  in  the  Office  of  Local  Health,  Frank- 
fort, was  named  president-elect  of  the  Kentucky  Pub- 
lic Health  Association  during  its  annual  meeting 
March  3 1 -April  2 at  the  Seelbach  Hotel,  Louisville. 
Mr.  Spangler  succeeds  William  S.  Wester,  Frankfort, 
who  was  installed  as  president. 

Highlights  of  the  three-day  session  included  an 
address  by  Dwight  L.  Wilbur,  M.D.,  San  Francisco, 
Calif.,  president  of  the  American  Medical  Associa- 
tion, and  sectional  meetings  on  various  aspects  of 
health  care. 

Mr.  Spangler  received  his  M.P.H.  degree  from  the 
University  of  Michigan  in  1961.  Before  joining  the 
Office  of  Local  Health  in  1958,  he  was  active  in  the 
Venereal  Disease  Control  Program  of  the  U.S.  Public 
Health  Service  for  the  state  of  Kentucky  and  instru- 
mental in  assisting  county  health  departments  in  the 
operation  of  these  programs. 


Ky.  Dentists  Name  Dr.  Logan 
President-Elect  at  Meeting 

Theodore  E.  Logan,  D.M.D.,  Louisville,  was 
named  president-elect  of  the  Kentucky  Dental  As- 
sociation during  its 
109th  Annual  Session, 
March  30-April  2 at  the 
Brown  Hotel,  Louisville. 
Doctor  Logan  succeeds 
J.  M.  Downing,  D.M.D., 
Tompkinsville,  who  was 
installed  as  president  dur- 
ing the  meeting. 

During  the  four-day 
session,  participants 
heard  luncheon  ad- 
dresses by  H.  A.  Mc- 
Guirl,  D.D.S.,  Providence,  R.I.,  president  of  the 
American  Dental  Association,  and  Merritt  Dietz, 
Kentucky’s  Commissioner  of  Economic  Security. 
Other  highlights  included  scientific  sessions,  exhibits, 
reports  and  the  President’s  Banquet. 

A 1949  graduate  of  the  University  of  Louisville 
Sohool  of  Dentistry,  Doctor  Logan  is  professor  and 
chairman  of  the  School’s  department  of  prosthetic 
dentistry.  He  is  a past  president  of  the  Louisville 
Dental  Society  and  a member  of  the  American  Col- 
lege of  Dentists,  American  Prosthodontic  Society 
and  the  Governor’s  Advisory  Committee  on  Medical 
Assistance. 


AMA  President  Visits  KMA  Office 

Dwight  L.  Wilbur,  M.D.,  San  Francisco,  Calif., 
president  of  the  American  Medical  Association, 
visited  with  KMA  officers  and  AMA  delegates  at  the 
Headquarters  Office  in  Louisville  April  2.  Doctor 
Wilbur  was  in  the  city  to  address  the  Kentucky 
Public  Health  Association  during  its  annual  meeting. 
He  was  accompanied  by  Edward  A.  Uzemack,  di- 
rector of  the  AMA  Communications  Division’s  Offi- 
cers Services  Department. 


CORRECTION 

In  the  March  issue  of  The  Journal  in  the  article 
entitled  “County  Societies  Name  Officers  for  1969 
Associational  Year,”  the  following  names  were 
omitted  from  the  list  of  KMA  delegates  from 
Fayette  County.  The  Journal  regrets  the  omission. 

Richard  D.  Floyd,  M.D.,  Lexington 
Riohard  F.  Hench,  M.D.,  Lexington 
Bush  A.  Hunter,  M.D.,  Lexington 
Carl  H.  Scott,  M.D.,  Lexington 
Ben  C.  Stigall,  M.D.,  Lexington 
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Record  Attendance  Reported 
At  1969  Interim  Meeting 

A record  attendance  of  336  physicians,  their  wives 
and  guests  attended  the  1969  KMA  Interim  Meet- 
ing March  26  and  27  at  the  Continental  Inn,  Lexing- 
ton. The  previous  attendance  record  was  set  at  the 
1966  meeting  when  a total  of  261  were  registered. 

A highlight  of  the  two-day  session  was  an  address 
by  Governor  Louie  B.  Nunn  at  the  opening  dinner 
meeting  March  26.  Governor  Nunn  presented  an 
overall  picture  of  health  problems  throughout  the 
state  and  expressed  a desire  to  work  with  members 
of  the  Association  in  solving  them. 

A panel  discussion  of  Comprehensive  Health  Plan- 
ning, moderated  by  George  F.  Brockman,  M.D., 
Greenville,  immediate  past  president  of  KMA,  was 
featured  on  the  March  27  morning  program.  Par- 
ticipants included  Dale  Farabee,  M.D.,  Kentucky’s 
Commissioner  of  Mental  Health,  Frederick  A.  Stine, 
M.D.,  Ft.  Thomas,  and  Strawn  Taylor,  Frankfort.  The 
panel  members  explained  the  development  and  pur- 
pose of  the  CHP  Program  in  Kentucky  and  sug- 
gested ways  in  which  physicians  may  participate  in 
its  successful  operation. 

Also  featured  on  the  program  were  Donald  E. 
Wood,  M.D.,  Indianapolis,  Ind.,  who  discussed  Health 
Manpower  problems,  and  Norman  E.  Farber,  New 
York,  N.Y.,  who  explained  the  operations  of  the 
National  Health  Council’s  Health  Careers  Program 
of  which  he  is  director.  A luncheon  session  featuring 
a discussion  of  the  profession’s  relationship  with 
Blue  Shield,  by  George  Dunlop,  M.D.,  Boston,  Mass., 
closed  the  meeting. 

Termed  highly  successful  by  KMA  President  Hen- 
ry B.  Asman,  M.D.,  Louisville,  the  meeting  also  in- 
cluded KMA’s  Eighth  Orientation  Program  for  new 
members  and  meetings  of  the  Woman’s  Auxiliary 
and  the  KMA  Board  of  Trustees.  In  1970  the  session 
will  be  held  April  15  and  16  at  Barkley  Lake  Lodge. 


Walter  L.  Cawood,  M.D.,  Ashland,  KMA  President-Elect 
(left)  and  KMA  President  Henry  B.  Asman,  M.D.,  Louis- 
ville (right)  chat  with  George  Dunlop,  M.D.,  Boston,  Mass, 
preceding  Doctor  Dunlop's  luncheon  address  closing  the 
1969  Interim  Meeting.  Doctor  Dunlop,  president  of  Mas- 
sachusetts Medical  Service,  discussed  “Blue  Shield’s 
Partnership  with  Medicine.” 


Following  their  presentations  on  the  1969  Interim  Meet- 
ing program,  Donald  E.  Wood,  M.D.,  Indianapolis,  Ind, 
(left)  and  Norman  E.  Farber,  New  York,  N.Y.  (right) 
talk  with  KMA  President  Henry  B.  Asman,  M.D.,  Louisville, 
who  presided  at  the  morning  session.  Doctor  Wood 
discussed  health  manpower  problems  and  Mr.  Farber  out- 
lined the  activities  of  the  Health  Careers  Program  of  the 
National  Health  Council. 


KMA  President  Henry  B.  Asman,  M.D.,  Louisville  (right)  introduces  panelists  who  discussed  “Comprehensive  Health 
Planning”  at  the  March  27  session  of  the  1969  Interim  Meeting.  The  participants,  from  left  to  right,  are  Dale  Farabee, 
M.D.,  Kentucky  Commissioner  of  Mental  Health;  Strawn  Taylor,  director  of  Comprehensive  Health  Planning;  Frederick 
A.  Stine,  M.D.,  a member  of  the  State  Health  Planning  Council;  and  George  F.  Brockman,  M.D.,  KMA  past  president, 
who  served  as  moderator. 
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With  the 


N°NHEMi 


SrR£proci 


funduuform^ 


■^OLYTic 


bacteR' 


...you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


broad  Polycillin 

(ampicillin  trinydrate) 

spectrum 


HVUOCOCCl 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  E.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions. Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg./Kg./day  in  3 
to  4 divided  doses  (depending  on  infection  site 

Polycillinf 

(ampicillin  tri  hydrate) 


and  offending  organisms).  Bacterial  meningitis 
-150-200  mg./Kg./day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally, 
in  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./ 5 ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./ 5 ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets-125  mg.  in  bottles 
of  40.  Injectable— for  I.M./I.V.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg./ ml.  in  20  ml.  bottles, 
n. 1/2/69  A.  H.F.S.  Category  8:12.16 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


BRISTOL 


The  penicillin  you  use  like  a broad-spectrum  antibiotic 


now 
she  can 

cope*** 


thanks  to 


SODIUM® 


the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (M  gr.)  to  30  mg.  [}A  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (H  gr.), 

30  mg.  ('A  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUT1CAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (14  gr.),  30  mg.  04  gr.). 

( McNEIL ) 


% 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


Public  Enema  No.1 


n the  rewards  of  sparing  your  patients  the  tubes 
:ribulations  of  unpleasant  enemas. 

pared  to  enemas,  Dulcolax  suppositories  are  a 
ler  and  simpler  way  to  empty  the  bowel.  Gone 
he  tubing,  the  "accidents”,  and  the  bruised  egos, 
one  suppository,  inserted  against  the  bowel  wall, 
illy  brings  about  an  evacuation  within  15  minutes 
i hour. 

e hospital,  order  Dulcolax  for  constipation  or 


bowel  cleansing.  Your  patients  will  often  prefer  it  to 
embarrassing  enemas.  And  you  can  be  sure  nurses 
will  appreciate  the  saving  in  time  and  effort. 

Dulcolax  tablets  taken  at  night  usually  result  in  a 
bowel  movement  the  following  morning.  A combina- 
tion of  tablets  at  night  and  a suppository  the  next 
morning  generally  cleans  the  bowel  thoroughly  in 
preparation  for  surgery  or  special  procedures.  Keep 
in  mind,  however,  that  the  drug  is  contraindicated  in 
the  acute  surgical  abdomen. 


Dulcolaxlife 


bisacodyl 


predictable 


license  from  Boehringer  Ingelheim  G.m.b.H. 


Geigy  Pharmaceuticals . Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York  10502 


DU-6118 


ClaSc  Ointment 

(fibrinolysin  and  desoxyribonuclease 
combined, [bovine]  ointment) 


PARKE-DAVIS 


FIRST  APPLICATION 

ELASE  Ointment  is  applied  to  a deep  ulceration  of  a finger. 


EIGHTEEN  DAYS  LATER 

Healing  has  progressed  rapidly  without  interruption  or 
interference  from  any  accumulated  purulence  or 
necrotic  tissue.  Greatly  reduced  size  of  lesion  and 
minimal  scar  tissue  indicate  quality  and  vigor  of 
healing  which  is  almost  complete. 


By  helping  to  remove  dead  tissue  and  debris  from  the  ulcer’s 
surface,  ELASE  Ointment  creates  a better  environment  for  the 
elimination  of  infection,  for  healthy  granulation  ...for  healing. 

Its  lytic  enzymes  effectively  break  down  DNA  in  dead  leuko- 
cytes and  other  debris. . .the  fibrin  in  blood  clots,  serum,  and 
purulent  exudates... and  the  denatured  proteins  in  necrotic 
tissue.  Protein  elements  of  living  tissue  are  relatively  un- 
affected. ELASE  Ointment  is  indicated  in  stasis  ulcers  and  in 
other  infected  or  inflamed  ulcers  caused  by  circulatory  distur- 
bances. In  cases  requiring  skin  grafting,  it  is  used  preoperatively 
for  debridement.  For  ambulatory  patients  debridement  with 
ELASE  Ointment  is  a convenient  therapy  and  a regimen  likely 
to  be  followed.  Precautions:  Observe  usual  precautions  against 
allergic  reactions,  particularly  in  persons  with  a history  of 
sensitivity  to  materials  of  bovine  origin  or  to  mercury  com- 
pounds. Adverse  Reactions:  Side  effects  attributable  to  the 
enzymes  have  not  been  a problem  at  the  dose  and  for  the 
indications  recommended.  Discussion:  Successful  use  of 
enzymatic  debridement  depends  on  several  factors:  (1)  dense, 
dry  eschar,  if  present,  should  be  removed  surgically  before 
enzymatic  debridement  is  attempted;  (2)  the  enzyme  must  be  in 
constant  contact  with  the  substrate;  (3)  accumulated  necrotic 
debris  must  be  periodically  removed;  (4)  the  enzyme  must  be 
replenished  at  least  once  daily;  and  (5)  secondary  closure  or 
skin  grafting  must  be  employed  as  soon  as  possible  after 
optimal  debridement  has  been  attained.  It  is  further  essential 
that  wound-dressing  techniques  be  performed  carefully  under 
aseptic  conditions  and  that  appropriate  systemically  acting 
antibiotics  be  administered  concomitantly  if,  in  the  opinion  of 
the  physician,  they  are  indicated.  Available:  ELASE  Ointment  is 
supplied  in  30-Gm.  tubes  containing  30  units  (Loomis)  of 
fibrinolysin  and  20,000  units  of  desoxyribonuclease  with 
0.12  mg.  thimerosal  (mercury  derivative);  and  in  10-Gm.  tubes 
containing  1 0 units  of  fibrinolysin  and  6,666  units  of  desoxy- 
ribonuclease with  0.04  mg.  thimerosal.  ELASE  Ointment  has  a 
special  base  of  liquid  petrolatum  and  polyethylene;  contains 
sodium  chloride  and  sucrose  used  during  manufacture;  is 
stable  at  room  temperature  through  the  expiration  date  stated 
on  the  package. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


PARKE-DAVIS 


48168 


3W  YOfpK  G1SY 


The  magnetism  and  the  grandeur  that  characterizes  New 
York  City  will  provide  a superb  setting  for  AMA's  118th  Annual 
Convention  in  July.  Plan  to  attend  now  and  look  forward  to 
five  memorable  and  stimulating  convention  days  in  a city  of 
unlimited  excitement. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Chronic  Pulmonary 
Insufficiency  and  Problems  of  Air  Pollution,  Human  Sexuality, 
Impact  of  Medical  Education  on  Patient  Care,  and  Physical 
Fitness  and  Aging  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  700  scientific  and  indus- 
trial exhibits.  The  nation's  outstanding  medical  authorities  will 
lecture  and  discuss  the  significant  advances  in  today’s  medicine. 

In  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  programming. 

Reserve  now  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  July  16,  1969.  Since 
space  is  limited,  we  suggest  you  make  your  reservations  before 
June  30,  1969.  Tickets  are  $10.00  each,  payable  in  advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  26,  1969. 


NEW  YORK  CITY,  NEW  YORK  • JULY  13-17,  1969 
AMERICAN  MEDICAL  ASSOCIATION'S  118th  ANNUAL  CONVENTION 
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Digest  of  Proceedings,  Board  of  Trustees 

March  26,  1969 


The  fourth  meeting  of  the  Board  of  Trustees  was 
held  on  March  26  in  conjunction  with  the  KMA 
Interim  Meeting  in  Lexington.  The  session  opened 
with  the  presentation  of  routine  reports.  The  1969-70 
fiscal  year  budget,  presented  by  Budget  Committee 
Chairman  Rex  Hayes,  M.  D.,  was  adopted. 

Actions  taken  at  the  March  12-13  Executive  Com- 
mittee meeting  were  reported  for  information.  These 
included  KMA’s  official  position  regarding  tubercu- 
losis in  Kentucky  and  the  status  of  the  TB  hospitals. 
The  Board  requested  the  establishment  of  a task 
force  to  plan  for  the  eradication  of  tuberculosis  in  this 
state.  Other  items  reported  were  KMA’s  position  re- 
garding the  composition  and  duties  of  the  State 
Board  of  Health,  and  approval  of  a special  project 
to  train  clinical  associates  at  the  University  of 
Kentucky. 

James  Sammons,  M.  D„  chairman  of  the  AMPAC 
Board  of  Directors,  was  then  recognized  for  a de- 
tailed report  on  AMPAC's  activities.  Discussion  was 
held  on  the  recent  HEW  report  on  chiropractic  as 
well  as  the  plans  of  the  Cults  Committee  to  dis- 
seminate this  material.  The  Hospital  Committee  re- 
ceived approval  for  KMA  policy  on  the  full-time 
staffing  of  hospital  emergency  rooms,  and  action 
was  taken  on  recommendations  submitted  by  the  Ad 
Hoc  Committee  on  Insurance  Forms  to  modify  the 
procedure  of  completing  forms  demanded  by 
“weekly”  insurance  policies. 

Two  matters  recieved  a full  and  lengthy  discussion, 
one  being  possible  conflicts  between  county  medical 
society  bylaws  and  KMA  Bylaws,  especially  in  the 


area  of  membership  classifications.  This  problem 
was  referred  to  the  Constitution  and  Bylaws  Com- 
mittee for  study  and  recommendations.  Adoption  of 
the  “Usual  and  Customary”  program  by  the  House  of 
Delegates  in  September  brought  forth  numerous 
questions  in  its  implementation.  This  matter  was 
referred  back  to  the  Advisory  Committee  to  Blue 
Shield  for  the  purpose  of  presenting  a definitive 
proposal  for  clarification. 

KMA  President  Henry  B.  Asman,  M.  D.  presented 
a full  report  on  Title  XIX  in  Kentucky  to  include 
the  purpose  of  and  progress  being  made  in  numerous 
recent  meetings  he  has  held  with  state  and  federal 
government  officials.  The  president  stated  that  further 
meetings  would  be  held  in  the  immediate  future. 

An  official  statement  was  approved  noting  KMA’s 
endorsement  of  Comprehensive  Health  Planning. 
Motions  were  approved  allocating  $5  of  each  KMA 
member’s  dues  as  the  subscription  rate  to  the  KMA 
Journal  while  the  non-member  rate  would  be  $10, 
and  authorizing  legal  counsel  to  file  a brief  in  court 
relating  to  a decision  involving  the  doctrine  of  Res 
Ipsa  Loquitur. 

It  was  reported  that  a letter  had  been  written  to 
the  AMA  supporting  the  candidacy  of  Carroll 
Witten,  M.  D„  for  membership  on  the  AMA  Council 
on  Medical  Service.  A matter  concerning  Kentucky’s 
narcotic  control  program  was  delayed  pending  fur- 
ther information. 

The  meeting  closed  with  the  Board  accepting  an 
invitation  to  hold  the  1970  Interim  Meeting  at  the 
new  Barkley  Lake  Lodge  on  April  15-16. 


Fifty-seven  Physicians  Attend  Spring  Orientation  Program 


N.  L.  Bosworth,  M.D.,  Lexington,  chairman  of 
the  Committee  on  Communication  and  Health  Edu- 
cation has  reported  that  57  physicians  attended  the 
Eighth  KMA  Orientation  Program  for  new  mem- 
bers March  26  in  Lexington  during  the  Interim 
Meeting. 

The  next  Orientation  Session  is  scheduled  to  begin 
at  8:30  a.m.,  September  22,  in  the  Mirror  Room  of 


the  Kentucky  Hotel,  just  prior  to  the  opening  of  the 
1969  Annual  Meeting.  Program  details  will  be  car- 
ried in  the  August  issue  of  The  Journal. 

The  names  of  the  physicians  who  attended  the 
March  26  program  are  listed  below.  If  you  attended 
the  session  and  your  name  has  been  inadvertently 
omitted,  please  contact  the  KMA  Headquarters 
Office. 


Murray  F.  Abies,  M.D.,  Lexington 
Frank  M.  Alfano,  M.D.,  Louisville 
Billy  F.  Andrews,  M.D.,  Louisville 
William  J.  Bechmann,  M.D.,  Florence 
Gordon  D.  Betts,  M.D.,  Somerset 
H.  Martin  Blacker,  M.D.,  Lexington 
William  N.  Blalock,  M.D.,  Paducah 
T.  R.  Bryant,  Jr.,  M.D.,  Lexington 
Jerry  M.  Bryson,  M.D.,  Harlan 
Donald  M.  Buckner,  M.D.,  Louisville 
Thomas  Buie,  M.D.,  Lexington 
Richard  W.  Carpenter,  M.D.,  Morehead 
Angelo  A.  Ciliberti,  M.D.,  Louisville 
G.  Nelson  Copeland,  Jr.,  M.D.,  Lexington 
Terry  L.  Davis,  M.D.,  Bowling  Green 
Ronald  W.  Dunbar,  M.D.,  Lexington 
Peter  Alan  Emmett,  M.D.,  Wilmore 
John  W.  Garden,  M.D.,  Lexington 
Gary  D.  Givens,  M.D.,  Central  City 


John  L.  Goiser,  M.D.,  Lexington 
James  G.  Gully,  M.D.,  Madisonville 
Charles  M.  Hargadon,  M.D.,  Louisville 
Gordon  Hollins,  M.D.,  Harlan 
John  P.  Howard,  M.D.,  Louisville 
Harry  B.  Huntsman,  M.D.,  Greensburg 
J.  Barrett  Hyman,  M.D.,  Louisville 
Octavius  E.  Iglesias,  M.D.,  Lexington 
Yung  Kook  Im,  M.D.,  Ludlow 
Albert  G.  Izquierdo,  M.D.,  Erlanger 
Chris  S.  Jackson,  Jr.,  M.D.,  Danville 
H.  Douglas  Jameson,  M.D.,  Lexington 
Jean  Kawerk,  M.D.,  Fort  Thomas 
Frank  R.  Lemon,  M.D.,  Lexington 
Darrell  Dean  Life,  M.D.,  Beverly 
David  H.  Looff,  M.D.,  Lexington 
Reginald  S.  Lowe,  M.D.,  Middlesboro 
V.  Wayne  Lowe,  M.D.,  Madisonville 
Michael  P.  McQuillen,  M.D.,  Lexington 


Sidney  G.  Marcum,  M.D.,  Louisville 
Frank  G.  Marsh,  M.D.,  Lexington 
William  R.  Merritt,  Jr.,  M.D.,  Lexington 
Joe  A.  Nichols,  M.D.,  Cynthiana 
Paul  L.  Odom,  M.D.,  Elkhorn  City 
George  R.  Park,  M.D.,  Lexington 
Emanuel  H.  Rader,  M.D.,  Pineville 
Garner  E.  Robinson,  M.D.,  Ashland 
Robert  F.  Sexton,  M.D.,  Louisville 
Archibald  F.  Shuler,  M.D.,  Madisonville 
John  F.  Simonds,  M.D.,  Louisville 
Thomas  Stephenson,  M.D.,  Louisville 
James  L.  Stevenson,  M.D.,  Brooksville 
John  G.  Stober,  M.D.,  Louisville 
John  C.  Tomlinson,  M.D.,  Louisville 
Russell  L.  Travis,  M.D.,  Lexington 
H.  M.  Vandiviere,  M.D.,  Lexington 
Frank  Whalen,  Jr.,  M.D.,  Harrodsburg 
Mary  Woodring,  M.D.,  Whitesburg 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program  including  occupational  therapy,  art  therapy,  athletic 
activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-253-2761 
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Of  the  more  than  100  different  types  of  cancer,  colon 
and  rectal  cancers  are  unique  for  two  compelling 
reasons: 


High 

incidence: 

Annual  new  cases  number  about 

73,000.  Deaths  now  total  46,000 

a year. 

High 

Early  diagnosis  and  prompt 

curability 

treatment  could  save  almost  75%. 

potential: 

Survival  rate  is  now  only  44%. 

How  to  close  the  critical  gap  between  possible  and 
actual  survivals? 

The  “procto”  can  today  help  save  more  lives  from 
cancer  than  any  other  step  in  the  checkup.  Which  is 
why,  in  our  constant  emphasis  on  the  importance  of 
annual  checkups,  we  urge  the  inclusion  of  a “procto" 
...and  make  available  films  and  other  pertinent 
materials  for  the  layman  and  the  physician.  We  are 
closing  the  “communications"  gap. 

Joint  action  by  people  and  their  doctors  can  help 
close  the  “action"  gap  to  reach  a cure  rate  of  almost 
75%  for  colon  and  rectal  cancer. 


American  Cancer  Society  T® 


Diabetic  Children’s  Camp  Set 

The  Kentucky  Diabetes  Association  has  planned 
its  fourth  annual  summer  camp  for  diabetic  children 
August  3 to  16  at  Camp  Daniel  Boone  near  Lex- 
ington, according  to  R.  J.  Alberhasky,  M.D.,  Louis- 
ville, Camp  Committee  member. 

All  Kentucky  physicians  treating  diabetic  children 
are  urged  to  make  this  information  available  to  their 
patients.  Details  may  be  obtained  from  The  Ken- 
tucky Camp  for  Diabetic  Children,  Fincastle  Build- 
ing, Louisville,  Ky.  40202. 


itt  JWemoriam 


OSCAR  L.  BARNES,  M.D. 

Hopkinsville 

1882-1969 

Oscar  L.  Barnes,  M.D.,  86,  a retired  physician  who 
had  practiced  in  the  Hopkinsville  area  for  50  years, 
died  March  19  at  the  Jennie  Stuart  Hospital  after  a 
long  illness.  Doctor  Barnes  was  a 1909  graduate  of 
the  University  of  Louisville  School  of  Medicine. 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE™  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

473-9 


J.  B.  LYEN,  M.D. 

Lawrenceburg 

1871-1969 

J.  B.  Lyen,  M.D.,  98,  who  had  practiced  in  Law- 
renceburg and  in  California  for  more  than  50  years, 
died  April  3 at  King’s  Daughters  Hospital,  Frankfort. 
Doctor  Lyen  was  an  1894  graduate  of  the  University 
of  Louisville  School  of  Medicine. 

THOMAS  A.  SHANNON,  M.D. 
Lexington 
1874-1969 

Thomas  A.  Shannon,  M.D.,  95,  a Lexington 
physician  for  62  years,  died  March  8 at  St.  Joseph 
Hospital.  A 1906  graduate  of  the  University  of 
Louisville  School  of  Medicine,  Doctor  Shannon 
served  on  the  Fayette  County  psychiatric  board 
from  1945  until  his  retirement  in  1967.  He  con- 
tinued to  practice  on  a part-time  basis  after  his 
retirement. 

J.  CAMPBELL  THOMPSON,  M.D. 
Lexington 
1895-1969 

J.  Campbell  Thompson,  M.D.,  73,  a retired  Lex- 
ington physician,  died  March  20  at  the  Veterans 
Administration  Hospital.  A 1916  graduate  of  the 
National  University  of  Arts  and  Sciences  at  St. 
Louis,  Doctor  Thompson  had  practiced  in  Lexing- 
ton for  42  years. 


93  MASSACHUSETTS  AVENUE 
BOSTON,  MASSACHUSETTS  02115 
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KMA  Committee  Reports 


McDowell  House  Board  of  Managers 

Laman  A.  Gray,  M.D.,  Louisville,  Chairman 

Danville,  Kentucky  March  12,  1969 

The  McDowell  House  Board  of  Managers  held  its 
third  meeting  this  year  on  March  12  at  the  Mc- 
Dowell House  in  Danville.  The  Board  of  Managers 
heard  a detailed  explanation  of  the  proposed  Mc- 
Dowell House  budget  for  1969-70  and  discussed 
methods  of  stimulating  more  people  to  visit  the 
House. 

Other  items  considered  by  the  Board  were  a 
progress  report  on  the  installation  of  the  new  air 
conditioning  system  for  the  House,  and  plans  for 
this  year's  summer  tourist  season. 


Hospital  Committee 

James  B.  Holloway.  M.D.,  Lexington,  Chairman 

KMA  Headquarters  Office  March  20,  1969 

The  KMA  Hospital  Committee  recently  held  its 
second  meeting  of  the  year  with  the  full  time  staffing 
of  hospital  emergency  rooms  as  the  primary  agenda 
item. 

The  committee  members  reviewed  the  current  staff- 
ing methods  utilized  by  various  hospitals,  discussed 
the  ethical  staffing  principles  as  set  by  the  KMA 
Judicial  Council  and  recommended  overall  emergen- 
cy room  staffing  guidelines  to  the  KMA  Board  of 
Trustees. 

A discussion  was  held  on  the  24th  “Dry  Run" 
Team  Accreditation  visit  made  during  February  and 
plans  were  set  for  the  25th  visit.  May  29  is  the 
tentative  date  for  the  next  meeting. 


Community  and  Rural  Health  Committee 

Ralph  D.  Lynn,  M.D.,  Elkton,  Chairman 

KMA  Headquarters  Office  March  20,  1969 

The  KMA  Community  and  Rural  Health  Com- 
mittee met  recently  and  made  plans  for  the  promo- 
tion of  Immunization  Week,  May  4-10.  The  Com- 
mittee plans  to  coordinate  Immunization  Week  with 
Community  Health  Week  in  1970. 

The  Committee  heard  reports  on  the  other  areas 
of  its  responsibility  which  include  mental  health,  TB 
and  highway  safety. 

Actions  taken  by  the  Committee  include  intro- 
duction of  a resolution  on  the  Slow  Moving  Vehicle 
Emblem  to  the  KMA  House  of  Delegates,  and  plans 
to  invite  a representative  from  the  Mental  Health 
Council  of  the  American  Medical  Association  to  its 
next  meeting. 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin  testing  with  the  white  LEDERTINE™  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 
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Primary  Inguinal  Hernia 
Repair 

(Continued  from  page  351) 

2.  McVay,  C.  B. : Preperitoneal  hernioplasty,  Surg.  Gynec.  & 

Obst.  123:  349,  1966. 

3.  Nyhus,  L.M.  and  Harkens.  H.N. : Hernia.  J.  B.  Lippin- 
cott  Co.  Philadelphia  and  Montreal.  1964. 

4.  Dyon,  W.L.  and  Pierce,  W.S. : Changing  concept  of  in- 
guinal herniorrhaphy.  Arch.  Surg.  91’  971,  1965. 

5.  Read,  R.  C.:  Preperitoneal  Exposure  Inguinal  Hernia. 

Current  Probems  in  Surgery.  Year  Book  Medical  Publishers, 
Inc.  Chicago.  Oct.,  1967:  p.  17. 

6.  Andrews,  E.:  A method  of  herniotomy  utilizing  only  white 
fascia.  Ann.  Surg.  80:  225,  1924. 

7.  Harkins,  H.  W. : Repair  of  groin  hernias.  Progress  in 
past  decade.  S.  Clin.  North  America  29:  1457,  1949. 

8.  McVay,  C.B.  and  Anson,  B.J. : Inguinal  and  femoral 

hernioplasty.  Surg.  Gynec.  and  Obit.  88:  473,  1949. 

9.  Halsted,  W.S. : The  radical  cure  of  hernia.  Bull.  Johns 
Hopkins  Hosp.  1:  12,  1889. 

10.  Bassini,  E.:  Sopra  100  casi  di  cura  radicale  dell’ernia  in- 
guinale operata  col  metodo  dell’autore.  Arch,  atti  soci,  ital. 
chir.  5:  315,  1888. 

11.  Palumbo,  L.T.  Paul,  R.E.  and  Emery,  F.B. : Results 

of  primary  inguinal  hernioplasty.  A.M.A.  Arch.  Surg.  64:  384, 
1952. 

12.  Palumbo,  L.T.,  Paul,  R.  E.  and  Mighell,  S.J.:  Primary 

inguinal  hernioplasty:  A study  of  1375  cases.  S.  Clin.  North 
America  34:  567,  1954. 

13.  Palumbo,  L.T.,  Sharpe,  W.S.,  Hunter,  R.  D.,  and  Eer- 

ardi,  R.S. : Primary  indirect  inguinal  hernioplasty:  Results 

in  2595  operations.  S.  Clin,  North  America  43:  1439.  1963. 

14.  Artz,  C.P.  and  Hardy,  J.D.:  Complications  in  Surgery 

and  their  Management.  W.B.  Saunders  Co.  Philadelphia  and 
London,  I960,  p.  861. 


378 


May  1969  • The  Journal  of 


NEWS  ITEMS 


Charles  E.  Richardson,  M.D.,  an  internist  specializing 
in  cardiology,  is  practicing  in  association  with  the 
Graves-Gilbert  Clinic  in  Bowling  Green.  Doctor 
Richardson  graduated  from  the  University  of  Ten- 
nessee Medical  School  in  1964  and  completed  his 
internship  and  residency  training  in  University  of 
Tennessee  and  Memphis  city  hospitals. 


Donald  B.  Katz,  M.D.  has  opened  an  office  in 
Louisville,  limiting  his  practice  to  obstetrics  and 
gynecology.  A 1962  graduate  of  the  University  of 
Louisville  School  of  Medicine,  Doctor  Katz  com- 
pleted his  internship  at  Louisville  General  Hospital 
and  his  residency  training  at  the  University  of  Pitts- 
burgh. 


Samuel  G.  Bell,  M.D.,  an  internist,  is  practicing  in 
association  with  John  C.  Quertermous,  M.D.,  in 
Murray.  Doctor  Bell  graduated  from  the  University 
of  Tennessee  Medical  School  in  1958  and  com- 
pleted his  internship  and  residency  training  in  Mem- 
phis hospitals.  He  practiced  previously  in  Birming- 
ham, Ala. 


Charles  R.  Rogers,  M.D.,  is  practicing  in  associ- 
ation with  Okey  H.  Sanford,  Jr.,  M.D.,  in  Ashland. 
Doctor  Rogers  graduated  from  the  University  of 
Kentucky  College  of  Medicine  in  1967  and  completed 
his  internship  and  residency  training  at  St.  Joseph's 
Hospital,  Phoenix,  Ariz. 

Richard  Wham,  M.D.,  a radiologist,  is  practicing  in 
association  with  John  Marchand,  M.D.  at  Communi- 
ty Methodist  Hospital  in  Henderson.  A 1958  gradu- 
ate of  the  University  of  Illinois  Medical  School, 
Doctor  Wham  practiced  previously  in  Akron,  Ohio. 


DOCTOR  SUITE  AVAILABLE 

Excellent  Opportunity 
In  Highly  Populated 
Shively  Area 

Modern,  10-room  suite  with  air  condition- 
ing, carpeting,  on  second  floor;  elevator, 
private  and  public  restrooms,  Heather- 
field  Center  on  Crums  Lane.  Owner  will 
sacrifice. 

Call  447-5483 
448-1691 


Frank  R.  Lemon,  M.D.,  a specialist  in  preventive 
and  internal  medicine,  is  a full-time  faculty  member 
in  the  University  of  Kentucky  College  of  Medicine. 
A 1950  graduate  of  Loma  Linda  University  Medi- 
cal School,  Doctor  Lemon  has  practiced  previously 
in  Wyoming  and  California. 


Lee  R.  Chutkow,  M.D.,  a psychiatrist,  is  practicing 
in  association  with  Arthur  Daus,  M.D.,  in  Louisville. 
A 1954  graduate  of  the  University  of  Colorado 
Medical  School,  Doctor  Chutkow  practiced  previous- 
ly in  New  Jersey  and  New  Mexico. 


Jerry  C.  Sutkamp,  M.D.,  a general  practitioner,  has 
opened  an  office  in  Bellevue.  A 1963  graduate  of 
the  University  of  Louisville  School  of  Medicine, 
Doctor  Sutkamp  recently  completed  four  years  of 
service  as  a flight  surgeon  in  the  U.S.  Navy. 


Victor  J.  Magary,  M.D.,  an  obstetrician  and  gyne- 
cologist, is  practicing  in  association  with  Lawrence 
Hiltz,  M.D.  and  Joseph  Molony,  M.D.,  in  Covington. 
Doctor  Magary  graduated  from  St.  Louis  University 
Medical  School  in  1960  and  completed  his  residency 
training  at  the  University  of  Minnesota  following 
his  internship  at  St.  Joseph’s  Hospital,  St.  Paul,  Minn. 


ACHROMYCIN*  V 


TETRACYCLINE  HCI 
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KENTUCKY  MEDICAL  ASSOCIATION 

BOARD  OF  TRUSTEES— 1968-69 

Officers 


HENRY  B.  ASMAN,  1169  Eastern  Pkwy.,  Louisville  (502)  454-4649  President 

WALTER  L.  CAWOOD,  1200  Bath  Ave.,  Ashland  (606)  325-1665 President-Elect 

GEORGE  F.  BROCKMAN,  2 E.  Main  Cross,  Greenville  (502)  338-3660.  . . .Immediate  Past  President 

EDWIN  P.  SOLOMON,  JR.,  910  Heyburn  Bldg.,  Louisville  (502)  585-4123 Vice  President 

S.  RANDOLPH  SCHEEN,  1249  Medical  Arts  Bldg.,  Louisville  (502)  451-1661 Secretary 

KEITH  P.  SMITH,  Medical  Arts  Bldg.,  Corbin  (606)  528-3211  Treasurer 


RICHARD  F.  GREATHOUSE,  5 Triangle  Cen.,  Louisville  (502)  458-32 1 9 Speaker — House  of  Delegates 

CARL  COOPER,  JR.,  Bedford  (502)  255-3282 Vice-Speaker — House  of  Delegates 

LEE  C.  HESS,  7211  U.S.  42,  Florence  (606)  371-1  153  Chairman  of  the  Board  of  Trustees 

GEORGE  A.  SEHLINGER,  2312  Medical  Arts  Bldg.,  Louisville  (502)  452-1552.  .Vice-Chairman  of  the 

Board  of  Trustees 


Delegates  to  the  A.M.A. 


J.  THOS.  GIANNINI,  1 169  Eastern  Pkwy.,  Louisville  (502)  458-5315  Jan.  1969-Dec.  1970 

CHAS.  G.  BRYANT,  (Alt.)  1169  Eastern  Pkwy.,  Louisville  (502)  452-1558  ..Jan.  1969-Dec.  1970 

JOHN  C.  QUERTERMOUS,  205  S.  Eighth  St.,  Murray  (502)  753-5161  Jan.  1968-Dec.  1969 

DARYL  P.  HARVEY,  (Alt.)  Glasgow  (502)  651-2133  Jan.  1968-Dec.  1969 

CHAS.  C.  RUTLEDGE,  Hazard  Clinic,  Hazard  (606)  436-3121  Jan.  1968-Dec.  1969 

DAVID  B.  STEVENS,  (Alt.)  304  S.  Limestone,  Lexington  (606)  254-8008  Jan.  1968-Dec.  1969 


Trustees 


1st  District  C.  C.  LOWRY,  104  N.  5th  St.,  Murray  (502)  753-1340 1971 

2nd  District WILLIAM  W.  HALL,  Mayfair  Square,  Owensboro  (502)  684-6255 1970 

3rd  District THORNTON  E.  BRYAN,  JR.,  Cadiz  Clinic,  Cadiz  (502)  522-6673  1971 

4th  District W.  BRUCE  HAMILTON,  4th  & Buckman,  Shepherdsville  (502)  543-6362 ..  1 971 

5th  District GEORGE  A.  SEHLINGER,  2312  Medical  Arts  Bldg.,  Louisville  (502)  452-1552  1969 

6th  District REX  E.  HAYES,  Glasgow  (502)  651-5113  1969 

7th  District DONALD  CHATHAM,  615  Washington  5t.,  Shelbyville  (502)  633-3525 ..  1 970 

8th  District  LEE  C.  HESS,  7211  U.S.  42,  Florence  (606)  371-1153  1969 

9th  District J.  CAMPBELL  CANTRILL,  St.  Luke  PI.,  Georgetown  (502)  863-1231 1970 

1 0th  District ANDREW  M.  MOORE,  108  E.  Maxwell,  Lexington  (606)  252-4406 1970 

11th  District DOUGLAS  H.  JENKINS,  527  W.  Main,  Richmond  (606)  623-3751 1969 

12th  District ROBERT  N.  McLEOD,  JR.,  500  Bourne  Ave.,  Somerset  (606)  678-8 1 55 ....  1 971 
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as  easy 

as  nTz 


An  easy  solution  to  the 
problem  of  nasal  symptoms  of  hay 
fever,  colds  and  sinusitis 


-Mm 


prescribe 

nTz 

Nasal  Spray 

(contains  Neo-Synephrine) 


easy  to  prescribe:  just  write  nTz  Nasal 
Spray. 

easy  to  recommend:  just  say  NTZ  Nasal 
Spray. 

easy  to  use:  just  one  spray  in  each  nostril, 
quickly  followed  by  a second  spray.  Repeat 
q.  3 h.  or  q.  4 h.  for  temporary  relief. 

easy  to  dispense:  the  outer  sleeve  of  the 
package  is  removable  for  easy  application 
of  prescription  label. 

easy  to  remember:  as  easy  as  NTZ . 


But  more  than  a 
simple  vasoconstrictor: 

NTZ  Nasal  Spray  affords  the  well-known 
benefits  of  Neo-Synephrine®,  0.5  per  cent, 
the  more  potent  solution  (adult  strength)  in  a 
carefully  balanced  formula  which  includes: 
Neo-Synephrine  (brand  of  phenylephrine) 
HCI  0.5  per  cent,  decongestant 
Thenfadil®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  antihistamine 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)CI  1 :5000,  wetting  agent 


Available:  NTZ  Nasal  Spray  in  squeeze 
bottles  of  20  ml.;  NTZ  Solution  in  bottles  of 
1 oz.  with  dropper. 


Winthrop  Laboratories,  New  York,  N.  Y.  10016 
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from  the  discord  of  anxiety... 


to  emotional  harmony 


with  the  aid  of  antianxiety 

Librium® 

(chlordiazepoxide 

HCI) 

5-mg,  1 0-mg 
and  25-mg  capsules 

In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees 
of  excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  dis- 
ease. In  properly  individualized 
maintenance  dosage,  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunc- 
tive therapy  in  psychophysiologic 
disorders— yet  seldom  impairs 
mental  acuity  or  ability  to  func- 
tion. Librium  has  demonstrated  a 
wide  margin  of  safety  in  short- 
and  long-term  therapy. 

Also  available: 

Libritabs® 

(chlordiazepoxide) 

cipoc^Jz! 

Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude  ataxia 
or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during  protracted 
therapy. 
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For  the 

'Cheater  Eater" 


Formulas:  Each  'Dexamyl'  Spansule  capsule  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextro- 
amphetamine sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  (Warning,  may  be  habit 
forming).  Each  'Dexamyl'  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine  (brand  of  dextro- 
amphetamine sulfate)  and  1V2  gr.  of  amobarbital 
(Warning,  may  be  habit  forming). 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Hyperexcitability,  undue  restless- 
ness, hyperthyroidism,  porphyria;  in  patients  on 
MAO  inhibitors. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or  barbiturates  and  in 
coronary  or  cardiovascular  disease  or  severe 
hypertension.  Excessive  use  of  the  amphetamines 
by  unstable  individuals  may  result  in  a psychological 
dependence.  Rarely,  symptoms  of  toxic  psychosis 
(hallucinations,  confusion,  panic  states,  etc.)  may 
occur  with  amphetamines,  usually  after  prolonged 
high  dosage.  In  these  instances,  withdraw  the 
medication.  Use  cautiously  in  pregnant  patients, 
especially  in  the  first  trimester. 

Adverse  Reactions:  Overstimulation,  restlessness, 
insomnia,  g.i.  disturbances,  diarrhea,  palpitation, 
tachycardia,  elevated  blood  pressure,  tremor, 
sweating,  impotence  and  headache. 

Supplied:  In  bottles  of  50. 

Dexamyl 

brand  of  dextroamphetamine  sulfate  and  amobarbital 

Spansule 

brand  of  sustained  release  capsules 

curbs  appetite 
encourages  normal  activity 
dispels  diet  discouragement 


Smith  Kline  & French  Laboratories 


SK 

&F 


Lactinex 

TABLETS  A GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.1'2-3-4*5'6*7’8 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

<^|^|^>-  Baltimore,  Maryland  21201 

(LX-QS) 


References: 

(1)  Siver,  R.  H.:  CMD,  21: 109,  September  1954.  (2)  Frykman,  H.  H.:  Minn.  Med., 
38:19-27,  January  1955.  (3)  McGivney,  J.:  Tex.  State  Jour.  Med.,  57:16-18,  January 
1955.  (4)  Quehl,  T.  M.:  Jour,  of  Florida  Acad.  Gen.  Prac.,  15: 15-16,  October  1965. 
(5)  Weekes,  D.  J.:  N.Y.  State  Jour.  Med.,  58:2672-2673,  August  1958.  (6)  Weekes, 
D.  J.:  EENT  Digest,  25: 47-59,  December  1963.  (7)  Abbott,  P.  L.:  Jour.  Oral  Surg., 
Anes.,  & Hosp.  Dental  Serv.,  310-312,  July  1961.  (8)  Rapoport,  L.  and  Levine,  W.  I.: 
Oral  Surg.,  Oral  Med.  & Oral  Path.,  20:591-593,  November  1965. 


iA 


Volume  67  • June  1969 


Issued  Monthly  Under  the  Direction 
of  the  Board  of  Trustees 

• EDITOR 

Walter  S.  Coe,  M.D. 

• ASSOCIATE  EDITOR 

Som  A.  Overstreet,  M.D. 

• ASSISTANT  EDITOR 

Waller  I.  Hume,  Jr.,  M.D. 

• MANAGING  EDITOR 

Robert  G.  Cox 

• ASST.  MANAGING  EDITOR 

Peggy  Roberts 

• DEPARTMENTAL  EDITORS 

Charles  C.  Smith,  Jr.,  M.D.,  Scientific 
Eugene  H.  Conner,  M.D.,  Book  Reviews 
Oscar  J.  Hayes,  M.D.,  Cose  Discussions 
William  W.  Hall,  M.D.,  Insurance 

• BOARD  OF  CONSULTANTS 

ON  SCIENTIFIC  ARTICLES 

Term  Expires  July  1,  1971 

McHenry  S.  Brewer,  M.D. 

Louis  O.  Giesel,  Jr.,  M.D. 

Joseph  Keith,  Jr.,  M D. 

Arthur  Lteber,  M.D. 

John  W.  Roddick,  Jr.,  M.D 
Edward  C.  Shrader,  M.D. 

Elliott  P.  Stevens,  M.D. 

Chester  B.  Theiss,  Jr.,  M.D. 

Term  Expires  July  1,  1970 
Douglas  L.  Atherton,  M.D. 

Keith  M.  Coverdale,  M.D. 

William  R.  Gray,  M.D. 

Peggy  J.  Howard,  M.D. 

Roy  A.  Martin,  M.D 
Charles  R.  Perry,  M.D 
David  C.  Shipp,  M.D. 

John  H.  Willard,  M.D. 

Term  Expires  July  1,  1969 

Paul  E.  Lett,  M.D. 

David  A.  Orrihood,  M.D. 

Harry  A.  Hamilton,  Jr.,  M.D. 

Leslie  W.  Blakey,  M.D. 

Raymond  J.  Timmerman,  M.D. 

William  H.  Gillespie,  M.D. 

J.  J.  Sonne,  M D. 

John  L.  Creech,  Jr.,  M.D 

Published  at  3532  Janet  Avenue, 

Louisville,  Ky.  40205 

Phone  (Area  Code  502)  454-6324 

Subscription  $10  (Members  $5) 

Single  copy  $1 

Second-clan  postage  paid  at  Louisville,  Kentucky. 
Acceptance  for  mailing  at  special  rates  postage 
provided  in  Section  1103,  act  of  Oct.  3,  1917, 
authorized  May  23,  1920. 


Journal  of  The 

KENTUCKY 

Medical  Association 

SCIENTIFIC  ARTICLES 

Chronic  Disease  Screening  in  a General  Practice 

Robert  L.  Kane,  M.D.,  and  J.  Murray  Walker, 

Jr 409 

Emergency  Operation  for  Cyanotic  Heart  Disease  in 
Infants 

./.  Kent  Trinkle,  M.D.,  F.A.C.S.,  Lester  R.  Bryant, 


M.D.,  F.A.C.S.  and  Jacqueline  A.  Noonan, 

M.D 413 

A Study  of  Cholecystectomies  in  a Small  Community 
Hospital 

Romeo  S.  Berardi,  M.D 420 


SPECIAL  ARTICLES 

Health  Manpower — Mostly! 

Donald  E.  Wood,  M.D 427 


EDITORIALS 

Ulcerative  Disease  of  the  Bowel 

Sam  A.  Overstreet,  M.D 432 


ORGANIZATION 

New  Crackerbarrel  Session,  Panel  Discussions  To  Highlight  Annual 


Meeting  Sept.  23-25  442 

St.  Joseph  Infirmary  To  Hold  Cancer  Symposium  June  23  442 

Journalist  To  Address  Physicians  at  KMA  President's  Luncheon  . . .443 

KAGP  Elects  Dr.  Roach,  Honors  Dr.  Seeley  443 

KMA  Gives  Auto  Safety  Award  to  Louisville  VA  Hospital  443 

Dr.  Brockman  Takes  Leave  To  Head  TB  Study  Group  446 

Mr.  Frazier  Named  Pres. -Elect  of  Ky.  Hospital  Association  446 

AMA  House  Adopts  Resolution  on  Nursing  Education  449 


REGULAR  FEATURES 


President's  Page  388  Maternal  Mortality  Page  . ..  .392 

Insurance  Page  390  Postgraduate  Opportunities ...  395 


Medical  Progress  401 


.386 


r • 


JL.  JL  \_y  JLO  VlVtV/1.  AT* 

He  is  on  corticosteroids. 
When  lie  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN  300 


DemelhylchlorlelracyclineHCl  300  mg 
and  Nystatin  500,000  units 
CAPSULE-SHAPED  TABLETS  Lederle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  mondial  over- 
growth during  broad-spectrum  therapy— the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
oi^rgrowth. 


Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
' tetracycline-sensitive  organisms.  The  antifungal  component,  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines sho^l  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 

-maculopap- 


rhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug  , 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn-  I 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy,  j 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any  I 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far  ' 
in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 


given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should  _ 
continue  for  10  days,  even  though  symptoms  have  subsided. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


MESSAGE 
FROM  THE 
PRESIDENT 


More  on  Medicaid 


AMIDST  the  continued  nation-wide  clamor  over  Medicaid  costs  and  myriad 
other  problems,  your  KMA  officials  have  endeavored  to  work  quietly  and 
cooperatively  with  the  Department  of  Economic  Security  and  the  KMAP  ad- 
ministrators in  an  effort  to  alleviate  some  of  the  problems  in  Kentucky's  program. 

Sharing  Commissioner  Merritt  Deitz’  opinion,  we  believe  that  the  most  immediate 
solution  to  the  financial  difficulties  of  the  program  lies  in  the  area  of  elimination  of 
over-utilization  and/or  abuse,  rather  than  in  reduction  of  benefits  or  professional 
fees. 

Last  month,  the  Commissioner  sent  a group  of  specially  trained  social  workers 
throughout  the  state,  concentrating  their  efforts  in  the  areas  of  greatest  usage  of  the 
program,  to  interview  recipients  and  physicians  in  an  effort  to  determine  the  ex- 
tent to  which  Medicaid  is  being  over-utilized  and  if  possible,  the  reasons  why.  In  a 
personal  communication,  you  were  urged  to  cooperate  with  these  investigators  — 
and  I believe  that  most  KMA  members  did  just  that. 

As  of  this  writing,  the  results  of  those  surveys  have  not  become  available.  We 
believe  that  they  will  show  that  the  vast  majority  of  the  physicians  in  Kentucky  are 
working  long  hours,  conscientiously  endeavoring  to  deliver  the  best  quality  medical 
care  that  is  possible.  The  fact  that  the  program  is  exorbitantly  expensive  is  the  fault 
of  the  law  — not  of  the  physician  who  requests  that  he  be  reimbursed  for  his  serv- 
ices in  the  manner  in  which  the  law  provides. 

It  should  not  be  necessary  to  reiterate,  however,  that  KMA  will  not  be  placed  in 
the  position  of  defending  any  physician  who  has  been  found  guilty  of  abuse  of  this 
program.  Fraudulent  actions  are,  of  course,  matters  for  the  courts  to  consider;  un- 
ethical behavior  is  of  deep  concern  to  KMA. 


“Shall  I order  Maalox?” 


“Yes.  Patients  respond  well 
to  it,  and  seem  to 
take  it  more  faithfully.” 


Works  well  • Doesn’t  constipate  • Tastes  good  • Economical 


Supplied:  Maalox  Suspension  (12  fl.  oz.) . Also  available:  Maalox  No.  1 Tablets  (0.4  Gm.)  : no  sugar, 
low  sodium  content.  Maalox  No.  2 Tablets  (0.8  Gm.)  : double  strength  for  double  antacid  action. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa.  19034 


THE  NUMBER  ONE  ANTACID 


Maalox 

MAGNESIUM-ALUMINUM  HYDROXIDE 


THE  INSURANCE  PAGE 


Here  We  Go  Again 


THE  first  concerted  drive  to  promote  na- 
tional compulsory  health  insurance  since 
the  Truman  administration  is  now  taking 
shape.  The  formation  a few  months  ago  by 
Walter  Reuther  of  a “Committee  for  National 
Health  Insurance”  with  headquarters  in  Wash- 
ington, D.C.  was  the  first  formal  step.  The 
purpose  of  the  committee  will  be  to  mobilize 
“the  broadest  possible  support  to  achieve  the 
goal”  of  a national  health  insurance  program 
for  the  United  States.  The  committee  is  to  com- 
prise 100  “outstanding  and  concerned  citi- 
zens” representative  of  medical  and  health 
groups,  industry,  farm  and  labor,  education 
and  social  services,  civil  rights  and  consumer 
organizations.  Three  well-known  citizens  have 
thus  far  been  designated  vice  presidents  of 
the  organization — Doctor  Michael  DeBakey 
of  Baylor  University,  Whitney  Young,  Jr., 
executive  director  of  the  National  Urban 
League,  and  Mrs.  Mary  Lasker,  an  active 
worker  in  previous  nationalized  medicine 
fights. 

Mr.  Reuther  unveiled  this  new  enterprise  in 
a speech  at  the  American  Public  Health  As- 
sociation’s annual  meeting  in  Detroit.  Echoing 
one  of  the  favorite  themes  of  Senator  Ribicoffs 
subcommittee  hearings  on  health  care  prob- 
lems, Mr.  Reuther  declared  that  we  now  have 
in  America  a “disorganized  and  disjointed, 
antiquated  and  obsolete  nonsystem”  of  medi- 
cal service,  which  the  American  people  “are 
being  required  to  subsidize.”  While  conced- 


ing that  “the  insurance  industry  has  made  a 
constructive  contribution,”  he  declared  that  the 
“health  care  crisis”  is  beyond  the  industry’s 
capability  to  cope  with. 

Bert  Seidman,  director  of  the  AFL-CIO  So- 
cial Security  Department,  spelled  it  out  more 
bluntly  in  a speech  before  a St.  Louis  Uni- 
versity graduate  program  in  hospital  ad- 
ministration. “If  we  want  to  have  compre- 
hensive health  services  in  this  country,  and 
that  is  the  real  goal  for  which  national  health 
insurance  is  the  most  appropriate  means,  we 
can  no  longer  afford  to  ignore  the  question  of 
how  physicians  are  paid  . . . We  would  . . . 
want  to  institute  some  type  of  negotiation  of 
physicians’  fee  schedules  and  hospital  charges 
instead  of  present  arrangements  which  large- 
ly permit  providers  to  determine  their  own 
compensation.”  He  concluded,  “.  . . if  the  un- 
regulated fee-for-service,  entrepreneurial  sys- 
tem of  delivering  health  care  is  to  remain 
sacrosanct  then  we  may  as  well  resign  our- 
selves to  inefficient,  costly,  fragmented  and 
ineffective  health  care  of  inferior  quality.” 

This  battle  on  nationalized  medicine  has 
waxed  and  waned  since  1932.  Organized 
medicine  suffered  a serious  setback  with  the 
passage  of  the  Medicare  program  under  the 
Johnson  administration.  After  a brief  respite, 
it  appears  that  the  battle  lines  are  again  being 
drawn. 

William  W.  Hall,  M.D. 
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o o o you  can  recommend 

BLUE  CROSS®  and  BLUE  SHIELD®’ 

health  care 

prepayment  plans  with 
confidence  because  our 
subscribers  receive 


GREATEST  DOLLAR 
USAGE 


► FLEXIBILITY 


More  benefits  per  dues  dollar  are  received 
through  our  prepayment  system. 

Basic  programs  are  designed  to  provide  solid 
foundation  for  future  needs. 


REDUCE  OVERHEAD 


Normally  claims  are  submitted  by  the  providers 
of  care,  and  payment  for  covered  services  are  paid 
direct  to  the  providers. 


COMPLIMENT  TO 
COMMUNITY 

CLIENT  CONSULTATION 


Benefits  can  be  designed  that  fill  individual  as 
well  as  community  health  care  needs. 

Our  representatives  assure  maximum  results  by 
keeping  you  and  the  public  informed  of  changing 
health  care  patterns. 


REALISTIC  BENEFITS 


Our  benefits  help  give  financial  peace 
of  mind  when  sickness  or  accidents  strike. 


And  Health  Care  Coverage  Is  Available  For: 

• EMPLOYEE  GROUPS 

• ELIGIBLE  INDIVIDUALS  OR  FAMILIES 

• COLLEGE  STUDENTS 

• INDIVIDUALS  65  OR  OVER 

If  you  are  a physician  practicing  in  Kentucky,  age  64  or  under,  you  and  your  employees  are 
eligible  for  a Special  Group  Program.  Persons  65  or  older  may  apply  for  the  Blue  Cross  and 
Blue  Shield-65  Plan. 


For  more  information,  CONTACT  our  office  nearest  you. 


BLUE  CROSS"  and  BLUE  SHIELD 

BLUE  CROSS  HOSPITAL  PLAN,  INC.  KENTUCKY  PHYSICIANS  MUTUAL,  INC. 


3101  Bardstown  Road  Louisville,  Ky.  40205  (502)  452-1511 

® Registered  service  marks  of  the  American  Hospital  Association 

(^'  Registered  service  marks  of  the  National  Association  of  Blue  Shield  Plans 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  12-67.  A 22  year  old  married  white 
prima-gravida  whose  expected  date  of  delivery 
was  May  1.  1967,  began  having  regular  uter- 
ine contractions  at  9:00  a.m.  on  May  I,  1967.  She 
was  admitted  to  the  hospital  at  10:55  a.m.,  when 
examination  showed  her  temperature  to  be  normal, 
pulse  96,  respirations  20,  and  blood  pressure  138/84. 
The  fetal  heart  beat  was  regular  at  156  beats  per  min- 
ute, and  were  intact.  On  vaginal  examination  the 
cervix  was  closed  and  the  presenting  part  was  high. 
The  patient  was  given  an  enema,  and  at  12:30  p.m. 
a Pitocin  infusion  was  started  consisting  of  two  units 
of  Pitocin  in  500  cc  of  5 percent  glucose  in  water 
at  15-20  drops  per  minute. 

The  membranes  ruptured  spontaneously  at  11:00 
a.m.  on  May  2.  Vaginal  examination  now  showed  the 
cervix  to  be  one  finger  dilated  with  the  presenting 
part  low.  Contractions  were  occuring  every  four  min- 
utes and  lasting  45  seconds.  She  was  premedicated 
with  100  mg  of  Demerol,  1/150  gr  Scopolamine  and 
1 cc  of  Lorfan. 

At  1:00  p.m.  the  contractions  were  occurring  every 
three  minutes  lasting  45  seconds  and  the  cervix  was 
two  fingers  dilated.  At  3:00  p.m.  the  cervix  was 
three  fingers  dilated  and  the  fetal  heart  rate  was 
140.  The  patient  received  50  mg  of  Demerol,  1/300 
gr  Scopolamine  and  1 cc  Lorfan. 

The  patient  was  taken  to  the  delivery  room  at  4:05 
p.m.  and  given  a saddle  block  consisting  of  8 mg  of 
Pontocaine  with  glucose  for  a volume  of  2 cc.  The 
Pitocin  infusion  was  continued;  her  blood  pressure 
was  150/70.  At  4:15  p.m.  her  blood  pressure  was 
100/60;  at  4:20  it  was  110/70;  at  4:23  it  was  80/50 
and  her  lips  were  observed  to  be  cyanotic.  She  was 
given  Levophed,  1 cc  in  1000  cc  of  5 percent  glu- 
cose in  water.  At  4:25  cardiac  massage  with  resus- 
citation was  given  by  her  physician.  Her  pupils  were 


dilated  at  4:30  p.m.  and  no  blood  pressure  could  be 
obtained.  An  emergency  postmortem  Cesarean  sec- 
tion was  performed  with  delivery  of  a living  7 lb. 
8 oz.  male  infant  in  critical  condition  at  4:45  p.m. 
The  infant  received  Coramine  and  was  resuscitated 
for  20  minutes,  but  he  died  at  1:57  a.m.  The  patient 
herself  died  within  a few  minutes  after  the  administra- 
tion of  the  saddle  block  anesthesia. 

At  autopsy  the  gross  positive  findings  were  pulmon- 
ary compression  and  atelectasis.  Microscopic  examin- 
ation of  the  lungs  showed  only  thickening  of  the  in- 
terventricular septa.  The  pathologic  diagnosis  was 
lung  compression  atelectasis.  The  heart  showed 
areas  of  considerable  fragmentation  of  the  myofi- 
brils with  some  associated  loss  of  cross  striation. 
Alcian  blue  PAS  stain  tended  to  emphasize  these 
changes  and  added  strongly  to  the  impression  of 
myocardial  damage.  The  diagnosis  was  myocardial 
degeneration.  The  spleen  and  the  kidneys  showed 
passive  congestion,  slight  sub-acute  and  chronic 
glomerulonephritis.  The  pathologist  thought  this 
death  was  the  result  of  acute  myocardial  failure  due 
to  myocardial  degeneration.  The  relationship  of  the 
anesthetic  agent  to  the  death  was  considered  specula- 
tive. 

Comments 

The  Committee  classified  this  as  a direct  obstetrical 
death  with  preventable  factors  on  the  part  of  the 
physician.  This  was  considered  an  anesthetic  death 
with  the  pathologist’s  comments  questionable.  The 
block  was  apparently  administered  too  early  for  a 
primigravida,  since  the  cervix  was  only  3 fingers  di- 
lated at  3:00  p.m.  and  the  block  was  induced  at  4:05 
p.m.  while  the  Pitocin  drip  was  being  continued.  Had 
the  cervix  been  completely  dilated  and  had  she  devel- 
oped hypertension,  she  could  have  been  delivered 
much  easier  vaginally. 
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the  inside  ston 
of  a new  antaa 
formulation... 


with  consistent 


ing  you  can  measure 


. 


consistently  scored  high  in  degree  and 
duration  of  intragastric  buffering 

Employing  aspiration  of  gastric  juice,  indwelling  electrode, 
and/or  Heidelberg  telemetering  capsule  techniques,*  studies 
involving  79  subjects  with  or  without  proven  peptic  ulcer  dis- 
ease compared  intragastric  buffering  capacity  of  Gelusil-M 
and  1 or  the  other  or  both  of  2 leading  ethical  antacids,  using 
comparable  doses.* 


Mean  duration  of  buffering  action  above  pH  3.5* 

Gelusil-M,  29.8  mean  minutes  (range:  18.0-51.8  minutes). 
Antacid  A,  24.6  mean  minutes  (range:  6.3-48.0  minutes). 
Antacid  B,  23.3  mean  minutes  (range:  5.9-50.0  minutes). 

Mean  duration  of  buffering  action  above  pH  5.0* 

Gelusil-M,  23.2  mean  minutes  (range:  14.3-43.9  minutes). 
Antacid  A,  10.1  mean  minutes  (range:  6.7-12.2  minutes). 
Antacid  B,  16.3  mean  minutes  (range:  8.0-24.2  minutes). 


All  three  antacids  raised  the  pH  above  3.5,  an  accepted  cri- 
terion for  antacids.  The  amount  of  time  above  this  pH  helps 
to  characterize  the  buffering  activity  of  an  antacid.  While  it 
is  not  implied  that  a direct  therapeutic  correlation  exists, 
these  techniques  do,  however,  objectively  demonstrate  the 
buffering  characteristics  of  this  new  antacid  in  terms  of  onset 
of  action,  peak  pH,  duration  of  buffering  action. 

Mean  peak  pH* 

Gelusil-M,  mean  peak  pH  6.6  (range:  5. 6-7.8). 

Antacid  A,  mean  peak  pH  5.5  (range:  4.2-7.5). 

Antacid  B,  mean  peak  pH  5.5  (range:  4.4-6.3). 


Onset  of  action* 

In  speed  of  intragastric  buffering  action,  Gelusil-M,  Antacid  A, 
and  Antacid  B were  consistently  rapid  and  not  measurably 
different. 


•References:  Antacid  studies,  data  on  file,  Warner-Chilcott  Laboratories  Division 

introducing  ^ i Ip/j) 

GELUSIlKgT^ 

each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate,  250  mg.  aluminum  hydroxide 
(Warner-Chilcott),  200  mg.  magnesium  hydroxide 

U.S.  Patent  No.  3,326,755 

a consistent  buffering  anticostivet  antacid 

t Avoids  constipation.  ...... 

See  next  page  for  prescribing  information  ► 


Gelusif-M  Liquid 


Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored)—light  green  bottles  of  12  fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusir  Tablets 


Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 


Pleasant  mint  flavor. ..ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  fall  and  winter  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Janet  Avenue,  Louisville.  Ky.  40205. 


IN  KENTUCKY 

JUNE 

23  St.  Joseph  Infirmary  Cancer  Symposium, 
Lourdes  Hall,  Louisville 


IN  SURROUNDING  STATES 


JULY 

12  Workshop  on  Diabetes  Detection.  Disease 
Detection  Information  Bureau,  New  York 
Hilton,  New  York,  N.Y. 

13  American  College  of  Legal  Medicine  An- 
nual Meeting,  Warwick  Hotel,  New  York. 
N.Y. 

13- 17  American  Medical  Association,  118th  Annual 

Convention,  New  York,  N.Y. 

14- 18  Simulation  of  Biological  Systems  Seminar, 

Los  Angeles  Analysis  and  Computation 
Center,  Los  Angeles,  Calif. 


AUGUST 

10-15  American  Congress  of  Rehabilitation  Medicine 
Annual  Session,  Palmer  House.  Chicago,  111. 

17-22  American  Congress  for  Physical  Medicine  and 
Rehabilitation.  Chicago,  111. 


26  Sixth  KMA  Trustee  District  Meeting.  Holi- 
day Inn.  Glasgow 


18-21  American  Hospital  Association  Annual  Meet- 
ing, Chicago,  111. 


JULY 

16-17  KAGP  Seminar,  Jenny  Wiley  State  Park, 
Prestonsburg 

AUGUST 

24  KAGP  Bluegrass  Seminar,  Lexington 

SEPTEMBER 

23-25  KMA  ANNUAL  MEETING.  Convention 
Center,  Louisville 


SEPTEMBER 

4-6  American  Association  of  Obstetricians  and 
Gynecologists.  Hot  Springs.  Va. 

15-16  Congress  on  Occupational  Health,  American 
Medical  Association,  St.  Louis,  Mo. 

24-26  Cleveland  Course  in  Pulmonary  Diseases,  St. 
Luke's  Hospital,  Cleveland,  Ohio. 

26-Oct.  3 American  Academy  of  General  Practice, 
Philadelphia,  Pa. 
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NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg., 
phenacetin,  160  mg.,  caffeine,  30  mg.) 

non-narcotic  analgesic 


lor  musculo-skeletal  pain, 

IryNorgesicfirst . . . 

Jtof  10  patients  probably  won’t 
leed  anything  stronger 

Jorgesic  offers  predictable  relief  in  approxi- 
nately  80%  of  patients  with  painful  musculo- 
ikeletal  disorders.  It  provides  both  effective 
inalgesia  and  relief  of  associated  muscle 
;pasm.  Norgesic  works  quickly,  usually  pro- 
ducing a high  level  of  analgesia  within  two 
lours,  and  relief  is  sustained  for  four  hours  or 
onger. 

For  the  relief  of  acute  mild  to  moderate  pain 
associated  with  musculo-skeletal  disorders, 
try  Norgesic  first. ..eight  of  ten  patients  proba- 
bly won’t  need  anything  stronger. 

Indications:  Symptomatic  relief  of  acute  mild  to  moderate 
pain  of  musculo-skeletal  origin. 

Contraindications:  Due  to  the  mild  anticholinergic  effect 
of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with 
glaucoma,  pyloric  or  duodenal  obstruction,  stenosing  peptic 
ulcers,  prostatic  hypertrophy,  obstructions  at  the  bladder  neck, 
achalasia  (megaesophagus),  myasthenia  gravis  or  in  patients 
known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine.  Do 
not  use  propoxyphene  (Darvon®)  concurrently. 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  ol 
this  preparation  in  pregnancy,  during  lactation,  or  in  the  child- 
bearing age  has  not  been  established,  use  of  the  drug  in  such 
patients  requires  that  the  potential  benefits  of  the  drug  be 
weighed  against  its  possible  hazard  to  the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug 
in  children  has  not  been  established;  therefore,  the  physician 
must  weigh  the  benefits  against  the  potential  hazards. 

Precautions:  Recent  studies  have  indicated  that  prolonged 
excessive  use  of  phenacetin  may  result  in  nephrotoxicity. 
Caution  should  therefore  be  exercised  when  administering 
Norgesic  to  patients  with  renal  insufficiency.  It  should  also  be 
used  with  caution  in  patients  with  tachycardia. 

Adverse  reactions:  Side  effects  of  Norgesic  are  those  usu- 
ally associated  with  APC  or  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  re- 
tention, dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  in- 
creased intraocular  tension,  weakness,  nausea,  vomiting, 
headache,  dizziness,  constipation,  drowsiness,  and  rarely, 
urticaria  and  other  dermatoses.  Infrequently,  mental  confusion 
in  the  elderly,  mild  central  excitation  and  occasional  halluci- 
nations. These  mild  side  effects  are  usually  eliminated  by  re- 
duction in  dosage.  One  case  of  aplastic  anemia,  with  no 
established  causal  relationship,  has  been  reported. 

Dosage  and  administration:  Adults  — 1 to  2 tablets  3 to  4 
times  daily. 

For  more  detailed  prescribing  information, 
see  Package  Circular  or  PDR. 

NORGESIC* 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg., 
phenacetin.  160  mg.,  caffeine.  30  mg.) 

non-narcotic  analgesic 

Riker  Laboratories,  Northridge,  California  91324 

Div.  Dart  Industries  Inc. 

Sponsors  of  Riker  Service— 

the  complimentary  classified  service  for  physicians. 


Medical  Economics  savs: 

« J 

GENERAL  LEASING’S  ELAN  IS 

The  Winning  Way” 

TO  LEASE  A (All! 

SEE  ARTICLE,  JUNE.  1968  ISSUE, 

BY  CHARLES  WALTER,  MIDWEST  EDITOR 


GENERAL 

LEASING 

is  grateful  for  this  tribute  to  its  “Doctor's 
Lease  Plan.”  Thank  you.  Doctors,  for  your 
participation  in  the  plan  which  is  so  formably 
commented  on  by  Editor  Charles  Walter 
in  “Medical  Economies.” 


LEASE 

Any  Make  or  Model 

NEW  1969  CAR 

LEASE 

Medical  or  Surgical 
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How  high  is  the  “index  of  suspi- 
cion” for  £.  co//  in  urinary  tract  in- 
fections? 

Recently  it  has  been  estimated  that 
about  86  per  cent  of  positive  cul- 
tures in  first  attacks  of  urinary 
tract  infection  are  £.  coli.'  It  has 
also  been  noted  that  “The  coliform 
group,  especially  E.  coli,  accounts 
for  approximately  90  per  cent  of 

initial  infections ”2 

Consider  wide-spectrum  Gantanol® 
(sulfamethoxazole)  for  its  high  “in- 
dex of  confidence”— its  proven  ef- 
fectiveness against  £.  coli  and 
other  sensitive  gram-negative  and 
gram-positive  organisms.  Thera- 
peutic levels  of  Gantanol  in  blood 
and  urine  are  achieved  within  2 
hours  after  a 2-Gm  starting  dose, 


with  ready  diffusion  into  intersti- 
tial fluids.  Responsive  infections 
generally  clear  within  5 to  7 days, 
with  relief  of  symptoms  usually 
seen  within  24-48  hours. 

Gantanol  also  earns  its  high  “index 
of  confidence”  because  Gantanol 
therapy  is  relatively  free  from  com- 
plications, including  the  problem 
of  bacterial  resistance  or  superin- 
fection. 

Convenient,  economical  dosage 
schedule:  b.i.d. 

References:  1.  Vernier,  R.  L.,  in  Pa- 
tient Care  Feature:  Patient  Care,  1 :20 
(Feb.)  1967.  2.  Beeson,  P.  B.:  “The 
Infectious  Diseases,”  in  Beeson,  P.  B., 
and  McDermott,  W.  (eds.):  Cecil-Loeb 
Textbook  of  Medicine,  ed.  12,  Philadel- 
phia, W.  B.  Saunders  Company,  1967, 


sue  infections  due  to  susceptible  /// 
microorganisms;  prophylactically  ' ' 
following  diagnostic  instrumental  y 
procedures  on  genitourinary  tract.  / 
Contraindicated  in  sulfonamide- 
sensitive  patients,  pregnant  fe-  1 
males  at  term,  premature  infants, 
or  newborn  infants  during  first  3 
months  of  life. 

Warnings:  Use  only  after  critical 
appraisal  in  patients  with  liver  or 
renal  damage,  urinary  obstruction 
or  blood  dyscrasias.  Deaths  re- 
ported from  hypersensitivity  reac- 
tions, Stevens-Johnson  syndrome, 
agranulocytosis,  aplastic  anemia 
and  other  blood  dyscrasias.  In 
closely  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and 


p.  230. 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications:  Acute  and  chronic  uri- 
nary tract,  respiratory  and  soft  tis- 


Artist's  rendition  of  E.  coli.  /4s  with 
most  strains  of  E ■ coli,  these  have 
flagella  and  are  motile. 
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of  confidence... 
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kidney  function  tests  should  be 
performed.  Clinical  data  insuffi- 
cient on  prolonged  or  recurrent 
therapy  in  chronic  renal  diseases 
of  children  under  6 years. 
Precautions:  Occasional  failures 
may  occur  due  to  resistant  micro- 
organisms. Not  effective  in  virus 
and  rickettsial  infections.  Sul- 
fonamides not  recommended  for 
therapy  of  acute  infections  caused 
by  group  A beta-hemolytic  strepto- 
cocci. At  present,  penicillin  is  drug 
of  choice  in  acute  group  A beta- 
hemolytic  streptococcal  infections; 
although  Gantanol  has  produced 
favorable  bacteriologic  conversion 
rates  in  this  infection,  data  insuffi- 
cient on  long-term  follow-up  stud- 
ies as  to  its  effect  on  sequelae  of 
rheumatic  fever  or  acute  glomeru- 
lonephritis. If  other  treatment 
cannot  be  used  and  Gantanol  is 
employed  in  such  infections,  im- 
portant that  therapy  be  continued 
in  usual  recommended  dosage  for 
at  least  1 0 days.  Observe  usual  sul- 


fonamide therapy  precautions,  in- 
cluding adequate  fluid  intake.  Use 
with  caution  if  history  of  allergies 
and/or  asthma.  Follow  closely  pa- 
tients with  renal  impairment  since 
this  may  cause  excessive  drug  ac- 
cumulation. Need  for  indicated 
local  measures  or  surgery  not  ob- 
viated in  localized  infections. 
Adverse  Reactions:  Depending  up- 
on the  severity  of  the  reaction, 
may  withdraw  drug  in  event  of 
headache,  nausea,  vomiting,  urti- 
caria, diarrhea,  hepatitis,  pancre- 
atitis, blood  dyscrasias,  neurop- 
athy, drug  fever,  Stevens-Johnson 
syndrome,  skin  rash,  injection  of 
the  conjunctiva  and  sclera,  pete- 
chiae,  purpura,  hematuria  and 
crystalluria. 
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The  lowest  priced  tetracycline— nystatin  combination  available— 


50% 

WHY  PAY  IT??? 

You  don’t  have  to  with  our  new  BUSINESS  & 
PROFESSIONAL  PRE-COLLECTION  PLAN. 

All  monies  come  direct  to  you. 

GUARANTEED  TO  WORK 

Write  for  full  details,  P.O.  Box  172,  Harlan , Kentucky  40831 
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Pulmonary  Embolism  t 

Richard  P.  O’Neill,  M.D.  and  James  J.  Rams,  M.I). 


Thrombo-embolic  disease  and  pulmonary  em- 
bolism, its  bedfellow,  is  a serious  and  frequent 
clinical  problem.  The  frequency  of  diagnosis  is 
directly  related  to  the  physician’s  familiarity  with  the 
problem.  It  is  probably  the  most  common  pulmo- 
nary disease  in  the  adult  hospital  population.1  Dis- 
couragingly,  the  correct  diagnosis  is  made  in  only 
some  25  percent  of  cases;  in  another  25  percent  the 
diagnosis  is  suggested,  but  in  about  50  percent,  the 
diagnosis  is  completely  missed.2  The  diagnosis  and 
therapy  of  this  disorder  remains  an  enigma  as  the 
causative  factors,  the  symptoms  and  the  incidence 
are  difficult  to  correlate  with  any  degree  of  accu- 
racy, mimicing  many  other  acute  chest  disease  pro- 
cesses. Factors  associated  with  a high  incidence  of 
pulmonary  embolism  are  stasis  of  the  venous  blood 
flow  in  the  post-operative  or  cardiac  patient,  injury 
to  the  venous  endothelium  from  trauma  or  infec- 
tion, or  an  alteration  in  the  coagulation-lysis  factors 
of  blood  as  in  the  female  on  oral  contraceptives,  the 
cancer  patient,  or  in  the  patient  with  an  idiopathic 
factor. 

Pulmonary  embolism  may  result  from  partial  or 
complete  occlusion  of  pulmonary  vessels  by  blood 
clots,  air,  fat,  cells  or  oil.  The  site  of  occlusion  may 
involve  a)  the  main  trunk  of  the  pulmonary  artery, 
a catastrophic  event  which  results  in  death  in  a few 
minutes;  b)  a main  branch  of  the  pulmonary  artery 
which  in  a healthy,  young  individual  may  produce 
little  measurable  effect,  or  may  produce  pulmonary 
infarction.  However,  if  the  pulmonary  circulation 
is  compromised  because  of  disease  such  as  emphy- 
sema or  fibrosis  the  result  may  be  disastrous;  c) 
embolic  obstruction  to  lobar  or  lobular  branches 
of  the  pulmonary  artery  which  may  be  asympto- 
matic or  may  produce  ventilation-perfusion  abnor- 
malities similar  to  but  less  in  degree  to  those  pro- 
duced by  main  trunk  occlusion.  Continued  emboli 
of  this  size  may  eventually  produce  pulmonary 
hypertension  and  cor  pulmonale.  Classically  it  is 
embolization  to  vessels  of  this  size  that  results  in 


fFrom  the  departments  of  medicine  and  surgery, 
University  of  Kentucky  College  of  Medicine,  Lex- 
ington 


infarction,  with  its  own  characteristic  manifestations; 
and  d)  small  vessels  of  arteriolar  size  giving  rise 
to  a condition  known  as  miliary  pulmonary  em- 
bolism. This  condition  may  be  silent  for  many 
years,  is  often  seen  in  young,  child-bearing  women, 
but  it  ultimately  leads  to  gross  dyspnea,  marked 
tachypnea,  pulmonary  hypertension,  cor  pulmonale 
and  death. 

Pulmonary  embolism  is  not  synonymous  with 
“pulmonary  infarction”,  and  is  much  more  common. 
Embolism  gives  rise  to  an  area  of  lung  ventilated 
with  air,  but  underperfused  with  blood.  This  results 
in  an  increased  physiological  dead  space,  abnormal 
ventilation-perfusion  ratios,  and  arterial  oxygen  de- 
saturation. Pulmonary  infarction  produces  a non- 
ventilated,  non-perfused  area  of  lung.  Pleuritic  chest 
pain,  pleural  friction  rib  and  consistent  opaque 
radiological  abnormalities  are  features  of  infarction 
and  not  of  embolism.  Confusion  on  these  points  is 
the  main  reason  why  pulmonary  embolism  is  not 
more  frequently  diagnosed. 

Pulmonary  embolism  is  clinically  complex  because 
of  its  protean  manifestations.  Of  its  very  nature, 
viz.  in  a vascular  system,  the  situation  is  dynamic 
and  not  static.  Miliary  pulmonary  embolism  is  fre- 
quently initially  silent  or  produces  evanescent  symp- 
toms which  are  considered  psycho-somatic.  Dyspnea 
and  tachypnea  are  common  but  are  often  transient. 
Wheezing  dypsnea  of  asthmatic  type  is  seen  and 
should  be  carefully  evaluated  in  cardiacs  and  in 
the  post-operative  patient.  Cough,  sputum  produc- 
tion and  hemoptysis  are  frequent  and  probably  result 
from  congestion  of  the  pulmonary  circulation.  The 
combination  of  tachycardia,  unexplained  fever,  and 
angor  animi,  even  if  transient,  should  be  viewed 
with  suspicion.  Chest  pain,  more  often  than  not, 
is  not  pleuritic  but  is  substernal,  oppressive  and  may 
be  similar  to  the  pain  of  myocardial  ischemia.  Acute 
cor  pulmonale  is  common  and  hypertension,  anox- 
emia, convulsion  and  shock  may  result  from  left 
ventricular  failure.  Signs  that  are  helpful  are  cya- 
nosis, tenderness  to  light  percussion  over  the  thorax, 
prominent  pulsation  along  the  right  sternal  border 
together  with  a loud  pulmonic  second  sound,  a pul- 
monic systolic  murmur  and  a diastolic  gallop 
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rhythm.  Occasionally  crepitations  and  wheezing  can 
be  elicited,  particularly  in  the  post-operative  patient. 

There  is  rarely  appreciable  leucocytosis  or  serum 
enzyme  elevation  in  pulmonary  embolism  as  con- 
trasted with  infarction.  Frequent  electrocardiograph- 
ic tracings  are  essential  if  this  procedure  is  to  be 
useful.  The  frequency  with  which  EKG  will  reveal 
changes  is  disputed,  Wolff3  stating  that  transient 
changes  are  seen  in  75  percent  of  patients  with 
significant  embolism  whilst  Miller4  reported 
changes  in  only  15-30  percent.  The  patterns  which 
may  appear  are:  S,  - Q3;  development  of  S,, 

S2,  S3;  ST  segment  depression  in  leads  I and  II; 
appearance  of  right  axis  deviation  and  change  to 
vertical  heart  position;  flat  or  inverted  T waves  in 
leads  II  and  III;  peaked  P waves  in  leads  II, 
III,  and  AVF;  development  of  marked  clockwise 
rotation  of  the  heart;  appearance  of  right  heart 
block  or  right  ventricular  enlargement  patterns;  and 
inverted  T waves  with  ST  segment  deviations  in  the 
right  precordial  leads.5 

Arterial  blood  gas  studies  are  helpful  in  a pre- 
viously healthy  patient  without  cardio-pulmonary 
disease  and  show  a decreased  PaO„  and  PaC02. 
The  chest  x-ray,  at  first  glance,  is  strikingly  normal 
other  than  for  the  rare  phenomenon  in  embolism 
of  pulmonary  edema.  Occasionally,  either  unilateral 
or  bilateral  pleural  effusions  can  be  seen  without 
evidence  of  associated  pulmonary  infarction.  The 
radiograph  should  be  carefully  scrutinized  for  local- 
ized increased  radiolucency  with  associated  oligemia; 
oligemia  accompanied  by  pleonemia  of  the  unob- 
structed lung;  change  in  size  and  shape  of  the 
heart,  indicating  right  ventricular  dilatation;  dilated 
hilar  arteries  above  1.2  cm;  dilated  pulmonary 
artery  trunk;  and  dilatation  of  the  azygos  vein  and 
the  superior  vena  cava.  A portable  chest  x-ray  is 
not  satisfactory  for  these  observations. 

Much  has  been  written  on  the  usefulness  of  pul- 
monary radioisotope  scanning  (Wagner,  Taplin). 
However  the  scan  does  not  detect  emboli  as  such; 
rather  it  shows  the  distribution  of  pulmonary  arterial 
blood  flow  and  this  latter  is  altered  in  a great 
variety  of  cardio-pulmonary  conditions  where  em- 
bolism is  most  commonly  met.  6 " 

Pulmonary  angiography  is  the  most  useful  lab- 
oratory study  available  to  make  a definitive  diag- 
nosis of  pulmonary  embolism.  It  can  pinpoint  the 
site  of  a major  embolus  and  therefore  is  of  great 
value,  especially  where  pulmonary  arteriotomy  is 
under  consideration.  It  is  doubtful  however,  if  it 


is  useful  in  localizing  a small  peripheral  embolism. 
Further,  it  requires  special  training  and  complicated 
equipment. 

The  key  to  therapy  of  pulmonary  embolism  is 
prevention.  General  measures,  in  use  before  the 
advent  of  anticoagulants,  should  be  instituted;  1) 
elevation  of  the  legs,  2)  avoidance  of  pressure 
points  to  venous  return,  3)  foot  and  leg  exercises, 
and  4)  supportive  stockings.  The  current  standard 
treatment  is  anticoagulant  therapy.  This  helps  to 
inhibit  clot  formation  in  the  focal  area  and  pre- 
vent extension  of  the  embolus.  Therapy  is  begun 
with  heparin,  accompanied  by  coumadin  (Warfarin 
Sodium).  After  48  hours  the  heparin  can  usually 
be  discontinued.  The  dosage  of  coumadin  is  regu- 
lated by  the  prothrombin  time  which  is  maintained 
at  20-30  percent  normal.  The  exact  usefulness  of 
new  fibrinolytic  drugs,  such  as  streptokinase  and 
urokinase,  has  not  yet  been  established.  Oxygen 
therapy  is  important  in  preventing  serious  anoxemia, 
and  it  is  an  excellent  pulmonary  vaso-dilator.  Should 
gross  hypoventilation  ensue  on  embolism,  assisted 
ventilation  is  mandatory.  Embolectomy  is  only  used 
in  selected  cases  of  massive  embolism.  The  mortality 
of  the  procedure  is  high  but  this  has  to  be  weighed 
against  the  fact  that  the  patient  may  have  little  or 
no  chance  of  survival  without  surgery.  Surgery  is 
also  used  where  good  medical  measures  have  failed 
to  prevent  recurrent  embolization.  Either  ligation 
or  plication  of  the  inferior  vena  cava  or  its  tribu- 
tories  can  be  carried  out.  The  former  is  associated 
with  varying  degrees  of  disabling  venous  stasis  of 
the  lower  extremities  and  unfortunately,  following 
either  procedure,  continued  embolization  may  occur. 
Lastly  people  with  a history  of  either  throm- 
bophletitis  and/or  pulmonary  embolism  should 
avoid  coagulant  drugs,  notably  the  “pill’. 
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this  ulcer  did  not  heal...until  its  surface  was  cleared  of  dead  tissue  and  debris 


FIRST  APPLICATION 

ELASE  Ointment  is  applied  to  a deep  ulceration  of  a finger. 


EIGHTEEN  DAYS  LATER 

Healing  has  progressed  rapidly  without  interruption  or 
interference  from  any  accumulated  purulence  or 
necrotic  tissue.  Greatly  reduced  size  of  lesion  and 
minimal  scar  tissue  indicate  quality  and  vigor  of 
healing  which  is  almost  complete. 


to  aid  in  debridement 
to  facilitate  healing 
in  chronic  cutaneous  ulcers... 

Elase  Ointment 

(fibrinolysin  and  desoxyribonuclease, 
combined,  [bovine]  ointment) 

PARKE-DAVIS 

By  helping  to  remove  dead  tissue  and  debris  from  the  ulcer’s 
surface,  ELASE  Ointment  creates  a better  environment  for  the 
elimination  of  infection,  for  healthy  granulation.,  .for  healing. 

Its  lytic  enzymes  effectively  break  down  DNA  in  dead  leuko- 
cytes and  other  debris. ..the  fibrin  in  blood  clots,  serum,  and 
purulent  exudates.  ..and  the  denatured  proteins  in  necrotic 
tissue.  Protein  elements  of  living  tissue  are  relatively  un- 
affected. ELASE  Ointment  is  indicated  in  stasis  ulcers  and  in 
other  infected  or  inflamed  ulcers  caused  by  circulatory  distur- 
bances. In  cases  requiring  skin  grafting,  it  is  used  preoperatively 
for  debridement.  For  ambulatory  patients  debridement  with 
ELASE  Ointment  is  a convenient  therapy  and  a regimen  likely 
to  be  followed.  Precautions:  Observe  usual  precautions  against 
allergic  reactions,  particularly  in  persons  with  a history  of 
sensitivity  to  materials  of  bovine  origin  or  to  mercury  com- 
pounds. Adverse  Reactions:  Side  effects  attributable  to  the 
enzymes  have  not  been  a problem  at  the  dose  and  for  the 
indications  recommended.  Discussion:  Successful  use  of 
enzymatic  debridement  depends  on  several  factors:  (1)  dense, 
dry  eschar,  if  present,  should  be  removed  surgically  before 
enzymatic  debridement  is  attempted;  (2)  the  enzyme  must  be  in 
constant  contact  with  the  substrate;  (3)  accumulated  necrotic 
debris  must  be  periodically  removed;  (4)  the  enzyme  must  be 
replenished  at  least  once  daily;  and  (5)  secondary  closure  or 
skin  grafting  must  be  employed  as  soon  as  possible  after 
optimal  debridement  has  been  attained.  It  is  further  essential 
that  wound-dressing  techniques  be  performed  carefully  under 
aseptic  conditions  and  that  appropriate  systemically  acting 
antibiotics  be  administered  concomitantly  if,  in  the  opinion  of 
the  physician,  they  are  indicated.  Available:  ELASE  Ointment  is 
supplied  in  30-Gm.  tubes  containing  30  units  (Loomis)  of 
fibrinolysin  and  20,000  units  of  desoxyribonuclease  with 
0.12  mg.  thimerosal  (mercury  derivative);  and  in  10-Gm.  tubes 
containing  1 0 units  of  fibrinolysin  and  6,666  units  of  desoxy- 
ribonuclease with  0.04  mg.  thimerosal.  ELASE  Ointment  has  a 
special  base  of  liquid  petrolatum  and  polyethylene;  contains 
sodium  chloride  and  sucrose  used  during  manufacture;  is 
stable  at  room  temperature  through  the  expiration  date  stated 
on  the  package. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


PARKE-DAVIS 


48168 


the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
| and  easy-to-take  as  the  first! 

IP  Optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag- 

Inesium  hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
M a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.1 

Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulent 

action  of  simethicone.2 

B,  Dosage  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonfuls 
1§|;  io  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 
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Division/ATLAS  CHEMICAL  INDUSTRIES,  INC./Pasadena.  Calif  91109 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


Achrocidin 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN  " Tetracycline  HCI  125  mg.;  Phenacctin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  crng  s 
tion  together  with  effective  control  of  the  organisms  frequently  responsible  for  complication: 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  ( Tetracycline ) equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal—  anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


348-8 


The 

go-ahead-and- 

enjoy-your-vacation 

summer  cold  and 
allergy  pill. 


Movahistine  LP  lets  you  provide  effec- 
:ive  relief  of  summer  cold  and  allergy 
symptoms,  lets  your  patients  go  ahead 
and  enjoy  their  vacations. 

'These  continuous-release,  deconges- 
tant tablets  contain  a vasoconstrictor- 
antihistamine  formulation  that  goes 
to  work  promptly  and  lasts  for  hours. 
Even  the  nasal  congestion  resulting 
from  repeated  allergic  episodes  can 
usually  be  relieved  by  Novahistine  LP. 


And,  convenient  twice-a-day  dosage 
lets  most  patients  enjoy  relief  all  day 
and  all  night.  Use  with  caution  in 
patients  with  severe  hypertension, 
diabetes  mellitus.  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory 
patients  that  drowsiness  may  result. 

PITMAN-MOORE  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Novahistine 

LP 


decongestant 


(Each  (ablet  contains  25  mg.  of  phenylephrine 
hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 


407 


Darvon 

Compound- 65 

Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 


900252 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 


408 


June  1969  • The  Journal  of 


DL  JOURNAL  of  tL 

.K^entfc  me  ky  IVIecl  ical  As  sociafion 

Issued  Monthly  Under  The  Direction  Of  The  Board  Of  Trustees 

VOLUME  67  JUNE,  1969 


Chronic  Disease  Screening  in  a 
General  Practice t 

Robert  L.  Kane,  M.D.* *  and  J.  Murray  Walker,  Jr.** 
Lexington,  Kentucky 


Using  the  experience  of  a screening  study 
in  a general  practice  population,  this 
paper  examines  some  of  the  difficulties 
and  limitations  of  screening  procedures. 

SCREENING  for  various  chronic  dis- 
eases has  stimulated  growing  interest  in 
medical  practice.  With  the  recent  develop- 
ment of  automated  laboratory  equipment,  it 
is  now  possible  to  obtain  biochemical  data 
rapidly,  accurately  and  economically  on  large 
numbers  of  individuals.  Bryan  et  al.  studied 
hospitalized  patients  and  claimed  to  have  dis- 
covered many  significant  conditions  which 
might  otherwise  have  gone  undiagnosed.1 
Screening  centers  using  a variety  of  screening 
techniques  including  computerized  histories 
and  multi-channel  autoanalyzers  have  extolled 
the  value  of  early  disease  detection.2  Others 
have  used  screening  procedures  to  gather 
epidemiologic  information  on  populations  to 
seek  risk  factors  that  might  identify  susceptible 
individuals  before  the  disease  is  manifest.3  4 

Scott  and  Robertson  used  a British  general 
practitioner’s  caseload  as  a base  population  for 
screening.5  They  invited  all  females  regis- 
tered with  the  practice  to  participate  in  a se- 

■fFrom the  department  of  community  medicine.  Uni- 
versity of  Kentucky  Medical  Center,  Lexington 

* Resident,  department  of  community  medicine.  Uni- 
versity of  Kentucky  Medical  Center 

**Senior  medical  student.  University  of  Kentucky 
College  of  Medicine 


ries  of  screening  tests.  Such  a practice  is  not 
feasible  under  the  American  system  since 
patients  do  not  belong  to  the  physician  in  the 
same  way,  nor  do  our  current  medical  ethics 
sanction  such  invitations.  The  present  study 
was  designed  to  examine  several  examples  of 
screening  tests  which  might  be  carried  out  on 
patients  who  have  come  to  their  physicians  for 
other  reasons. 

Methods 

This  study  was  carried  out  on  the  adult  of- 
fice patients  of  a general  practitioner  in  a small 
rural  town  in  Kentucky.  All  patients  over  age 
35  seen  by  the  local  physician  in  his  examin- 
ing rooms  Monday  through  Friday  over  a 
three  week  period  in  the  fall  of  1968  were 
included  in  the  study  population.  One  hun- 
dred fourteen  persons  were  eligible  to  par- 
ticipate in  the  study.  Six  refused;  two  were 
omitted  because  they  were  felt  to  be  in  too 
acute  distress.  Three  inadvertently  escaped  in- 
clusion. Of  the  103  persons  included,  the 
median  age  was  59  years.  Forty  persons  were 
male  and  63  female;  all  were  white.  Each  per- 
son who  agreed  to  participate  was  interviewed 
in  an  examining  room,  usually  while  waiting 
to  see  the  doctor,  by  one  of  the  authors.  A 
brief  interview  schedule  about  eye  symptoms 
and  known  illness  was  completed  and  a speci- 
men of  blood  was  obtained.  Ocular  tension 
was  then  measured  by  a Schiotz  tonometer. 
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Any  patients  with  readings  between  21mm 
and  23mm  mercury  were  re-checked  on  two 
other  days.  Any  persons  with  readings  per- 
sistently greater  than  21mm  mercury  were  re- 
ferred to  an  ophthalmologist. 

The  blood  samples  were  forwarded  to  the 
Kentucky  State  Department  of  Health  for 
analysis  of  cholesterol,  urea,  and  uric  acid. 
The  normal  values  used  were  those  of  the 
state  laboratory  (urea  10-25mg%,  uric  acid 
2-6mg%,  cholesterol  150-250mg%).  The 
medical  histories  were  supplemented  by  refer- 
ence to  the  physician’s  files;  the  results  of  the 
screening  procedures  were  then  compared  with 
the  medical  information  previously  available  to 
the  local  practitioner. 

Results 

Of  the  43  persons  with  an  elevated  serum 
cholesterol,  nine  (21%)  had  a history  of 
coronary  heart  disease  and  11  (26%)  had  a 
history  of  hypertension.  One  person  had  both 
coronary  heart  disease  and  hypertension;  one 
had  a resected  abdominal  aneurysm.  The  re- 
maining 21  (49%)  with  elevated  cholesterol 
were  asymptomatic.  The  abnormal  values 
ranged  from  255  to  400  with  a mean  of  289 
and  a median  of  277. 

Four  persons  had  an  elevated  blood  urea 
nitrogen  (BUN  26,  28,  28,  38).  Although  none 
was  diagnosed  as  having  renal  disease,  three 
persons  had  hypertensive  cardiovascular  dis- 
ease and  the  fourth  had  arteriosclerotic  heart 
disease  with  congestive  heart  failure. 

Fifteen  people  had  an  elevated  uric  acid. 
None  of  the  persons  studied  had  clinical  gout; 
however,  four  patients  had  arthritis.  Seven 
patients  (including  one  with  arthritis)  were 
taking  oral  sulfonamide  diuretics  which  may 
have  accounted  for  the  hyperuricemia.6  The 
abnormal  uric  acid  values  ranged  from  6.2  to 
9.5  with  a mean  of  7.4  and  a median  of  7.2. 
Data  from  the  Framingham  studies  suggest 
that  only  one  person  in  10  with  a serum  uric 
acid  level  of  six  or  greater  will  develop  gouty 
arthritis.7  Furthermore,  uric  acid  levels  in  the 
same  individual  are  subject  to  fluctuation.8 
Seven  persons  had  elevations  of  more  than  one 
chemical  value.  No  one  had  elevations  of  all 
three. 

Tonometry  represents  another  modality  of 
screening,  simple  quick  tests  which  can  be 


performed  on  the  spot  by  trained  assistants. 
Ninety-four  persons  had  intraocular  pressures 
(IOP)  less  than  21.0  mm  mercury.  One  patient 
with  an  abnormal  pressure  was  being  followed 
for  glaucoma.  Of  the  eight  persons  referred  to 
ophthalmologists  with  an  intra-ocular  pressure 
greater  than  21.0  mm  mercury,  two  were  di- 
agnosed as  chronic  open  angle  glaucoma  and 
are  on  medication,  two  were  thought  to  have 
possible  open  angle  glaucoma  and  are  being 
followed  by  an  ophthalmologist;  two  were 
false  positives;  and  follow-up  information  is 
not  available  on  the  remaining  two,  who  ap- 
parently had  not  seen  the  ophthalmologist  to 
whom  they  had  been  referred. 

The  questions  on  blurred  vision  were  of  no 
assistance  in  distinguishing  those  with  elevated 
intra-ocular  pressures.  The  patients  seen  in 
this  study  were  receiving  a wide  variety  of 
drugs  which  may  have  had  various  effects  on 
these  serum  determinations  and  intra-ocular 
pressure  measurements. 

Discussion 

It  might  seem  the  results  of  these  two  types 
of  screening  tests  may  have  different  implica- 
tions. The  patient  with  increased  intra-ocular 
pressure  represents  a clinical  problem  needing 
appropriate  treatment,  as  does  the  patient  with 
inadequate  refraction,  impaired  hearing  or  a 
positive  Pap  smear.  For  the  patient  with  an 
elevated  cholesterol,  no  diagnosis  is  immedi- 
ately forthcoming,  only  a suggestion,  with 
varying  degrees  of  certainty,  of  an  increased 
risk  of  developing  one  or  more  diseases. 
However,  the  thin  line  between  action  and 
inaction  cannot  be  drawn  so  clearly.  Ts  an 
intra-ocular  pressure  of  21.1  really  different 
from  a cholesterol  of  260,  or  a two-hour  post 
prandrial  blood  sugar  of  125  or  a “suspicious” 
Pap  smear?  While  the  confidence  limits  of 
probability  may  be  readily  utilized  in  epi- 
demiologic surveys  on  population  groups,  thev 
are  less  comfortably  applied  to  individual 
patients.  The  imposition  by  laboratory  fiat  of 
a disease  on  an  otherwise  healthy  individual 
places  a heavy  burden  on  both  physician  and 
patient.  ( Primum  non  nocere).  Recourse  to 
repetition  of  the  “abnormal”  value  implies  a 
hope  that  the  second  result  will  be  more 
strongly  positive  or  negative.  In  the  event  of  a 
discrepancy,  there  is  no  obvious  explanation 
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why  this  second  result  should  have  more  va- 
lidity than  the  first;  or,  conversely,  all  normal 
results  should  require  the  same  confirmation. 

The  value  of  a screening  test  is  generally 
agreed  to  rest  on  three  basic  points.  1 ) It 
should  be  sensitive  (produce  true  positives). 
2)  It  should  have  a high  specificity  (produce 
true  negatives).  3)  It  should  be  economical 
(in  terms  of  both  time  and  money).  To  these 
a fourth  important  criterion  must  be  added: 
4)  A positive  (or  confirmed  positive)  finding 
should  lead  to  some  meaningful  action  where- 
by the  health  of  the  patient  is  improved. 

Chronic  disease  screening  has  been  assailed 
by  its  detractors  on  all  four  of  these  points. 
There  is  a problem  of  establishing  confidence 
limits  for  test  values  which  are  simultaneously 
sensitive  enough  to  detect  disease  and  spe- 
cific enough  to  prevent  undue  alarm  over  dis- 
ease which  is  not  truly  present.  There  are  few 
things  so  distressing  as  an  abnormal  labora- 
tory result  for  which  no  disease  can  be  found. 
Furthermore,  the  “normal  range”  appears  to 
vary  for  different  age  groups  and  sexes.9 
Rarely  is  there  agreement  on  the  appropriate 
level  for  referral,  as  for  example,  in  the 
glaucoma.  Hollows  and  Graham  have  shown 
that  for  every  1000  persons  over  age  40  tested, 
90  will  have  an  intra-ocular  pressure  more 
than  two  standard  deviations  above  the  mean; 
only  4-5  of  these  will  have  ophthalmologic 
evidence  or  chronic  simple  glaucoma.10  Thus, 
20  patients  must  be  referred  (at  this  level)  to 
find  one  true  case.  More  specialists  are  re- 
quired before  such  a program  is  feasible  on  a 
large  scale  basis.  Large  glaucoma  screening 
projects  in  Philadelphia  and  Cleveland  had 
referral/new  case  ratios  of  8.1  and  5.4  respec- 
tively.11 

Economies  of  scale  have  sometimes  prompt- 
ed the  application  of  screening  tests  onto  in- 
appropriate populations.  Once  an  institution 
has  invested  in  the  necessary  equipment,  each 
person  utilizing  the  resource  reduces  the  unit 
cost.  Screening  is  no  longer  restricted  to  high 
risk  groups  where  the  expectation  of  a posi- 
tive yield  is  greater. 

What  happens  as  a result  of  the  screening? 
Most  of  today’s  major  illnesses  are  chronic 
conditions.  The  crude  ecologic  information 
available  suggests  that  behavioral  factors  may 
have  an  important  etiologic  role.  To  be  useful 


in  altering  the  course  of  disease,  screening 
should  thus  lead  to  some  change  in  be- 
havior, but  is  screening  necessary  to  initiate 
such  interactions?  We  now  “know’  that 
smoking  has  a detrimental  effect  on  several 
serious  conditions.  We  already  appreciate  the 
dangers  of  obesity  in  cardiac  disease  and 
diabetes.  Screening  tests  are  not  necessary  to 
direct  the  heavy  smoker  or  the  obese  patients. 
However,  such  tests  may  be  useful  to  con- 
vince the  patient  of  the  need  for  behavioral 
changes,  changes  which  he  might  otherwise 
choose  to  forego.  Essential,  therefore,  to  any 
screening  test  is  the  provision  of  adequate 
follow-up. 

This  need  for  follow-up.  as  well  for  under- 
standing the  epidemiology  of  the  disease,  may 
have  great  bearing  in  determining  the  target 
population  for  screening.  Clearly  those  persons 
who  have  the  least  ability  to  cope  with  the 
medical  care  svstem  (generally  the  indigent) 
will  most  likely  not  be  motivated  to  initiate 
action  against  asymptomatic  disease.  Thus  a 
dilemma  emerges;  persons  potentially  in  the 
high-risk  group  mav  also  be  the  least  moti- 
vated to  act  on  the  information  generated.  Pro- 
grams developed  for  a health-oriented  clien- 
tele (like  the  Kaiser  Foundation  Medical  Pro- 
gram2) cannot  be  transferred  directly  to  low 
income  populations;  nor  is  any  evidence  avail- 
able yet  to  demonstrate  their  effectiveness  in 
improving  health  levels  among  the  more  af- 
fluent. Wilson  and  Jungner  are  particularly 
critical  of  mass  multiphasic  screening  opera- 
tions, which  thev  term  a “blunderbuss  tech- 
niuue  that  too  often  gives  a low  yield  for  a 
high  expenditure  of  resources”  bv  failing  to 
concentrate  on  high  risk  groups  and  on  condi- 
tions for  which  a specific  therapy  is  availa- 
ble.12 

Is  there  a rationale  for  screening?  Critics 
are  often  quick  to  point  out  that  even  in  the 
case  of  a readily  treatable  condition  like  car- 
cinoma of  the  cervix,  screening  programs  have 
not  produced  any  discernible  change  in  mor- 
tality.12 Schor  et  al.  found  little  correlation 
between  conditions  discovered  by  screening 
and  those  determined  after  death.14  Hutchi- 
son’s analysis  of  the  preventive  orientation 
stresses  the  crucial  importance  of  timing;1' 
the  screening  procedure  must  detect  disease 
while  treatment  will  still  alter  the  natural 
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course  of  the  disease.  Others  are  content  with 
only  the  lessening  of  symptoms  or  improve- 
ment in  the  quality  of  life.  In  England,  there 
is  a growing  lessening  of  enthusiasm  for  ma- 
jor screening  projects  until  some  of  these  prob- 
lems can  be  evaluated.1617 

Is  there  a role  in  screening  for  the  indi- 
vidual practitioner?  The  results  of  this  small 
study  would  appear  to  suggest  that  new  in- 
formation may  be  gained  from  some  screen- 
ing tests.  The  value  of  this  information  must 
be  evaluated  by  the  practitioner  himself. 
Added  to  the  patient’s  medical  record,  it  may 
result  in  the  serendipitous  discovery  of  an  un- 
suspected condition.  Used  as  a piece  of  data 
by  which  the  patient  may  be  convinced  to 
alter  his  behavior,  the  screening  test  may 
become  a potent  tool. 

The  physician  may  elect  to  do  his  own 
screening,  in  which  case  he  will  probably  have 
to  limit  his  activities  to  a few  procedures;  the 
choice  of  these  procedures  should  be  based 
on  the  ability  to  detect  true  disease  readily 
and  to  provide  an  appropriate  therapy.  He 
may  be  able  to  utilize  one  of  the  several 
screening  centers  being  established  by  both 
public  and  private  medicine;  however,  the 
same  criteria  for  screening’s  effectiveness 
should  apply.  The  doctor  who  undertakes  a 
regular  screening  program  must  be  prepared 
to  see  the  proportion  of  normal  findings  in- 
crease with  time.  After  the  initial  screening, 
repeat  checks  will  have  a much  lower  yield. 
No  longer  is  one  detecting  the  prevalence  of  a 
sign,  only  its  incidence. 

Summary 

A series  of  adult  patients  from  a rural  Ken- 
tucky general  practice  were  screened  for  blood 
urea,  cholesterol,  and  uric  acid  and  for  intra- 
ocular pressure.  None  of  the  103  patients  had 
abnormal  tonometry;  two  of  these  represented 
new  cases  brought  under  treatment.  Of  the  43 
persons  with  abnormal  cholesterol,  only  49% 


were  truly  asymptomatic.  All  four  persons 
with  elevated  BUN  had  a history  of  some  re- 
lated condition  which  could  suggest  this  find- 
ing. Of  the  15  patients  with  elevated  uric  acid, 
four  had  some  type  of  arthritis  and  seven  were 
on  diuretics.  The  value  of  screening  in  general 
practice  is  discussed. 


Acknowledgment 

We  should  like  to  acknowledge  the  coopera- 
tion of  Calixo  Hernandez,  M.D.,  director  of 
the  division  of  epidemiology,  State  Health  De- 
partment, in  analyzing  the  serum  specimens. 


References 


1.  Bryan,  D J,  Wearne.  J.  L,  Viau,  A.,  Musser,  A W , 

Schoomaker  F.  W„  and  Thiers.  R E.  Profile  of  Admission 
Chemical  Data  by  Multichannel  Automation:  An  Evaluative  Ex- 
periment. Clinical  Chemistry,  12:1 37-143,  1966. 

2.  Keene,  C.  H.  The  Social  Organization  of  Medicine.  Har- 
vard Public  Health  Alumni  Pull.,  22: 3-12,  (suppl.),  August, 
1 965. 

3.  Dawber,  T.  R.,  Meadors,  G.  F.,  and  Moore,  F.  Epidemologic 
Approaches  to  Heart  Disease:  The  Framingham  study  Am.  J. 
Pub.  Hlth.,  41:219-86,  March,  1951. 

4.  Epstein,  F.  H.  An  Epidemiologic  Study  in  a Total  Com- 
munity: The  Tecumseh  Project.  Univ.  Mich.  Med.  Bull.,  26:501- 
14,  I960. 

5.  Scott,  R.  and  Robertson,  P.  D.  Multiple  Screening  in  Gen- 
eral Practice.  Brit.  Med.  2/643-647,  June,  1968. 

6 Brest,  A.  N.,  Heider,  C.,  Mehbod,  H.,  and  Onesti,  G. 
Drug  Control  of  Diuretic-Induced  Hyperuricemia.  JAMA, 
195: 42-4,  January,  1966. 

7 ^all,  A.  P-»  Barry,  P.  E.,  Dawber,  T.  R.,  and  McNamara, 
P M.  Epidemiology  of  Gout  and  Hyperuricemia.  Am.  J.  Med., 
42/27-37,  Jan.,  1967. 


oauer.  w.  i ne  diagnosis  or  Lrout.  New  Eng. 


1 vu . , 


229-583.  1943. 

9.  Files,  J.  B.,  Van  Peenen,  H.  J„  and  Lingberg,  A B Use 
of  Normal  Range”  in  Multiphasic  Testing.  JAMA,  205:  684- 
688,  Sept.,  1968. 


10  Hollows,  F.  C.,  and  Graham,  P.  A.  A Critical  Review  of 
Methods  of  E)etecting  Glaucoma.  In  Glaucoma,  Epidemiology, 
Early  Diagnosis,  and  Some  Aspects  of  Treatment.  Proceedings 
of  a symposium  held  at  the  Royal  College  of  Surgeons  of  Eng- 
land (Edinburgh,  Livingstone,  1966). 

11.  Screening  for  Glaucoma.  US.  Department  of  Health 
Education,  and  Welfare,  Public  Health  Service  Publication  No. 
666  (Washington,  1959). 

12.  Wilson,  J.M.G.  and  Jungner,  G.  Principles  and  Practice  of 
Screening  for  Disease.  WHO  Chronicle,  22;473-83,  November 
1968. 

13.  Cochcrane,  A.  L.  Screening:  The  Case  Against  It.  Paper 
presented  at  the  meeting  of  the  Association  of  Teachers  of  Pre- 
ventive Medicine,  November,  1968. 

14.  Schor,  S.  S.,  Clark,  T.  W.,  Parkhurst,  L.  W.,  Baker,  J.  P. 
and  Elsom,  K.  A An  Evaluation  of  the  Periodic  Health  Exami- 
nation: The  Findings  of  350  Examinees  Who  Died.  Ann.  Int. 
Med.,  61: 999-1005,  December,  1964. 

15.  Hutchison,  G.  B.  Evaluation  of  Preventive  Services.  J. 
Chron.  Dis.,  11: 497-508,  May,  I960. 

16  Who’s  for  Screening?  (Leading  article).  Lancet,  ii: 
706-07,  September,  1967. 

17.  Doubts  About  Screening.  Nature,  220: 527-28,  Novem- 
ber, 1968. 


The  Journal  of 


th 


412 


June  1969 


Emergency  Operation  for 
Cyanotic  Heart  Disease  in  Infants? 

J.  Kent  Trinkle,  M.D.,  F.A.C.S.,*  Lester  R.  Bryant,  M.D.,  F.A.C.S.** 
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Lexington,  Kentucky 


Most  infants  with  cyanotic  heart  disease 
can  be  saved  if  a precise  diagnosis  is  made 
by  cardiac  catheterization  and  followed 
by  immediate  operation.  Delay  is  the 
greatest  enemy  of  the  physician — and  the 
infant! 

CYANOTIC  heart  disease  in  the  new- 
born or  young  infant  is  not  hopeless! 
With  modern  diagnostic  and  surgical 
techniques  many  “blue  babies”  can  have  a long 
and  normal  life.  Some  can  only  be  offered 
palliation  in  the  hope  that  a totally  corrective 
operation  will  soon  be  developed.  To  a very 
few  we  can  offer  nothing  at  present.  However, 
the  few  infants  with  uncorrectable  lesions 
should  not  be  allowed  to  cast  an  air  of  pessi- 
mism on  the  many  babies  that  can  be  saved. 

Not  all  cyanotic  infants  have  congenital 
heart  disease.  Cyanosis  can  be  produced  by 
such  things  as  hyaline  membrane  disease,  as- 
piration pneumonitis,  lung  cysts  and  dia- 
phragmatic hernia.  However,  unless  some  non- 
cardiac etiology  of  the  cyanosis  is  obvious, 
cardiac  catheterization  is  frequently  necessary 
to  rule  out  a correctable  cardiac  anomaly.  The 
physician  must  not  procrastinate  since  time, 
hypothermia,  acidosis  and  hypoxia  are  work- 
ing against  the  infant.  Oxygen,  digitalis,  sodi- 
um bicarbonate  and  a warm  isolette  may 
provide  temporary  relief;  but,  these  measures 
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are  no  substitute  for  prompt  cardiac  catheteri- 
zation and  operation. 

This  article  presents  a discussion  of  the 
seven  most  frequent  types  of  cyanotic  con- 
genital heart  disease,  and  the  current  surgical 
management  of  each  lesion. 

Tetralogy  of  Fallot 

(Fig.  1A)  This  is  a combination  of  four 
lesions:  Pulmonic  stenosis,  ventricular  septal 
defect,  right  ventricular  hypertrophy  and  over- 
riding of  the  aorta.  Due  to  the  pulmonic 
stenosis,  most  of  the  venous  blood  in  the  right 
ventricle  passes  via  the  VSD  into  the  over- 
riding aorta  producing  cyanosis.  The  severity 
of  the  anomaly  depends  on  the  degree  of 
pulmonic  stenosis — with  mild  stenosis  there 
is  normal  pulmonary  blood  flow  and  the 
patient  may  survive  to  adulthood.  With  severe 
stenosis  very  little  blood  reaches  the  lungs  and 
the  patient  may  die  in  the  first  few  weeks  of 
life.  Infants  with  the  severe  form  of  Tetralogy 
may  be  pink  at  birth,  while  the  ductus  ar- 
teriosus is  still  patent,  but  become  cyanotic 
in  a few  days.  They  tend  to  have  syncopal 
episodes  with  crying  when  pulmonary  blood 
flow  is  reduced.  There  is  usually  a systolic 
murmur  along  the  left  sternal  border.  The 
chest  x-ray  reveals  a “boot-shaped”  heart 
and  clear  lung  fields  due  to  the  reduced  pul- 
monary blood  flow.  EKG  indicates  right  ven- 
tricular hypertrophy. 

Complete  correction  can  be  accomplished 
by  suturing  a prosthetic  patch  over  the  VSD 
and  excising  the  pulmonic  stenosis.  This  opera- 
tion is  done  with  cardiopulmonary  bypass 
but  the  mortality  rate  is  extremely  high  if  per- 
formed before  four  or  five  years  of  age.  Infants 
and  younger  children  with  life-threatening, 
severe  cyanosis  need  palliation  by  increasing 
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FIGURE  1 . A.  Tetralogy  of  Fallot.  Stenosis  is  present  of 
the  pulmonic  valve  (vl  and  the  infundibulum  (i).  Blood 
flow  into  the  pulmonary  artery  (PA)  is  reduced  and  un- 
oxygenated blood  passes  through  the  ventricular  septal 
defect  (VSD)  and  out  the  aorta  (AO)  which  over-rides 
the  VSD.  The  right  ventricle  (RV)  is  hypertrophied. 

B.  Transposition  of  the  Great  Vessels.  The  origin  of  the 
aorta  (AO)  and  the  pulmonay  artery  (PA)  are  reversed. 
The  aorta  arises  from  the  right  ventricle  (RV)  and  the 
pulmonary  artery  from  the  left  ventricle.  Systemic  venous 
blood  returning  to  the  right  side  of  the  heart  is  pumped 
back  into  the  aorta,  and  pulmonary  venous  blood  is  re- 
turned to  the  pulmonary  artery  and  lungs.  The  only 
mixing  between  these  independent  circuits  is  via  the  patent 
foramen  ovale  (FO)  and  patent  ductus  arteriosus  (PDA). 

C.  Tricuspid  and  Pulmonic  Atresia.  Little  or  no  blood 
passes  through  the  tricuspid  valve  into  the  underdeveloped 
right  ventricle  (RV)  and  pulmonary  artery  (PA).  Systemic 
venous  blood  passes  through  the  patent  foramen  ovale 
to  the  left  atrium  where  it  mixes  with  the  pulmonary 
venous  blood. 

D.  Truncus  Arteriosus.  Both  ventricles  pump  blood  into 
a single  large  vessel  (T)  which  in  turn  gives  rise  to  the  aorta 
(AO)  and  pulmonary  arteries  (RPA  & LPA). 


the  pulmonary  blood  flow.  This  can  be  ac- 
complished by  anastomosing  the  subclavian 
artery  to  either  pulmonary  artery  (Fig.  4),1  or 
by  creating  a fistula  between  the  ascending 
aorta  and  the  proximal  right  pulmonary  ar- 
tery (Fig.  5)2.  The  subclavian-pulmonary 
artery  shunt  is  generally  used  only  in  larger 
infants,  over  12  months  and  20  lbs.,  where  the 
subclavian  artery  is  large  and  can  be  readily 
anastomosed.  The  aorta-right  pulmonary  artery 
shunt  is  used  in  smaller  infants.  Both  types  of 
shunts  are  closed  when  total  correction  is  per- 
formed at  five  or  six  years  of  age. 


Transposition  of  the  Great  Vessels 

(Fig.  IB).  In  this  lesion  the  great  vessels 
are  reversed  so  that  the  aorta  arises  from 
the  right  ventricle  and  the  pulmonary  artery 
from  the  left  ventricle.  Venous  blood  returning 
to  the  right  side  of  the  heart  is  pumped  into 
the  aorta  without  being  oxygenated;  and, 
oxygenated  blood  returning  via  the  pulmonary 
veins  to  the  left  side  of  the  heart  is  pumped 
into  the  pulmonary  artery  and  back  to  the 
lungs.  These  two  completely  independent  cir- 
culations, one  systemic  and  one  pulmonary, 
would  be  incompatible  with  life  except  for 
some  mixing  through  a patent  ductus  arter- 
iosus and  a patent  foramen  ovale.3  Infants 
with  “transposition”  are  usually  large  and  ro- 
bust but  intensely  cyanotic.  There  is  no  mur- 
mur unless  a VSD  or  pulmonic  stenosis  is  also 
present.  EKG  demonstrates  right  ventricular 
hypertrophy.  Chest  x-ray  reveals  increased 
vascular  markings  due  to  venous  congestion. 
The  heart  is  egg-shaped  with  a narrow  supe- 
rior mediastinum  since  the  aorta  lies  anterior 
to  the  pulmonary  artery  rather  than  side-by- 
side. 

Total  correction  of  transposition  of  the  great 
vessels  can  be  performed  by  shunting  systemic 
venous  blood  into  the  left  atrium  and  the 
pulmonary  venous  blood  into  the  right  atrium, 
thus  transposing  the  venous  return  to  the  heart 
to  fit  the  transposed  great  vessels4.  This  opera- 
tion requires  cardiopulmonary  bypass  and  car- 
ries a prohibitive  mortality  rate  in  infants. 
Therefore,  a palliative  procedure  must  be  car- 
ried out  to  increase  mixing  between  the  two 
blood  circuits  to  allow  the  infant  to  survive 
until  three  or  four  years  of  age  when  complete 
correction  can  be  performed.  The  procedure 
most  widely  used  is  the  Blalock-Hanlon 
shunt3  which  creates  a large  atrial  septal  de- 
fect. (Fig.  6)  It  is  usually  necessary  to  per- 
form this  operation  within  the  first  few  weeks 
of  life  before  the  ductus  arteriosus  and  fora- 
men ovale  close.  Recently  a balloon  septos- 
tomy, a non-operative  palliative  procedure  has 
been  used.'5  During  cardiac  catheterization,  a 
catheter  with  a small  balloon  on  the  tip  is 
passed  through  the  foramen,  thus  enlarging  it 
and  creating  an  atrial  septal  defect.  This  pro- 
cedure is  safe  and  does  not  require  a thoraco- 
tomy; however,  the  infants  frequently  outgrow 
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FIGURE  2.  Total  Anomalous  Pulmonary  Venous  Return.  1WA„.  . , . 

A Supracardiac:  Blood  from  the  pulmonary  veins  (RPV  4 LPV)  flows  via  a vert.cle  anomalous  vein  (VAV)  mto  the 
innominate  vein  (IN)  and  then  to  the  right  atrium  IRA).  Thus,  all  venous  blood,  both  systemic  and  pulmonary,  returns 
to  the  right  atrium.  The  only  blood  reaching  the  left  atrium  passes  via  the  patent  foramen  ovale  (FOI 

The  lower  diagram  depicts  the  operative  procedure.  The  pulmonary  veins  are  anastomosed  (A)  to  the  posterior  wall  of 
the  left  atrium,  the  anomalous  vein  is  tied  IT)  and  the  foramen  ovale  is  sutured  (S). 


B.  Cardiac:  The  pulmonary  veins  (RPV  4 LPV)  empty  directly  into  the  right  atrium  (RAI.  A small  amount  of  mixed 
systemic  and  pulmonary  venous  blood  reaches  the  left  atrium  via  the  foramen  ovale.  . . 

The  operative  procedure  is  depicted  in  the  lower  diagram.  The  pulmonary  venous  opening  into  the  atrium  is  enlarged 
(A),  and  a portion  of  the  atrial  septum  is  excised  and  replaced  with  an  oblique  dacron  patch  (PI  to  shunt  the  pul- 
monary  venous  blood  into  the  left  atrium. 


C.  Infracardiac:  Blood  from  the  pulmonary  veins  (RPV  4 LPV)  empties  via  a vertide  anomalous  vein  (VAV)  into  the 
inferior  vena  cava  (IVC)  or  one  of  its  branches.  A small  amount  of  mixed  systemic  and  pulmonary  venous  blood  reaches 
the  left  atrium  via  the  foramen  ovale  (FO). 

The  operation  correction  of  this  lesion  is  depicted  in  the  I twer  diagram.  The  pulmonary  veins  are  anastomosed  (Al  to 
the  posterior  wall  of  the  left  atrium,  the  anomalous  vein  is  tied  (T),  and  the  foramen  ovale  is  sutured  (S). 


this  small  shunt  and  require  a Blalock-Hanlon 
shunt  several  months  later. 

Tricuspid  and  Pulmonic  Atresia 

(Fig.  1C).  In  this  anomaly  the  tricuspid 
valve  is  either  atretic  or  severely  stenotic,  and 
venous  blood  in  the  right  atrium  passes 
through  an  atrial  septal  defect  into  the  left 
atrium  thus  producing  cyanosis.  The  right  ven- 
tricle and  pulmonary  artery  are  also  hypo- 
plastic so  that  even  if  the  tricuspid  valve  could 
be  enlarged  there  would  still  be  inadequate 
blood  flow  to  the  lungs. 

These  infants  are  cyanotic  at  birth  and  the 
degree  of  cyanosis  and  prognosis  depends  on 
the  amount  of  blood,  if  any,  passing  through 


the  right  ventricle  into  the  pulmonary  artery. 
As  the  patent  ductus  closes,  total  pulmonary 
blood  flow  decreases  and  the  infant  dies.  1 he 
presence  of  a murmur  is  variable.  The  lung 
fields  are  clear  on  the  x-ray  due  to  diminished 
pulmonary  blood  flow.  The  EKG  shows  left 
axis  deviation  and  left  ventricular  hypertrophy 
— a contrast  to  severe  Tetralogy  of  Fallot 
which  otherwise  has  a similar  clinical  and  x-ray 
appearance. 

The  only  hope  for  survival  is  an  aorto- 
pulmonary artery  shunt  to  increase  the  pul- 
monary blood  flow.  (Fig.  5)  A few  total  cor- 
rections have  been  performed  in  the  milder 
form  of  this  lesion  in  which  the  right  ventricle 
is  merely  under-developed  and  not  truly  atre- 
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tic.  The  ASD  is  closed  with  a perforated  patch 
which  slowly  shuts  off  the  right  to  left  shunt. 
As  the  perforations  gradually  close,  the  right 
ventricle  has  time  to  enlarge  and  accept  the 
increased  load.  In  those  infants  with  the  severe 
form  of  tricuspid  or  pulmonic  atresia  no  total 
correction  can  be  performed  at  this  time,  ex- 
cept perhaps  cardiac  transplantation. 

Truncus  Arteriosus 

(Fig.  ID).  At  an  early  stage  of  embryonic 
development  the  heart  is  a single  tube  and  the 
cranial  portion,  the  truncus  arteriosus,  sub- 
divides into  the  aorta  and  pulmonary  artery. 
When  the  truncus  fails  to  divide,  the  upper 
portion  of  the  interventicular  septum  is  absent 
and  both  ventricles  empty  into  a single  large 
vessel — the  persistent  truncus  arteriosus.  The 
right  and  left  pulmonary  arteries  arise  directly 
from  the  truncus  at  varying  sites.  Usually  the 
total  pulmonary  blood  flow  is  increased,  and, 
due  to  the  high  pressure,  irreversible  pulmonary 
hypertension  occurs  within  one  or  two  years. 

Infants  with  this  lesion  are  mildly  cyanotic 
at  birth  and  the  cyanosis  increases  as  pulmo- 
nary hypertension  decreases  pulmonary  blood 
flow.  Chest  x-ray  reveals  a globular-shaped 
heart  and  the  pulmonary  vascular  markings 
are  usually  increased.  The  EKG  indicates 
both  left  and  right  venticular  hypertrophy. 

Infants  with  truncus  arteriosus  and  increased 
pulmonary  blood  flow  should  have  a constricting 
band  placed  around  each  pulmonary  artery. 
This  decreases  pulmonary  blood  flow  and 
lowers  the  pressure  in  the  distal  pulmonary  ar- 
tery, thus  preventing  irreversible  pulmonary 
hypertension.  Total  correction  has  been  suc- 
cessful with  homograft  from  the  anterior  wall 
of  the  right  ventricle  to  the  pulmonary  arteries 
which  are  excised  from  the  truncus7.  The  mor- 
tality rate  is  high  and  the  operation  must  be 
performed  before  pulmonary  hypertension  de- 
velops. 

Total  Anomalous  Pulmonary  Venous  Return 

(Fig.  2 A-C).  In  this  lesion  the  pulmonary 
veins  combine  to  form  a large  transverse 
anomalous  vein  lying  posterior  to  the  heart. 
Rather  than  draining  into  the  left  atrium,  the 
pulmonary  venous  blood  all  returns  to  the  right 
side  of  the  heart  by  one  of  three  routes:  Into 


FIGURE  3.  A.  Pulmonic  Stenosis:  Stenosis  of  the  pulmonic 
valve  (V)  or  infundibulum  li)  causes  increased  pressure 
in  the  right  ventricle  (RV)  and  right  atrium  (RA).  The 
increased  right  atrial  pressure  results  in  systemic  venous 
blood  being  shunted  into  the  left  atrium  via  the  foramen 
ovale  (FO). 

B.  Operative  correction  is  performed  by  inserting  a 
valvulotome  through  the  wall  of  the  right  ventricle  within 
the  confines  of  a pursestring  suture  (S),  expanding  the 
blades  to  4-8  mm.,  and  thrusting  the  blades  through  the 
stenotic  valve  to  enlarge  it. 

C.  Underdeveloped  Left  Heart:  The  left  ventricle  (LV)  and 
the  mitral  and  aortic  valves  are  atretic.  Pulmonary  venous 
blood  returning  to  the  left  atrium  (LA)  passes  via  the 
foramen  ovale  (FO)  into  the  right  atrium.  The  only  blood 
reaching  the  aorta  is  by  reversed  flow  via  a patent  ductus. 

the  superior  vena  cava,  usually  via  the  in- 
nominate vein;  into  the  right  atrium  either 
directly  or  via  the  coronary  sinus;  or,  into  the 
inferior  vena  cava  or  one  of  its  branches.  Thus 
all  venous  blood,  both  systemic  and  pulmonary, 
enters  the  right  atrium.  The  only  way  blood 
can  enter  the  left  heart  is  via  an  atrial  septal 
defect  and  by  retrograde  flow  through  a patent 
ductus  arteriosus. 

If  there  is  no  pulmonary  venous  obstruction, 
the  infants  are  only  mildly  cyanotic.  They 
have  right  heart  failure  due  to  massive  blood 
flow  to  the  lungs.  The  x-ray  shows  cardiac  en- 
largement with  increased  pulmonary  vascu- 
larity. The  EKG  shows  right  axis  deviation 
and  right  ventricular  hypertrophy.  There  is  us- 
ually a systolic  murmur  along  the  upper  left 
sternal  border  due  to  the  large  flow  across  the 
pulmonic  valve.  The  untreated  prognosis  varies 
with  the  site  of  anomalous  return — those 
emptying  directly  into  the  right  atrium  may 
(Fig.  2B)  survive  several  months  or  even  years, 
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but  those  infants  with  longer  routes  of  return 
have  pulmonary  venous  obstruction  and  usual- 
ly die  within  a few  months.  (Fig.  2A  and  2C) 
Total  correction  must  be  performed  with 
extracorporeal  circulation  at  an  early  age.  In 
the  supra  and  infracardiac  types  of  T.A.P.V.R. 
the  transverse  anomalous  vein  is  anastomosed 
to  the  posterior  wall  of  the  left  atrium,  the 
anomalous  vein  to  the  systemic  circulation  is 
ligated,  and  the  foramen  ovale  is  closed.  In 
the  cardiac  type  T.A.P.V.R.  the  opening  into 
the  right  atrium  is  enlarged  and  a dacron 
patch  is  sutured  over  the  opening  to  shunt  the 
pulmonary  venous  blood  through  the  enlarged 
atrial  septal  defect  into  the  left  atrium.8 

Pulmonic  Stenosis  and  Atrial  Septal  Defect 

(Fig.  3A).  In  this  lesion  there  is  stenosis  of 
the  pulmonic  valve,  with  or  without  narrowing 
of  the  annulus  and  infundibulum,  and  right 
ventricular  hypertrophy.  The  right  ventricle 
generates  extremely  high  pressure,  1 50  mm  Hg 
or  more,  and  the  secondary  increase  in  right 
atrial  pressure  results  in  a right-to-left  shunt 
through  an  atrial  septal  defect  or  a patent 
foramen  ovale.  If  the  pulmonic  stenosis  is 
severe,  almost  all  blood  is  shunted  into  the 
left  atrium  and  the  infant  is  very  cyanotic. 
EKG  shows  severe  right  ventricular  hyper- 
trophy and  right  axis  deviation.  Chest  x-ray  re- 
veals diminished  pulmonary  vascular  markings 
and  cardiac  enlargement.  Usually  a systolic 
murmur  is  present  along  the  left  sternal  border 
due  to  flow  through  the  stenotic  pulmonic 
valve;  however,  with  severe  stenosis  and  little 
flow  through  the  pulmonic  valve,  the  murmur 
may  be  absent.  It  is  sometimes  difficult  to  dis- 
tinguish severe  pulmonic  stenosis  from  Tetra- 
logy of  Fallot,  and  diagnosis  must  be  made  by 
cardiac  catheterization. 

Surgical  treatment  consists  of  opening  up  the 
pulmonic  valve  either  by  closed  valvotomy,  or 
by  hypothermia  with  inflow  occlusion  and  di- 
rect vision  valvotomy.  In  infants  we  prefer 
closed  valvotomy.  (Fig.  3B)  A pursestring  su- 
ture is  placed  in  the  right  ventricle  near  the 
apex  and  a Brock  valvulotome  is  inserted  with- 
in the  confines  of  the  suture  into  the  right  ven- 
tricular cavity.  The  blades  are  then  opened  to 
a diameter  of  four  to  eight  mm  and  thrust 
through  the  valve  which  has  a preoperative 
diameter  of  only  one  or  two  mm.  This  in- 
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crease  in  the  valve  orifice  area  produces  a 
dramatic  increase  in  pulmonary  blood  flow,  a 
fall  in  right  ventricular  pressure,  and  reduces  or 
eliminates  the  right-to-left  shunt  at  the  atrial 
level.  Although  the  initial  results  of  closed 
pulmonic  valvotomy  are  dramatic,  residual 
stenosis  is  usually  present  and  the  infant  may 
require  open  valvotomy  with  cardiopulmonary 
bypass  at  a later  age.9 

Underdeveloped  Left  Heart 

(Fig.  3C) . This  lesion  is  atresia  or  hypo- 
plasia of  the  left  ventricle,  and  the  mitral  and 
aortic  valves.10  Most  of  the  blood  returning  to 
the  left  atrium  passes  through  a patent  fora- 
men ovale  into  the  right  atrium.  The  mixture  of 


A 


FIGURE  4.  Blalock-Tausig  Shunt. 

A.  The  subclavian  artery  (SC)  is  divided  near  its  distal 
end. 

B.  The  subclavian  artery  is  then  anastomosed  to  the 
right  pulmonary  artery  to  increase  the  total  blood  flow. 
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right  ventricular  hypertrophy  and  the  pulmon- 
ary vascular  markings  are  increased  on  chest 
x-ray.  There  may  be  a systolic  flow  murmur 
in  the  pulmonic  area. 

There  is  no  palliative  or  corrective  operation 
for  infants  with  underdeveloped  left  heart. 
Rarely,  the  aortic  or  mitral  valve  alone  is 
stenotic  and  the  left  ventricle  merely  small 
rather  than  atretic — in  these  cases  aortic  or 
mitral  valvotomy  may  be  performed  as  in  pul- 
monic stenosis. 


Cyanotic  Heart  Disease — 


FIGURE  5.  Aortic-Right  Pulmonary  Artery  Shunt. 

A.  A clamp  is  placed  which  totally  occludes  the  right 
pulmonary  artery  (PA)  and  tangentially  occludes  a por- 
tion of  the  ascending  aorta  (AO).  Parallel  5 mm.  in- 
cisions (I)  are  made  in  the  two  vessels. 

B.  After  the  incisions  are  sutured  together  and  the  clamp 
removed,  an  anastomosis  (A)  has  been  created  which  in- 
creases the  blood  flow  into  the  pulmonary  artery. 

systemic  and  pulmonary  venous  blood  then 
passes  into  the  pulmonary  artery  and  the  only 
blood  that  reaches  the  aorta  is  that  which 
passes  by  reversed  flow  through  the  patent 
ductus  arteriosus.  As  the  ductus  closes  the  in- 
fant dies. 

These  infants  may  appear  normal  at  birth, 
but  within  48  hours  develop  heart  failure  and 
show  signs  of  shock — vasoconstriction  with 
weak  or  absent  pulses.  EKG  demonstrates 


Discussion 

A discussion  has  been  presented  of  the  sur- 
gical management  of  seven  precise  cyanotic 
heart  anomalies  in  infants.  However,  occasion- 
ally the  cardiac  lesion  is  not  quite  so  precise  as 
described — they  vary  in  severity  and  combi- 
nation of  lesions.  The  timing  and  type  of  surgi- 
cal procedure  must  be  tailored  to  fit  the  individ- 
ual lesion — thus  the  need  for  early  and  ac- 
curate diagnosis. 

The  operative  procedure  is  likewise  seldom 
as  simple  as  diagrams  indicate.  Suturing  infant 
vessels  can  be  compared  to  anastomosing  two 
pieces  of  wet  spaghetti  while  they  contract  100 
times  per  minute.  Cyanotic  infants  do  not 
tolerate  operation  well  and,  in  addition  to 
technical  problems,  the  surgeon  must  combat 
three  enemies:  hypothermia,  acidosis,  and 


FIGURE  6.  Blalock-Hanlon  Shunt.  A.  A clamp  (C)  is 
placed  to  tangentially  occlude  a portion  of  both  the  right 
and  left  atria  and  the  right  pulmonary  veins  (PV). 

B.  Side  view  shows  clamp  (C)  excluding  a portion  of 
the  right  and  left  atria  (RA  & LA)  with  the  intervening 
septum  (S).  Parallel  incisions  (I)  ore  made  in  the  excluded 
RA  & LA,  and  a portion  of  the  atrial  septum  is  excised. 

C.  After  the  incision  is  sutured  and  the  clamp  removed, 
an  atrial  septal  defect  has  been  created  to  increase  mix- 
ing between  the  atria,  and  the  right  pulmonary  veins 
emptying  into  both  atria. 
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blood  volume  changes.  A few  degrees  drop 
in  temperature  will  cause  slowing  of  cardiac 
rate  and  output.  The  operating  room  must  be 
warm  (85 °F),  a heating  pad  on  the  table,  ex- 
tremities wrapped  and  skin  preparation  brief 
and  with  warmed  solution.  If  these  precautions 
are  taken,  rather  than  thrusting  the  wet,  naked 
infant  into  the  air-conditioned  operating  room, 
body  temperature  can  be  maintained.  A central 
venous  catheter  is  inserted  both  for  intravenous 
fluid  administration  and  periodic  pH  determin- 
ations. Most  cyanotic  infants  are  mildly 
acidotic  (pH  7.20-7.30)  and  often  severe 
acidosis  ensues  with  the  insult  of  anesthesia  and 
operation.  Frequent  doses  of  intravenous  so- 
dium bicarbonate,  1-3  meq.,  are  required.  Also, 
one  must  remember  that  young  infants  have  a 
blood  volume  of  300cc  or  less.  Thus  a 30  or 
40cc  blood  loss,  or  the  sudden  infusion  of  50cc 
of  saline  represents  a life-threatening  change  in 
blood  vloume.  Precise  intake  and  output  must 
be  recorded. 

Finally  the  physician  need  no  longer  view 
the  “blue  baby”  with  despair.  Although  not  all 


cyanotic  infants  can  be  salvaged,  accurate 
diagnosis  and  early  operation  can  give  many 
of  them  a normal  life  expectancy.  In  what 
other  area  of  medicine  can  the  physician  antici- 
pate 70  or  80  year  survivors? 
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A Study  of  Cholecystectomies  in  a 
Small  Community  Hospital 

Romeo  S.  Berardi,  M.D.* 

McDowell,  Kentucky 


The  results  of  1 16  cholecystectomies , per- 
formed in  a four  and  one-half  year  period, 
are  discussed.  Morbidity  was  15.5  per- 
cent and  mortality  zero  percent.  Very 
careful  individualization  is  emphasized 
in  choosing  early  operation  for  acute 
cholecystitis. 

Cholecystectomy  is  by  far  the 
most  commonly  performed  operation  in 
this  60  bed  hospital.  During  the  con- 
sidered study  period,  1 1 6 cholecystectomies 
have  been  done  as  compared  to  108  inguinal 
hernia  repairs,  84  T & A’s,  61  appendecto- 
mies and  57  gastric  procedures  for  chronic 
duodenal  ulcer. 

This  study  covers  a four  and  one-half  year 
period  (July,  1 964-January,  1969)  and  is  in- 
tended to  analyse  the  results  of  cholecystec- 
tomy as  obtained  in  a small  community  hos- 
pital. The  patients  included  in  this  report  were 
treated  by  one  board  certified  surgeon  and/or 
surgical  residents  under  the  latter’s  supervision. 

Clinical  Data  and  Results 

One  hundred  sixteen  cholecystectomies 
were  performed  for  acute  or  chronic  chole- 
cystitis, all  having  cholelithiasis.  Twenty-eight 
or  24. 1 percent  had  a concomintant  common 
duct  exploration.  The  youngest  patient  was  17 
and  the  oldest  86  with  a median  age  of  53.9. 
There  were  98  females  and  18  males  giving  an 
approximate  ratio  of  5.4:1.  Seventy-eight  or 
67.1  percent  were  over  the  age  of  50.  Of  the 
28  having  choledochostomy,  22  or  81.1  per- 
cent resulted  in  positive  findings  (stones). 


*Chief  of  Surgery,  Daniel  Boone  Clinic,  McDowell 
Regional  Hospital 


The  post  operative  complications  were  as 


follows: 

Ileus  1 

Pneumonia  3 

Wound  infection  8 

Wound  seroma  7 


(The  differentiation  between  wound  infection 
and  seroma  was  based  on  bacteriologic  results 
of  wound  cultures.) 


Cardiac  failure  1 

Wound  dehiscence  1 

Metabolic  acidosis  1 


This  accounted  for  22  complications  oc- 
curring in  18  patients.  Eleven  or  50  percent  of 
the  complications  occurred  when  the  common 
duct  was  explored.  Ninety-three  and  one-half 
percent  occurred  in  patients  over  the  age  of 
50.  The  overall  morbidity  rate  was  18.9  per- 
cent but  when  corrected  to  the  number  of 
patients  involved,  it  results  in  15.5  percent. 
Four  infections  (stitch  abscesses)  and  three 
seromas  (stitch  seromas)  of  the  wound  were 
of  very  minor  degree.  All  gall  bladder  beds 
were  drained  and  T-tube  drainage  was  estab- 
lished in  all  explored  common  ducts. 

The  following  indications  necessitated  chole- 
dochostomy: Jaundice  or  the  history  of  jaun- 
dice, 13;  palpable  stones  in  the  common 
duct,  four;  associated  pancreatitis,  five;  size 
(greater  than  1.2  cm.)  and  appearance  of 
common  duct,  three;  associated  purulent  chol- 
angitis, one;  and  biliary  “mud”  associated  with 
multiple  small  stones  in  the  gall  bladder  with  a 
dilated  cystic  duct,  two.  These  represented  the 
primary  indications  for  choledochostomy,  some 
patients  having  more  than  one  indication. 

Of  the  six  negative  choledochostomies,  three 
occurred  in  patients  with  a history  of  jaun- 
dice, two  in  associated  pancreatitis  and  one 
with  small  multiple  gall  bladder  stones  associ- 
ated with  a dilated  cystic  duct. 

Pathologic  diagnosis  of  all  gall  bladders 
was  obtained  and  revealed  either  acute,  sub- 
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acute,  or  chronic  cholecystitis.  All  had  stones. 
Two  were  considered  to  have  mild  cholecy- 
stitis but  both  were  associated  with  cholestero- 
losis. 

No  attempt  was  made  in  this  report  to  sepa- 
rate those  cases  treated  as  “semi-urgent”  from 
the  elective,  but  suffice  it  to  say  that  of  the 
entire  group,  six  were  operated  on  within  72 
hours  after  admission  with  a diagnosis  of  acute 
cholecystitis.  All  six  had  wound  complications 
in  the  postoperative  period. 

The  average  hospital  stay  was  15  days  with 
the  shortest  five  days,  and  the  longest  36  days. 
The  mortality  rate  was  zero  percent.  All  pa- 
tients have  been  followed  to  date,  being  re- 
called at  three,  six,  12,  24,  36,  48  and  54 
months.  The  median  follow-up  period  is  16.8 
months. 

No  patient  has  required  re-operation  for 
“post  cholecystectomy  syndrome”.  Two  of  the 
116  were  operated  on  four  and  one-half  and 
two  and  one-half  years  after  a vagotomy  and 
antrectomy  for  chronic  duodenal  ulcer.  Both 
gall  bladders  were  found  to  be  normal  at  the 
time  of  gastric  surgery. 

Discussion 

Cholecystectomy  is  an  extremely  common 
operation  and  it  is  estimated  that  approxi- 
mately 350.000  such  procedures  are  per- 
formed in  this  country  annually.1  This  pro- 
cedure represented  6.1  percent  of  all  general 
surgical  operations  performed  during  the  con- 
sidered study  period,  excluding  operative  gyne- 
cology and  obstetrics. 

Our  results  show  a somewhat  higher  female/ 
male  ratio  (5.4-1)  than  is  usually  reported.23 
This  we  feel  can  be  partially  explained  by  the 
fact  that  women  in  this  area  have  a less  haz- 
ardous life  than  men,  most  of  whom  are  coal 
miners. 

We  were  somewhat  dismayed  at  what  we 
considered  to  be  a relatively  high  morbidity 
rate  (18.9  percent).  However,  67.1  percent 
of  our  patients  were  over  the  age  of  50  and  it 


is  well  known  that  morbidity  and  mortality  in 
this  age  group  is  indeed  high.4  Ninety-three 
and  one-half  percent  of  the  complications  oc- 
curred in  patients  over  50  and  50  percent  in 
patients  having  common  duct  exploration.  Al- 
though there  were  no  deaths  in  this  series, 
Glenn  reports  a mortality  of  9.6  percent  in 
patients  past  50  years  of  age  having  common 
duct  exploration  compared  to  a mortality  of 
1.5  percent  in  patients  under  50. 4 In  this 
study  24.1  percent  had  a choledochostomy. 
This  figure  approximates  other  reported  se- 
ries,36 although  positive  common  duct  find- 
ing (stones)  in  this  study  was  somewhat  high- 
er (81.1  percent). 

Admittedly  our  experience  with  early  op- 
eration in  acute  cholecystitis  is  quite  limited, 
but  it  should  be  noted  that  the  six  patients  in 
this  study  so  treated  all  developed  postopera- 
tive wound  complications.  This  is  not  to  imply 
a negative  attitude  toward  early  operation  in 
acute  cholecystitis,  but  only  to  emphasize  our 
feeling  that  very  careful  individualization  must 
be  exercised  in  the  choice  of  this  policy  in 
small  community  hospitals. 

Summary 

A study  of  1 16  cholecystectomies  in  a four 
and  one-half  year  period  performed  in  a small 
community  hospital  has  been  presented.  The 
corrected  morbidity  rate  was  15.5  percent  and 
the  mortality  rate  zero  percent.  Very  careful 
individualization  is  emphasized  in  choosing 
early  operation  for  acute  cholecystitis  in  small 
community  hospitals. 
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by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual  exhibitor  as  well  as 
costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exh  bit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  Jos.  T. 
Griffin  Company,  704  West  Main  Street,  Louisville  40202,  who  supply  equipment  for  the  annual 
KMA  meeting. 

Due  to  the  shortage  of  space,  please  have  your  exhibit  as  compact  as  possible. 
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The 

trouble 

with 

women.. 

frequently 
is  men 


FLAG  YE 

brand  of  metronidazole 


Cures 

Trichomonal 
Infection 
in  Both 


Although  Trichomonas  vaginalis  infection 
occurs  in  only  5 to  10  per  cent*  of  men, 
careful  diagnosis  will  demonstrate  the 
condition  in  about  half  of  all  husbands  of 
infected  women.  Nine  investigators* 
reported  an  average  incidence  of  50.8  per 
cent  in  exposed  consorts. 

Many  clinicians  have  achieved  a high  degree 
of  success  in  treating  trichomonal  vaginitis 
only  after  they  have  recognized  the 
importance  of  sexual  partners  in 
perpetuating  the  infection.  Crowley* 

Indications:  Flagyl  is  indicated  in  the  treatment 
of  trichomoniasis  in  both  men  and  women. 

Contraindications:  Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history 
of  blood  dyscrasia. 

Precaution:  Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy, 
especially  if  a second  course  is  necessary. 

Side  Effects:  Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with 
concomitant  ingestion  of  alcohol.  The  taste  of 
alcoholic  beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per  cent, 
are  diarrhea,  dizziness,  vaginal  dryness  and 
burning,  dry  mouth,  rash,  urticaria,  gastritis, 
drowsiness,  insomnia,  pruritus,  sore  tongue, 
darkened  urine,  anorexia,  vomiting,  epigastric 
distress,  dysuria,  depression,  vertigo,  incoordina- 
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has  asserted,  “it  was  not  until  we  acted 
on  this  key  premise  that  we  were  able 
to  obtain  positive  and  lasting  results 
in  our  management  of  recurrent 
vaginal  trichomoniasis.” 

Simple  ten-day  oral  treatment  with  Flagyl 
virtually  assures  elimination  of  established 
trichomonal  infection  in  men.  In 
twenty-two  of  twenty-seven  studies*  data 
on  the  results  of  treating  male  patients 
revealed  that  all  men  treated  with  Flagyl 
were  cured. 

tion,  ataxia,  abdominal  cramping,  constipation, 
stomatitis,  numbness  or  paresthesia  of  an 
extremity,  joint  pains,  confusion,  irritability, 
weakness,  cystitis,  pelvic  pressure,  dyspareunia. 
fever,  polyuria,  incontinence,  decreased  libido, 
nasal  congestion,  proctitis  and  pyuria.  Elimination 
of  trichomonads  may  aggravate  candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten  days. 

A vaginal  insert  of  500  mg.  is  available  for  local 
therapy  when  desired.  When  used,  one  vaginal 
insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days;  concurrently  two  oral 
tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days  in 
conjunction  with  treatment  of  his  female  partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 

^Complete  list  of  references  on  request. 
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...now  fast  relief  of  hay  fever  symptoms  with 

nTz* 


When  pollens  fly,  just  one  or  two  squirts  of  nTz  in 
each  nostril,  followed  in  a few  minutes  by  a second 
spraying,  shrink  swollen  nasal  passages  almost  on 
contact.  And  breathing  comfort  follows.  The  anti- 
histamine component  of  nTz  helps  combat  the  al- 
lergic reaction  and  lessen  rhinorrhea,  sneezing  and 
itching;  its  antiseptic  wetting  agent  promotes  rapid 
spread  of  components. 

nTz  Nasal  Spray  affords  the  well-known  benefits  of 
Neo-Synephrine®  in  a carefully  balanced  formula 
which  includes: 


Nasal  Spray 


M/itAra/j 


l/i/mf/jrap 


Neo-Synephrine®  (brand  of  phenylephrine)  HCI, 
0.5%  (adult  strength),  decongestant 
Thenfadil®  (brand  of  thenyldiamine)  HCI,  0.1%, 
antihistamine 

Zephiran®  (brand  of  benzalkonium  as  chloride,  re- 
fined) Cl,  1 :5000,  antiseptic  wetting  agent 
Treatments  with  nTz  should  be  repeated  every  three 
or  four  hours  as  needed.  nTz  is  for  temporary  relief 
of  nasal  symptoms  and  overdosage  should  be 
avoided.  Available  in  squeeze  bottles  of  20  ml.  and 
1 oz.  bottles  with  dropper. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  (1289M) 
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A STORY  is  told  that  Will  Rogers,  the  na- 
tion’s favorite  humorist  40  years  ago,  was 
having  dinner  with  several  high-ranking  of- 
ficers of  the  Army  and  Navy.  Two  admirals  across 
the  table  from  him  were  talking  on  and  on  about  the 
growing  importance  of  submarine  warfare. 

Finally  having  enough  of  it,  Rogers  casually  re- 
marked that  he  didn’t  understand  how  submarines 
could  be  any  problem  since  all  of  them  could  be 
driven  out  of  the  water  by  simply  boiling  the  ocean. 

The  naval  officers,  of  course,  were  shocked  . . . 
and  politely  demanded  to  know  how  that  could  pos- 
sibly be  done. 

“I  don’t  know,”  Rogers  said.  “I’ve  given  you  the 
solution.  Working  out  the  details  is  your  job.” 

That  story,  which  I understand  is  probably  true, 
illustrates  something  all  of  us  have  seen  many  times 
. . . and  continue  to  see  almost  every  day.  It  is  of- 
fering an  over-simplified,  single-dimensional  solution 
to  a complex,  multi-faceted  problem. 

I think  most  people  do  it  seriously  now  instead 
of  as  a joke.  We  as  individuals  are  guilty  of  it. 
Groups  supporting  a cause  are  guilty  of  it.  And  yes, 
so  are  governments.  Whoever  does  it,  of  course,  the 
objective  always  is  to  show  how  to  bring  about  some 
very  good,  some  very  desirable  result  . . . with  a 
bare  minimum  of  thought  and  effort  and  without 
going  to  any  of  the  trouble  to  find  the  real  causes 
or  to  understand  the  real  ramifications  of  the  prob- 
lem. 

People  who  thought  alcohol  was  terrible  once  be- 
lieved they  could  cure  all  the  evil  they  saw  in  beer, 
wine  and  liquor  simply  by  having  them  declared  il- 
legal. 

However,  three  generations  earlier,  people  who 
hated  slavery — and  who  were  dead  right  to  oppose  it 

thought  all  they  had  to  do  to  solve  the  social, 

the  political,  the  racial  and  economic  problems  it 
caused  was  to  set  the  slaves  free. 

In  communities  large  and  small,  many  people  to- 
day— dissatisfied  with  the  quality  of  education  their 
children  get — think  they  can  improve  it  just  by  build- 
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ing  a new  school.  I’m  sure  you  know  some.  Also, 
promises  flow  every  day  from  pulpits  and  city  halls 
that  juvenile  delinquency  in  a given  area  will  vanish 
as  soon  as  a new  playground  is  dedicated.  It  helps. 
I’m  sure,  but  is  it  the  answer? 

At  the  personal  level,  I’m  sure  all  of  us  have 
known  men  who  had  the  delusion  that  a rotten  job 
would  become  exciting  and  happy  if  they  only  got  a 
good  raise.  Even  more  tragic  are  couples  who  de- 
cide that  the  way  to  save  their  crumbling  marriage 
is  to  have  a baby.  You  know  some! 

Most  people  appear  to  have  become  accustomed 
to  that  kind  of  thinking.  You  really  can't  blame  them. 
The  fact  is,  the  problems  of  life  and  of  society  are 
so  immense  today,  and  so  complex,  that  it  is  impos- 
sible to  understand  them  fully.  I know  I don’t. 

And  they  have  multiplied  so  rapidly  that  they 
constantly  pile  up  on  every  side  until  you  can’t  even 
keep  track  of  them. 

So,  for  each  one,  people  look  for  a simple  solution 
they  can  see  and  that  they  can  understand.  They 
applaud  the  man,  the  group  or  the  government  that 
offers  it.  The  most  unfortunate  thing  about  it  is  that 
nothing  is  learned  when  one  easy  solution  is  tried 
and  falls  flat  on  its  face.  Instead  of  digging  deeper 
for  the  real  causes  of  the  problem  and  of  its  failure, 
they  wait  for  someone  else  to  propose  another  simple 
solution. 

In  the  last  few  years — and  with  increasing  intensity 
today — the  medical  profession  and  the  whole  health 
care  field  have  become  outstanding  victims  of  that 
kind  of  thinking. 

There  are  a great  many  serious,  complicated  and 
far-reaching  problems  that  affect  the  health  care 
field  today.  Those  of  us  who  are  physicians  . . . 
and  particularly  those  of  us  physicians  who  are  active 
in  medical  organizations  ...  as  you  all  here  are 
today  . . . have  done  a great  deal  of  thinking  and 
talking  about  them.  We  have  devoted  millions  of 
man-hours  to  understanding  the  problems  . . . identi- 
fying their  causes  . . . and  devising  solutions  for 
them. 

But  there’s  one  thing  in  particular  that  I've  noticed. 
A lot  of  doctors  are  upset — including  me — because 
the  people  of  this  country  are  not  really  looking  to 
the  medical  profession  for  leadership  in  bringing 
about  solutions  to  medical  and  health  problems. 
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I can  tell  you  why! 

It  is  a dramatic  manifestation  of  what  I was  talk- 
ing about. 

The  difficulty  is  that  the  medical  profession  hasn't 
come  up  with  one  single  easy  solution  to  any  of 
these  problems.  We  couldn’t,  because  we  are  too  busy 
digging  out  the  facts.  We  are  too  much  aware  of  the 
tremendous  difficulties  that  are  involved. 

However,  people  who  have  nothing  to  do  with 
medical  and  health  care  do  not  labor  under  that 
great  disadvantage.  They  have  come  up  with  the 
simple  solutions.  They  have  told  us  to  boil  our 
ocean,  and  then  left  it  strictly  up  to  us  to  figure 
out  how.  And  the  eager  public  is  looking  to  those 
outsiders  for  leadership  because  they  are  the  people 
with  the  answers. 

Let  me  give  you  just  a couple  of  examples  of  the 
easy  solutions  available  for  problems  we  have  been 
wrestling  with  for  years. 

There  are  shortages  of  manpower  in  the  field  of 
medical  and  health  care.  What’s  the  simple  solution? 
Produce  more  doctors?  Hire  more  allied  people?  Now 
why  couldn’t  we  think  of  that? 

About  those  new  doctors  we’re  supposed  to  pro- 
duce— never  mind  the  nine  to  14  years  it  takes  to 
turn  a young  man  or  woman  from  a high  school 
graduate  into  a physician,  depending  on  the  choice  of 
specialty,  if  any. 

Never  mind  that  in  order  to  turn  out  substantially 
more  graduates,  you’re  going  to  need  substantially 
more  medical  school  plants.  And  never  mind  the  80 
to  100  thousand  dollars  per  student  that  it  costs  to 
build  a medical  school  plant  and  equip  it. 

Never  mind  finding  out  whether  people  are  willing 
to  pay  the  higher  taxes  necessary  to  provide  the 
higher  appropriations  from  legislatures  so  states  can 
create  new  educational  facilities.  When  schools  are 
built  or  expanded,  never  mind  where  the  faculty  is 
going  to  come  from  ...  or  how  their  salaries  are 
to  be  paid. 

Now,  about  those  allied  professionals  and  techni- 
cians— all  you  have  to  do  is  go  hire  more  of  them. 
Never  mind  where  they’re  going  to  get  the  special 
education  and  training  they  need  for  such  highly 
skilled  jobs. 

Never  mind  the  fact  that  those  jobs  historically 
carry  notoriously  poor  wage  levels.  Or  that  when 
you  raise  the  wage  levels  to  attract  more  people, 
you  drastically  increase  the  cost  of  medical  and 
health  care. 

Ignore  all  of  the  problems  involved  in  trying  to 
establish  avenues  of  vertical  movement  so  that  a 
person  can  look  forward  to  a promotion,  rather 
than  spending  the  rest  of  his  life  at  exactly  the  same 
level. 

When  you're  supporting  easy  solutions,  you  don’t 
worry  about  details.  You’ve  got  a problem  with  health 
manpower?  Then  get  more  of  it.  Period. 

There  is  another  problem  of  rising  cost  of  medical 
and  health  care.  The  simple  solution?  Freeze  physi- 


cians’ fees  and  hold  down  the  cost  of  hospital  care. 
Isn’t  that  a beauty? 

Ignore  inflation.  Forget  about  the  fantastically  in- 
creasing demand  for  medical  and  health  services  . . . 
and  all  of  the  factors  contributing  to  that  increase. 

Ignore  all  of  the  government  programs  that  have 
poured  billions  of  new  dollars  into  a field  that  was 
already  over-burdened  to  provide  many  more  services 
for  many  more  people  without  doing  anything  to  in- 
crease the  supply  of  those  services. 

When  you're  talking  about  hospitals,  forget  about 
all  the  sophisticated  new  equipment  they  must  have. 
Ignore  the  increased  numbers  of  skilled  professionals 
and  technicians  they  have  to  employ  ...  as  well 
as  the  higher  salaries  and  wages  they  have  to  pay. 

Just  solve  the  problem  of  rising  costs  by  freezing 
doctors’  fees  and  holding  down  hospital  costs. 

In  these  very  easy-sounding,  one-sentence  solu- 
tions, there  is  a tremendous  advantage  . . . and  an 
equally  tremendous  disadvantage. 

The  advantage  in  the  simple  solution  is  to  those 
who  propose  them.  It  gives  them  an  aura  of  leader- 
ship because  they  have  said  how  the  problem  can 
be  solved.  But  it  relieves  them  of  any  responsibility 
because  they  have  passed  the  job  to  the  medical 
profession  and  the  health  field. 

In  a year  or  two  ...  or  even  sooner  ...  if  the 
problem  is  not  solved,  they  can  rise  in  righteous 
indignation  and  declare  that  the  health  professions 
have  failed. 

The  disadvantage,  obviously,  falls  to  the  medical 
profession,  its  allies  and,  ultimately,  to  the  public. 
Because  having  heard  how  easy  the  solution  is  . . . 
and  that  it  is  somebody  else’s  responsibility  to  do 
the  job  ...  the  public  turns  its  attention  away  from 
that  problem,  assuming  it  will  be  taken  care  of. 

Probably  our  greatest  challenge  right  now,  as  a 
medical  profession,  is  not  only  to  devise  workable 
solutions  to  the  problems  that  affect  us,  but  to  sell 
the  public  the  truth:  that  there  are  no  simple,  quick, 
easy  solutions;  and  that  whatever  is  done  will  re- 
quire the  cooperation  of  everyone. 

Perhaps  an  outstanding  example  of  a problem  that 
will  require  national  effort  is  that  of  medical  and 
health  manpower.  There  are  others  I could  talk  about, 
but  I’d  like  to  concentrate  on  this  one  for  two  rea- 
sons: 

First,  I’m  working  with  it  as  a member  of  the 
AM  A Council  on  Health  Manpower.  And  second, 
if  we  ever  solve  the  problems  of  manpower,  many  of 
the  other  problems  will  virtually  dissolve. 

If  there  were  enough  physicians  and  health  man- 
power— and  only  the  good  Lord  knows  what 
“enough”  would  be — there  wouldn’t  be  any  signifi- 
cant problems  of  crowded  waiting  rooms,  of  hurried 
or  impersonal  handling  of  patients  by  doctors  with 
too  many  people  to  see  every  day,  or  of  difficulties 
finding  a physician  at  any  hour  of  the  day  or  night. 

There  also  wouldn't  be  any  big  problems  of  locat- 
ing physicians  in  small  towns  or  rural  areas  as  well 
as  in  cities  and  suburbs,  or  even  of  providing  more 
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easily  available  care  in  slum  areas  or  any  other 
geographical  location. 

The  natural  laws  of  selection  and  competition 
would  take  care  of  those  things.  Right  now,  how- 
ever, we  don't  have  enough  physicians  or  enough 
health  manpower.  When  we  start  thinking  about 
how  to  correct  that  situation,  we  find  a great  many 
considerations  worthy  of  our  attention. 

Is  there  really  a shortage  in  the  supply  of  health 
services,  or  is  the  problem  an  excess  of  demand?  The 
answer  is  some  of  both,  but  neither  can  be  ignored. 

Where  there  is  a shortage  of  patient  care  services, 
is  that  really  the  problem  ...  or  can  it  be  traced 
also  to  shortages  in  the  areas  of  medical  education, 
research  and  control  of  environmental  health  condi- 
tions? 

Regarding  the  latter  point,  there  is  a serious  ques- 
tion whether  any  kind  or  quantity  of  care  can  really 
provide  good  health  for  people  who  live  in  an  en- 
vironment that  breeds  disease.  Improving  health  in  the 
slums  means  eradicating  the  slums — and  that  is  a 
social  problem,  not  a medical  one. 

The  medical  profession  cannot  be  held  responsible 
for  the  good  health  of  people  who  are  forced  to 
share  their  living,  sleeping  and  eating  quarters  with 
rats  and  insects. 

In  connection  with  the  poor,  and  with  other  seg- 
ments of  our  population,  we  can  ask  further  ques- 
tions: Where  people  are  unable  to  get  immediate 
medical  attention,  is  it  really  because  there  is  no 
physician  nearby? 

Or  is  the  problem  caused  just  as  much  or  more 
by  lack  of  public  transportation,  lack  of  knowledge 
about  how  to  get  care,  inhibitions  against  seeking 
help  because  of  poverty,  superstition  or  fear? 

And  how  much  shortage  is  created  throughout 
society  by  insurance  plans  that  encourage  hospitali- 
zation and  fill  existing  facilities  to  capacity?  How 
efficiently  are  today’s  medical  and  health  people 
used? 

For  example,  how  much  time  does  a physician 
spend  doing  things  that  he  really  shouldn’t  do  . . . 
things  that  don’t  require  his  level  of  professional 
knowledge,  judgment  and  skill?  And  how  often  is  the 
same  thing  true  of  other  professionals  and  techni- 
cians? 

Adding  only  10  percent  to  the  productivity  of  to- 
day’s physicians  would,  in  effect,  add  30.000  physi- 
cians to  the  nation’s  resources.  That’s  just  about 
equal  to  the  yearly  production  of  300  brand  new  medi- 
cal schools. 

The  same  increase  in  productivity  for  all  health 
workers  would  add  the  equivalent  of  350.000  skilled 
people. 

Those  are  some  of  the  questions  the  AMA’s  Coun- 
cil on  Health  Manpower  is  trying  to  answer.  And 
they  indicate  areas  in  which  we  are  trying  to  make 
progress. 


More  is  being  done  about  all  of  those  things  than 
just  talking  about  them.  Progress  is  being  made  in 
producing  physicians  and  in  making  care  available. 

First-year  medical  student  enrollment  in  1967  was 
9.500  in  94  schools.  By  1970  it  will  reach  10.900 
in  102  schools.  Five  new  medical  schools  opened 
last  fall  and  more  are  on  the  way,  along  with  ex- 
pansion of  others. 

The  University  of  Oklahoma  Medical  Center's 
"Project  Responsibility"  is  helping  to  provide  health 
professionals  and  personnel  in  small  towns  and  rural 
areas.  Its  first  combination  clinic,  hospital  and  nurs- 
ing home  has  been  dedicated. 

More  than  100  communities  around  the  nation 
have  medical  centers  built  and  staffed  by  local  effort 
through  the  Community  Medical  Assistance  Program 
of  the  Sears-Roebuck  Foundation  and  the  AMA. 

The  Kansas  Rural  Health  Plan  is  said  to  have  put 
doctors  and  hospital  facilities  within  a 20-minute 
drive  of  the  remotest  wheat  field  or  cattle  ranch  in 
the  state.  The  plan  is  supported  by  such  diverse 
groups  as  the  Kansas  Medical  Society,  the  University 
of  Kansas  Medical  School,  the  state  chamber  of 
commerce,  the  CIO  and  the  American  Farm  Bureau 
Federation. 

It  includes  larger  appropriations  for  expansion  of 
the  medical  school,  construction  of  medical  centers 
in  small  towns  through  private  financing,  and  the 
launching  of  traveling  faculty  teams  to  provide  short 
courses  in  continuing  education  for  doctors  through- 
out the  state.  That  last  item  overcomes  the  disad- 
vantage of  medical  isolation  that  keeps  many  phy- 
sicians from  leaving  the  big  cities. 

Many  other  specific  achievements  could  be  listed, 
including  those  among  the  poor — both  privately 
sponsored  and  projects  of  the  federal  government’s 
OEO  Program,  in  cooperation  with  local  medical 
societies. 

Much  more  remains  to  be  done  . . . and  I think 
all  of  us  realize  there  is  more  to  the  manpower 
problem  than  just  hiring  more  people  and  turning 
out  more  doctors.  There  is  more  to  the  cost  problem 
than  freezing  fees,  wages  and  costs. 

There  is,  in  other  words,  more  to  driving  out  the 
submarines  than  boiling  the  ocean. 

This  is  what  we  must  tell  the  people,  and  make 
them  not  only  believe  it,  but  understand  it  and  sup- 
port it. 

The  job  can  be  done.  But  it  can  only  be  done  slow- 
ly ..  . and  it  can  only  be  done  right  ...  if  the 
results  are  to  be  truly  effective  and  long-lasting. 

If  we  don’t  get  this  story  across  . . . while  con- 
tinuing to  initiate  and  carry  out  programs  that  de- 
velop positive  results  . . . then  we  shall  continue  to 
be  victims  of  public  indignation  for  failing  to  achieve 
the  simple  goals  outlined  for  us  by  other  people  who 
don’t  really  know  anything  about  our  problems. 

It  is  a challenge  worthy  of  professionals! 


ntucky  Medical  Association  • June  1969 


429 


But  before  you  prescribe  Pertofrane.  please  see 
the  full  prescribing  information  and  especially 
note  Contraindications.  Precautions.  Warning, 
Adverse  Reactions  and  Dosage.  A brief  summary 
of  that  information  is  included  here. 

Pertofrane*  desipramine  hydrochloride 


Indications:  For  relief  of  depression. 
Contraindications:  Do  not  use  drugs  of  the 
M.A.O.I.  class  with  Pertofrane.  Hyperpyretic 
crises  or  severe  convulsive  seizures  may  occur; 
potentiation  of  adverse  effects  can  be  serious  or 
even  fatal.  When  substituting  this  drug  in  pa- 
tients receiving  an  M.A.O.I.,  allow  an  interval  of 
at  least  7 days.  Initial  dosage  in  such  patients 
should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed. 

Warning : Activation  of  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients.  Do 
not  use  in  patients  under  1 2 years  old.  and  do  not 
use  in  women  who  are  or  may  become  pregnant 
unless  the  clinical  situation  warrants  the  poten- 
tial risk. 

Precautions:  Careful  supervision  and  protective 
measures  for  potentially  suicidal  patients  are 
necessary.  Discontinuation  of  therapy  or  adjunc- 
tive useof  a sedative  or  tranquilizer  may  be  neces- 
sary in  the  presence  of  increased  anxiety  or  agita- 
tion. hypomama  or  manic  excitement.  However, 
phenothiazines  may  aggravate  the  condition. 
Atropine-like  effects  may  be  more  pronounced 
(e  g.  paralytic  ileus)  in  susceptible  patients  and  in 
those  receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents).  Carefully  observe  pa- 
tients with  increased  intraocular  pressure.  Pre- 
scribe cautiously  in  hyperthyroid  patients  and  in 
those  receiving  thyroid  medications.  Cardio- 
vascular complications  (myocardial  infarction 
and  arrhythmias)  are  potential  risks  since  they 
have  occasionally  occurred  with  imipramine. 
the  parent  compound.  Desipramine  may  block 
the  pharmacologic  activity  of  guanethidine  and 
related  adrenergic  neuron-blocking  agents.  Hy- 
pertensive episodes  have  been  observed  during 
surgery  in  patients  on  desipramine  therapy. 
Before  prescribing  thedrug,  the  physician  should 
be  thoroughly  familiar  with  prescribing  informa- 
tion. with  the  literature,  with  all  adverse  reac- 
tions. with  the  diagnosis  and  management  of  de- 
pression, and  with  the  relative  merits  of  all  meas- 
ures for  treating  the  condition. 

Adverse  Reactions:  Dry  mouth,  constipation, 
disturbed  visual  accommodation,  anorexia,  per- 
spiration. insomnia,  drowsiness,  dizziness,  head- 
ache. nausea,  epigastric  distress,  and  skin  rash 
(including  photosensitization)  mayappear.  Since 
orthostatic  hypotension  has  occurred,  carefully 
observe  patients  requiring  concomitant  vasodi- 
lating therapy,  particularly  during  the  initial 
phases.  Other  adverse  reactions  include  tachy- 
cardia. changes  in  EEG  patterns,  tremor,  falling, 
mild  extrapyramidal  activity,  neuromuscular  in- 
coordination. epileptiform  seizures.  A confu- 
sional  state  (with  such  symptoms  as  hallucma- 
tionsand  disorientation)  occurs  occasionally  and 
may  require  reduced  dosage  or  discontinuance 
of  therapy.  Rarely,  transient  eosinophilia,  slight 
elevation  in  transaminase  levels,  transient  jaun- 
dice. or  liver  damage  have  occurred.  If  abnormal- 
ities occur  in  liver  function  tests,  discontinue 
drug  and  investigate.  Occasional  hormonal  ef- 
fects. particularly  decreased  libido  or  impotence 
and  instances  of  gynecomastia,  galactorrhea 
and  female  breast  enlargement  have  been  ob- 
served. Urinary  frequency  or  retention  may 
occur.  Thedrugshouldbediscontmued  if  agranu- 
locytosis, bone  marrow  depression,  jaundice, 
thrombocytopenia,  or  purpura  occur. 

Dosage:  25  to  50  mg.  t.i.d.  The  maximum  daily 
dose  is  200  mg.  Continue  maintenance  dosage 
for  at  least  2 months  after  obtaining  satisfactory 
response.  Generally,  elderly  and  adolescent  pa- 
tients should  be  given  low  doses. 

Availability : Pink  capsules  of  25  mg  in  bottles  of 
100  and  1000  (B)46-530-E 

For  complete  details,  please  see  the  prescribing 
information. 

Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation 
^ArcJsley.  New  York  10502 


What  makes  if 


A man? 

Another  woman? 

Three  kids? 

No  kids  at  all? 

Wrinkles? 

You  name  it. 

Is  she 

truly  depressed? 

Is  that  why  she  lets  go 
in  your  office? 

You  comfort  her. 

Talk  to  her. 

And,  if  she  is  depressed, 

consider  Pertofrane. 

Because 

in  3 to  5 days 

she  can  often  begin 

to  cope, 

work, 

maybe  play, 
even  enjoy. 


Pertofrane® 

desipramine  hydrochlorid 

In  depression... 

when  words  are  not  enouc 


Ulcerative  Disease  of  the  Bowel 


IN  MARCH  1962,  we  had  two  young  men, 
ages  17  and  15  years,  who  presented  with 
ulcerative  disease  of  the  bowel.  Surgery 
was  performed  on  both  by  the  same  surgeon 
in  one  week.  The  17-year-old  boy  had  a typi- 
cal regional  ileitis  which  showed  sufficient  in- 
volvement of  the  caecum  and  proximal  colon  so 
that  resection  of  both  segments  of  bowel  was 
deemed  advisable.  The  15-year-old  had  ul- 
cerative colitis  of  the  proximal  colon  with  in- 
volvement of  the  distal  ileum.  Both  segments 
of  bowel  were  resected.  Both  patients  have 
done  unexpectedly  well  during  the  past  seven 
years  with  no  major  recurrence  of  their  dis- 
ease and  have  been  able  to  pursue  their  edu- 
cational program  and  to  begin  productive 
lives. 

These  two  diseases  have  long  been  well  rec- 
ognized clinical  entities.  Diagnostic  criteria  and 
rational  therapeutic  regimens  have  evolved 
largely  by  trial  and  error  since  no  accepted 
etiological  basis  for  either  is  yet  known.  It  is 
the  occasional  overlapping  of  the  areas  of  gut 
involved  in  each  disease  which  has  often  led 
to  confusion. 

During  the  past  10  years,  interest  has 
grown  in  another  form  of  ulcerative  disease, 
now  generally  called  granulomatous  colitis. 
Various  other  descriptive  names  have  been 
used  to  designate  a colonic  involvement  which 
pathologically  appears  more  similar  to  regional 
ileitis  than  to  the  long  recognized  chronic  ul- 
cerative colitis.  In  revewing  some  of  the  litera- 
ture, it  would  seem  that  the  described  differ- 
ences in  these  three  diseases  may  be  sometimes 
more  academic  than  practical,  but  one  feels 
inclined  to  accept  this  as  a rather  distinct  form 
of  ulcerative  disease  of  the  bowel. 

The  anatomical  changes  of  granulomatous 
colitis  are  similar  to  those  in  regional  ileitis  in 
that  the  entire  intestinal  wall  is  affected — 


th  ckened  and  rigid — rather  than  the  mucosal 
lesions  of  ulcerative  colitis.  The  caecum  and 
proximal  colon  are  more  likely  to  be  involved 
and  to  be  associated  with  similar  changes  in 
the  distal  ileum.  There  are  often  long  or  short 
skip  areas  with  normal  bowel  intervening  be- 
tween segments  of  ulceration.  Constriction  due 
to  thickening  of  the  bowel  wall  with  resultant 
partial  obstruction  is  relatively  common,  where- 
as it  seldom  occurs  in  the  more  usual  chronic 
ulcerative  colitis. 

There  is  little  difference  in  incidence  of  the 
disease  between  males  or  females.  Generally, 
it  is  found  among  older  patients  than  is  ex- 
pected in  either  regional  ileitis  or  chronic  ul- 
cerative colitis  and  rarely  occurs  in  the  very 
young.  There  is  no  known  difference  in  geo- 
graphic or  race  distribution.  It  has  apparently 
less  frequent  incidence  than  either  ulcerative 
colitis  or  ileitis. 

As  in  other  forms  of  ulcerative  diseases  of 
the  gut,  bloody  diarrhea  is  perhaps  the  most 
common  symptom.  Fever  is  irregular  and  may 
be  intermittent.  Abdominal  cramping  or  pain, 
weight  loss,  malaise,  and  weakness  are  com- 
mon complaints.  It  is  thought  by  some  ob- 
servers that  granulomatous  colitis  is  more  like- 
ly to  smolder  for  a long  time  with  annoying 
symptoms,  such  as  rectal  bleeding,  fissures,  or 
fistulae,  before  manifesting  itself  as  an  acute 
fulminating  disease. 

Physical,  laboratory  and  X-Ray  findings 
vary  considerably.  Abdominal  tenderness  has 
no  constant  pattern;  a mass  is  felt  less  fre- 
quently than  in  regional  ileitis.  Sigmoidoscopic 
findings  are  perhaps  less  characteristic  than  in 
ulcerative  colitis  except  when  the  frequently 
described  “cobblestone”  appearance  is  found, 
caused  by  areas  of  ulceration  interspersed  with 
normal  mucosa.  But  this  is  not  really  a very 
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reliable  differential  finding.  Radiological  dis- 
tinctions are  not  very  clear.  The  proximal  and 
transverse  colon  more  often  show  changes; 
segmental  involvement  is  more  frequent; 
areas  of  constriction  due  to  thickening  of  the 
entire  colonic  wall  may  render  differentiation 
from  localized  malignancy  difficult.  If  procto- 
scopic biopsy  is  taken,  it  is  expected  that  the 
sarcoid  reaction,  which  is  found  in  a high 
percentage  of  cases  of  granulomatous  colitis, 
may  provide  an  important  differential  sign. 

Complications  of  granulomatous  colitis  are 
principally  anal  lesions,  which  may  actually  be 
presenting  evidences  of  the  disease  long  be- 
fore colonic  changes  are  apparent,  and  fistulous 
tract  formation.  These  fistulas  more  often  ex- 
tend from  one  section  of  gut  to  another  and 
to  adjacent  organs,  as  the  uterus  and  bladder, 
but  they  may  pass  to  the  abdominal  wall  or 
perianal  skin.  It  is  very  like  regional  enteritis 
with  its  skip  areas  and  fistulous  tracts  to  ad- 
jacent loops  of  small  bowel.  Malignancy,  how- 
ever, is  not  feared  as  it  is  in  ulcerative  colitis; 
at  least,  to  date,  it  has  rarely,  if  ever,  been 
reported.  Toxic  megacolon  with  paper-thin 
wall  and  hourly  threat  of  perforation  does  not 
occur,  apparently  because  of  the  thickened, 
more  or  less  rigid  bowel  wall. 

It  is  academic,  but  of  considerable  practical 
interest,  to  establish  as  firmly  as  possible  a 
specific  diagnosis  of  ulcerative  bowel  disease; 
although,  when  this  is  done,  essentially  the 
same  medical  therapy  is  most  likely  to  be  used. 
Regulation  of  physical  activity  and  diet,  seda- 
tives and  perhaps  tranquilizers,  drugs  for 
symptomatic  relief  of  pain  and  diarrhea,  con- 
trol of  fever  by  antibiotics  and  of  anemia  by 
blood  transfusions,  are  basic.  Azulfidine,  over 


a lcng  period,  apparently  is  more  effective  in 
chronic  ulcerative  colitis  than  in  either  regional 
enteritis  or  granulomatous  colitis,  but  it  is  used 
because  no  other  long-term  medication  seems 
superior.  Corticosteroids  are  used  to  control 
acute  fulminating  symptoms  in  the  same  way 
— usually  by  slow  intravenous  drip.  Used  or- 
ally over  a long  period,  the  steroids  seem  less 
effective  than  in  ulcerative  colitis.  Surgery 
is  perhaps  as  often  required  in  one  form  of 
ulcerative  bowel  disease  as  in  the  others — in 
granulomatous  colitis  it  may  be  employed  early 
in  the  course  of  the  disease  because  of  abscess 
or  fistula  formation  or  of  obstruction.  Surgi- 
cal approach  is  often  more  conservative  and 
total  colectomy  less  often  required.  Recurrence 
of  the  disease  in  remaining  portions  of  the 
bowel  are  similar  to  that  in  regional  ileitis. 

Tuberculous,  amoebic  and  other  infectious 
forms  of  ulcerative  bowel  disease  constitute 
an  entirely  separate  group.  Granulomatous 
colitis  has  no  known  single  etiological  basis 
and  seems  to  be  related  to  the  long-familiar 
ulcerative  colitis  and  regional  enteritis.  It  is 
expected  that  still  other  disease  entities  in  this 
group  may  yet  be  identified. 

Sam  A.  Overstreet,  M.D. 
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OFTEN... 
HER  LOWER 
G.  I.  TRACT 


Women  aged  15  to  45  appear  to  be  more  prone  than  men  to  bloating, 
cramping  pain  of  stress-related  intestinal  disturbances  such  as  irritable 
or  spastic  colon.1,2 


Psycho-abdominal  Distress:  Frequently  Female 


In  the  experience  of  many  physicians,  women  are  more  likely  to  re- 
appear time  after  time  with  repeated  complaints  of  lower  G.I.  distress. 


Frequently  Recurrent 


Requiring  Definitive  Therapy  JfcKg 

Often  needed  is  therapy  adequate  to  control  both  the  and 

the  emotional  components  of  psycho-abdominal  complaints.  ® 

Definitive  Dual  Therapy  * . ' * • 

Milp.it h contains  a proxen  synthetic  anticholinergic  useful  for 
relieving  h\ permotility,  spasm,  and  hypersecretion  of  the  gastr.  antes- 

tinal  tract.  1 

In  addition.  'Mil  path ' provides.!  time-tested  tram  j ui  1 izer  for  mdd  fflM  ' f 

but  effective  anti-anxiety  action.  - 

With  Flexible  Dosage  |': 

• ’Milputh’-iOO  (meprobamate  too  mg.  -1  tridihexethy!  chloride  2s  'liWral-.itt't'  •* 
mg.)  Usual  adult  close:  1 tablet  /./,/.  and  2 at  bedtime  *' 

•When  less  tranquilization  is  required:  'Milpath’-200  (meproba- 
mate  200  mg.  -+-  tridihexethyl  chloride  25  mg.)  j— 

|W|  Wallace  Pharmaceuticals/ Cranbury,  N.  J.  08512 


MILPATH' 


(meprobamate  -j-  tridihexethyl  chloride ) 


relaxes  smooth  muscle  and  psyche 


Please  see  the  following  page  for  brief  summary  of  prescribing  information 


Gently 
but  firmly 


MILPATH 

(meprobamate  + tridihexethyl  chloride) 

Relaxes 
smooth  muscle 
and  psyche 


Usual  Adult  Dosage 

One  'Milpath’-400  tablet,  three  times  a day  at  mealtimes,  and 
two  at  bedtime.  For  greater  anticholinergic  effect,  two  'Milpath'- 
200  tablets,  three  times  a day  at  mealtimes  and  two  at  bedtime. 
Doses  of  meprobamate  above  2400  mg.  daily  not  recommended. 

Indications 

Useful  in  organic  and  functional  disorders  with  hypersecretion 
and  hypermotility  of  G.I.  tract,  especially  when  accompanied  by 
anxiety,  neurosis,  or  tension  states.  Should  be  used  as  an  adjunct 
to  all  other  therapeutic  measures. 

Contraindications 

Tridihexethyl  chloride:  Urinary  bladder-neck  obstructions,  e.g., 
prostatic  obstruction  due  to  hypertrophy;  pyloric  obstructions 
because  of  reduced  motility  and  tonus:  organic  cardiospasm 
(megaesophagus);  glaucoma;  possibly  in  stenosing  gastric  or 
duodenal  ulcers  with  significant  gastric  retention. 

Meprobamate:  Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate. 

Precautions 

Tridihexethyl  chloride:  Use  cautiously  in  elderly  males  (pos- 
sible prostatic  hypertrophy) . 

Meprobamate:  Carefully  supervise  dose  and  amounts  prescribed. 
Consider  possible  dependence  or  habituation  (reported  occasion- 
ally after  excessive  use),  particularly  in  severe  psychoneurotics, 
alcoholics,  ex-addicts.  Withdraw  gradually  (one  or  two  weeks) 
after  excessive  dosage  for  weeks  or  months  to  avoid  recurrence  of 
pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  insomnia)  or  with- 
drawal reactions  (e.g.,  vomiting,  ataxia,  tremors,  muscle  twitching; 
rarely,  epileptiform  seizures,  more  likely  in  those  with  CNS  dam- 
age or  latent  convulsive  disorders).  If  drowsiness  or  visual  dis- 
turbance occurs,  reduce  dose  and  advise  against  activity  requiring 
alertness  (driving,  machinery  operation).  Effects  of  excess  alcohol 
may  be  increased.  Grand  mal  seizures  possible  in  persons  with 
both  petit  and  grand  mal.  Prescribe  cautiously  in  small  amounts 
to  patients  with  suicidal  tendencies.  Prescribe  with  caution  to 
patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  carisoprodol. 

Side  Effects 

The  following  side  effects  of  components  may  occur  with 
'Milpath’. 

Tridihexethyl  chloride:  Severe  effects  rare  on  recommended 
dosage.  Anticholinergic  effects:  dry  mouth  (fairly  frequent  at  oral 


doses  of  100  mg.),  constipation  or  "bloated”  feeling.  Possible: 
tachycardia,  dilation  of  pupils,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  drowsiness,  urinary  hesitancy  or  re- 
tention, dizziness. 

Meprobamate:  Drowsiness,  sometimes  with  ataxia,  usually  con- 
trolled by  decreasing  dosage,  occasionally  with  aid  of  central  stimu- 
lants (e.g.,  amphetamine).  Rarely,  allergic  or  idiosyncratic 
reactions  (usually  after  one  to  four  doses);  in  mild  form:  itchy, 
urticarial  or  erythematous,  maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever,  transient  leuko- 
penia, and  one  fatal  bullous  dermatitis  (after  meprobamate  and 
prednisolone)  reported.  More  severe,  very  rare  hypersensitivity: 
fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (one  fatal),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treat  symptomatically  (e.g.,  epinephrine,  antihistamines, 
possibly  hydrocortisone)  ; stop  and  do  not  restart  the  drug.  Isolated 
agranulocytosis,  thrombocytopenic  purpura,  one  fatal  aplastic 
anemia  reported,  but  only  in  presence  of  known  toxic  drugs,  por- 
phyric  symptoms  reported  but  relationship  not  established.  Fast 
EEG  activity,  usually  after  excessive  dosage.  Impairment  of  visual 
accommodation  reported  by  one  observer.  Fixed  drug  eruption 
with  meprobamate  and  cross  reaction  to  carisoprodol  reported. 

Suicidal  attempts  may  produce  drowsiness,  lethargy,  stupor, 
ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse,  and 
death.  Excessive  dosage  has  led  rapidly  to  sleep,  then  reduction  of 
vital  signs  to  basal  levels.  Empty  stomach,  and  if  respiration  be- 
comes very  shallow  and  slow,  cautiously  give  CNS  stimulants  (e.g., 
caffeine,  pentylenetetrazol,  amphetamine)  ; also  pressor  amines  if 
indicated. 

Supplied 

In  two  strengths: 

'Mil path’ -400:  \fellow,  scored  tablets. 

' Milpath’ -200:  Yellow,  coated  tablets. 

Before  prescribing,  consult  package  circular. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN' 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


JLLu  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Mild  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,”  he  soon  suf- 
fers from  acute  discomfort... and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HC1)  and  the  dependable  anticholinergic 
/antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient’s  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also. 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma; prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction;  known  hypersensitivity 
to  chlordiazepoxide  HC1  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  CN!  t 
depressants.  As  with  all  CNS-acting  drugs,  cau  r 
tion  patients  against  hazardous  occupations  re  : 
quiring  complete  mental  alertness  (e.g.,  operatini 
machinery,  driving).  Though  physical  and  psy  t 
chological  dependence  have  rarely  been  reporter 
on  recommended  doses,  use  caution  in  ad 
ministering  Librium  (chlordiazepoxide  hydro 
chloride)  to  known  addiction-prone  individual: 
or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  thost 
seen  with  barbiturates,  have  been  reported.  Ust 
of  any  drug  in  pregnancy,  lactation,  or  in  womer 
of  childbearing  age  requires  that  its  potentia 
benefits  be  weighed  against  its  possible  hazards 
As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  debilitated 
limit  dosage  to  smallest  effective  amount  to  pre- 
clude development  of  ataxia,  oversedation  or 
confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  toler- 


or  here. 


;d).  Though  generally  not  recommended,  if 
mbination  therapy  with  other  psychotropics 
:ms  indicated,  carefully  consider  individual 
larmacologic  effects,  particularly  in  use  of  po- 
stdating drugs  such  as  MAO  inhibitors  and 
lenothiazines.  Observe  usual  precautions  in 
esence  of  impaired  renal  or  hepatic  function, 
iradoxical  reactions  (e.g.,  excitement,  stimula- 
>n  and  acute  rage)  have  been  reported  in  psy- 
iatric  patients.  Employ  usual  precautions  in 
;atment  of  anxiety  states  with  evidence  of  im- 
nding  depression;  suicidal  tendencies  may  be 
esent  and  protective  measures  necessary.  Vari- 
>le  effects  on  blood  coagulation  have  been 
ported  very  rarely  in  patients  receiving  the 
ug  and  oral  anticoagulants;  causal  relation- 
ip  has  not  been  established  clinically. 
ADVERSE  REACTIONS:  No  side  effects  or 
anifestations  not  seen  with  either  compound 
one  have  been  reported  with  Librax.  When 
ilordiazepoxide  hydrochloride  is  used  alone, 
■owsiness,  ataxia  and  confusion  may  occur, 
ipecially  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide  hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics,  and/or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

LIBRAX* 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide  HC1  and  2.5  mg  clidinium  Br. 


ROCHE 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  I'PPER  RESPIRATORY  ALLERGIES  AM)  INFECTIONS 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY  /LH'DOBIN^ 
RICHMOND,  VA.  23220 
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The  magnetism  and  the  grandeur  that  characterizes  New 
York  City  will  provide  a superb  setting  for  AMA’s  118th  Annual 
Convention  in  July.  Plan  to  attend  now  and  look  forward  to 
five  memorable  and  stimulating  convention  days  in  a city  of 
unlimited  excitement. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Chronic  Pulmonary 
Insufficiency  and  Problems  of  Air  Pollution,  Human  Sexuality, 
Impact  of  Medical  Education  on  Patient  Care,  and  Physical 
Fitness  and  Aging  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  700  scientific  and  indus- 
trial exhibits.  The  nation’s  outstanding  medical  authorities  will 
lecture  and  discuss  the  significant  advances  in  today’s  medicine. 

In  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  programming. 

Reserve  now  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  July  16,  1969.  Since 
space  is  limited,  we  suggest  you  make  your  reservations  before 
June  30,  1969.  Tickets  are  $10.00  each,  payable  in  advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  26,  1969. 


NEW  YORK  CITY,  NEW  YORK  • JULY  13-17,  1969 
AMERICAN  MEDICAL  ASSOCIATION’S  118th  ANNUAL  CONVENTION 
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New  Crackerbarrel  Session,  Panel  Discussions 
To  Highlight  Annual  Meeting  Sept.  23-25 


A highlight  of  the  1969  KMA  Annual  Meeting 
will  be  a Crackerbarrel  Session  featuring  discussions 
of  20  timely  topics  on  the  September  24  scientific 
program  at  Louisville’s  Convention  Center.  The  ses- 
sion will  be  preceded  by  a panel  discussion  of 
"Obesity”. 

Guest  speakers  from  across  the  country  will  partic- 
ipate in  the  three-day  scientific  program  which  will 
also  feature  discussions  of  “Cancer,”  “Drugs,”  “Trans- 
plants” and  “Atherosclerosis.”  The  guest  physicians 
will  also  participate  in  the  meetings  of  16  specialty 
groups  on  September  23  and  25.  Other  meeting 
highlights  will  include  the  President's  Luncheon  (see 
story  next  page),  meetings  of  the  House  of  Delegates 
and  the  Woman’s  Auxiliary,  an  Orientation  Program 
for  new  members,  and  scientific  and  technical  ex- 
hibits. 

Participating  in  the  panel  discussion  of  “Obesity,” 
moderated  by  George  W.  Pedigo,  M.D.,  Louisville, 


Doctor  Pearse 


Doctor  Vastbinder 


will  be  John  C.  Duffy,  M.D.,  Armonk,  N.Y.,  Earl 
E.  Vastbinder,  M.D.,  Lexington,  and  John  S.  Llewel- 
lyn, M.D.,  Louisville.  Doctor  Duffy,  guest  of  the 
Kentucky  Industrial  Medical  Association,  serves  as 
medical  director  of  the  IBM  Corporation  in  Armonk. 
A graduate  of  Stanford  University  medical  school,  he 
is  a member  of  the  American  Academy  of  Occupa- 
tional Medicine  and  the  American  College  of  Pre- 
ventive Medicine. 

Doctor  Vastbinder,  guest  of  the  Kentucky  Associa- 
tion of  Public  Health  Physicians,  graduated  from 
Ohio  State  University  Medical  School  in  1961.  He 
is  currently  an  instructor  in  the  department  of  pedi- 
atrics at  the  University  of  Kentucky  and  a member 
of  the  Governor’s  Conference  on  Drug  Abuse. 


|K 
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# 
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Doctor  Cohen 

Participants  in  the  Symposium  on  Drugs,  beginning 
at  9 a.m.  September  24,  will  include  Warren  H. 
Pearse,  M.D.,  Omaha,  Neb.,  who  will  discuss 
“Steroid  Replacement  Therapy,”  and  Sidney  Cohen, 
M.D.,  Chevy  Chase,  Md.,  whose  topic  will  be  “The 
Current  Status  of  Drug  Abuse.”  A guest  of  the  Ken- 
tucky Obstetrical  and  Gynecologic  Society,  Doctor 
Pearse  is  a professor  at  the  University  of  Nebraska 
College  of  Medicine.  He  is  vice-chairman  of  District 
VI  of  the  American  College  of  Obstetrics  and  Gyne- 
cology, past  secretary-treasurer  of  that  organization, 
a member  of  many  medical  societies  and  the  author 
of  numerous  medical  publications. 

Doctor  Cohen,  guest  of  the  Kentucky  Psychiatric 
Association,  was  recently  appointed  chief  of  the 
Center  for  Studies  of  Narcotic  and  Drug  Abuse, 
National  Institute  of  Mental  Health.  He  is  editor-in- 
chief  of  the  Journal  of  Psychopharmacology,  a mem- 
ber of  the  editorial  board  of  Psychosomatics,  and 
the  author  of  several  books  on  drug  abuse. 


Doctor  Duffy 


St.  Joseph  Infirmary  To  Hold 
Cancer  Symposium  June  23 

St.  Joseph  Infirmary,  Louisville,  will  hold  its  sec- 
ond Cancer  Symposium  June  23  in  the  Lourdes  Hall 
Demonstration  Room,  according  to  Giles  Stephens, 
M.D.,  Louisville,  Cancer  Program  director.  The  sym- 
posium will  be  sponsored  by  the  Kentucky  Division, 
American  Cancer  Society. 

Alton  Ochsner,  M.D.,  professor  of  surgery  at  Tu- 
lane  University  School  of  Medicine,  will  be  the  guest 
lecturer.  He  will  discuss  “What’s  New  in  Cancer 
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of  the  Lung”  and  “Gastric  Cancer.”  The  one-day 
program,  beginning  at  8:30  a.m.,  will  also  feature 
two  panel  discussions  on  “The  Pulmonary  Coin  Le- 
sion,” and  “Gastric  Ulcer — Is  it  Malignant  or  Be- 
nign? Management?” 

The  symposium  has  been  approved  for  four  pre- 
scribed hours  by  the  American  Academy  of  General 
Practice  and  all  physicians  are  invited  to  attend. 
Doctor  Stephens  said. 


Journalist  To  Address  Physicians 
At  KMA  President’s  Luncheon 

M.  Stanton  Evans,  Indianapolis,  Ind.,  editor  of  the 
Indianapolis  News,  will  discuss  “The  Future  of  Free- 
dom” at  the  President’s 
Luncheon  during  the 
Annual  Meeting  of  the 
Kentucky  Medical  As- 
sociation, according  to 
Henry  B.  Asman,  M.D., 
Louisville,  KMA  presi- 
dent. The  luncheon  will 
be  held  September  24  in 
the  Flag  Room  of  the 
Kentucky  Hotel. 

A well-known  author 
and  winner  of  four  Free- 
doms Foundation  George  Washington  medals,  Mr. 
Evans  graduated  from  Yale  University  in  1955,  joined 
the  staff  of  the  News  as  chief  editorial  writer,  and 
was  named  editor  in  1960. 

In  addition  to  his  position  with  the  News,  Mr. 
Evans  is  an  associate  editor  and  regular  columnist 
for  National  Review  Magazine.  Some  of  his  publica- 
tions include  “The  Liberal  Establishment,”  “Revolt 
on  the  Campus,”  “The  Politics  of  Surrender,”  “The 
Lawbreakers,”  and  “The  Future  of  Conservatism.” 


Eugene  E.  Speer,  Jr.,  (right),  administrator  for  the  Louis- 
ville Veterans  Administration  Hospital,  accepts  the  Thir- 
teenth KMA  Automotive  Safety  Award  from  William  K. 
Keller,  M.  D.,  Louisville,  on  behalf  of  the  hospital. 


KAGP  Elects  Dr.  Roach 
Honors  Dr.  Seeley 

Benjamin  F.  Roach,  M.D.,  Midway,  was  named 
president-elect  of  the  Kentucky  Academy  of  General 


Doctor  Roach  Doctor  Seeley 


Practice  at  its  18th  Annual  Assembly  May  7-9  in 
Louisville.  John  G.  Rulander,  M.D.,  Louisville,  was 
installed  as  president,  succeeding  Elmer  G.  Prewitt, 
M.D.,  Corbin,  who  presided  at  the  meeting. 

The  Academy  named  E.  C.  Seeley,  M.D.,  London, 
“Citizen-Doctor”  of  the  Year  and  cited  Carroll  L. 
Witten,  M.D.,  Louisville  for  the  best  scientific  paper 
of  the  year.  A special  award  was  given  to  Nicholas 
Pisacano,  M.D.,  Lexington,  for  “furthering  the  teach- 
ing of  family  practice.” 

Highlights  of  the  three-day  session  included  a 
luncheon  featuring  William  F.  Ekstrom,  Ph.D., 
Louisville,  who  discussed  the  timely  topic  of  “Cam- 
pus Turmoil  and  Academic  Change,  scientific  pre- 
sentations by  prominent  physicians  and  KAGP  mem- 
bers, scientific  and  technical  exhibits  and  meetings 
of  the  Congress  of  Delegates. 

Dr.  Roach,  a 1943  graduate  of  the  Duke  Univer- 
sity Medical  School,  has  practiced  in  Midway 
since  1949.  He  is  past  president  of  the  Blue  Grass 
Chapter  of  KAGP  and  past  vice-president  and  vice- 
speaker of  KAGP.  He  is  director  of  the  Kentucky 
Division,  American  Cancer  Society  and  a member  of 
KMA’s  Cancer  Coordinating  Committee. 

Doctor  Seeley,  a former  KAGP  president,  is  a 
member  of  the  KMA  Board  of  Trustees  and  an  active 
participant  in  medical  and  civic  affairs  in  his 
community. 

KMA  Gives  Auto  Safety  Award 
To  Louisville  VA  Hospital 

The  Kentucky  Medical  Association  gave  its  thir- 
teenth Automotive  Safety  Award  to  the  Louisville 
Veterans  Administration  Hospital  recently.  William 
K.  Keller,  M.D.,  Louisville,  representing  KMA,  pre- 
sented the  award  to  Eugene  E.  Speer,  Jr.,  the  hos- 
pital's administrator. 

The  award  is  given  to  those  organizations  certify- 
ing that  their  membership  wears  seat  belts  at  all 
times.  In  making  the  presentation  to  the  VA  Hos- 
pital, KMA  commended  it  for  active  concern  of  its 
(Continued  on  page  446 ) 


Mr.  Evans 


ntucky  Medical  Association  • June  1969 


443 


Convalescing . . . but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications:  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions:  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient;  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions, 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mal  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition:  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets, 
WYSEALS®  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 

equanil: 

(meprobamate) 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 
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employees  and  their  families  and  for  the  example  set 
for  others. 

Members  are  urged  to  forward  the  names  of  or- 
ganizations that  may  qualify  for  this  award  to  the 
KMA  Headquarters  Office. 

Dr.  Brockman  Takes  Leave 
To  Head  TB  Study  Group 

George  F.  Brockman,  M.D..  Greenville,  immedi- 
ate past  president  of  KMA,  is  taking  a two-month 
leave  of  absence  from  his  busy  private  practice  to 
head  a committee  to  study  Kentucky’s  tuberculosis 
facilities  and  programs. 

Doctor  Brockman,  who  has  served  two  tours  of 
duty  with  the  AMA’s  Project  Viet  Nam,  commented 
that  he  would  like  to  give  two  months  to  his  state  to 
improve  the  TB  situation.  The  two  major  problems 
facing  the  study  committee  are:  1)  To  determine 
what  must  be  done  if  Kentucky  is  to  delete  its  name 
from  among  the  annual  leaders  in  TB  cases  and 
deaths  and  2)  To  determine  the  future  role  of 
the  state's  six  TB  hospitals  which  have  an  average 
occupancy  rate  of  55  percent. 

President  of  KMA  in  1967-68,  Doctor  Brockman 
currently  serves  as  chairman  of  the  KMA  Compre- 
hensive Health  Planning  Committee  in  which  role  he 
has  been  conducting  some  special  studies  on  tuber- 
culosis in  Kentucky. 

In  his  new  assignment,  he  is  being  furnished  an 
office  in  the  State  Capitol  in  Frankfort  for  his 
volunteer  work.  His  appointment  was  made  by  state 
Senator  Clyde  Middleton,  chairman  of  the  Kentucky 
Health  Planning  Council.  Doctor  Brockman  is  a mem- 
ber of  the  AMA  Plans  and  Development  Commit- 
tee. 

Course  in  “Ostomy”  Care 

An  intensive  one-day  course  in  the  care  of  the 
“ostomy”  patient  will  be  presented  on  each  of  three 
days,  June  23,  25  and  27,  at  the  Seelbach  Hotel, 
Louisville. 

The  course  is  under  the  direction  of  Anita  Kothei- 
mer,  well-known  in  this  field  in  the  Louisville  area, 
and  is  sponsored  by  the  United  Surgical  Company. 
There  will  be  no  registration  fee. 

Designed  especially  for  nursing  personnel  entrusted 
with  the  care  of  colostomy  and  ileostomy  patients, 
this  course  will  also  prove  interesting  and  beneficial 
to  physicians.  Complete  information  and  pre-regis- 
tration forms  have  been  sent  to  hospitals  throughout 
Kentucky. 

Kidney  Disease  Tests  Conducted 

The  nation’s  first  county-wide  kidney  diseases  test- 
ing took  place  March  19  when  2,400  Calloway 
County  school  children  were  screened.  The  test  was 
sponsored  by  the  Kentucky  Kidney  Foundation  and 
the  Murray  Woman’s  Club. 


Mr.  Frazier  Named  Pres.-Elect 
Of  Ky.  Hospital  Association 

The  Kentucky  Hospital  Association  chose  Chalmer 
H.  Frazier,  Prestonsburg,  administrator  of  Prestons- 
burg  General  Hospital 
since  1956,  as  its  presi- 
dent-elect during  the 
40th  Annual  Convention 
April  21-24  in  Louis- 
ville. Mr.  Frazier  suc- 
ceeds Elmer  L.  Crozier, 
Somerset,  who  was  in- 
stalled as  president. 

Outstanding  hospital 
authorities  participated 
in  discussions  of  Joint 
Commission  changes. 
Medicare,  Nursing  Service  Administration,  Organized 
Labor  and  other  topics  during  the  four-day  session 
highlighted  by  luncheon  addresses  from  Governor 
Louie  B.  Nunn  and  Ralph  Nader,  author  of  “Unsafe 
at  Any  Speed.” 

A graduate  of  Berea  College  and  a former  super- 
intendent of  Prestonsburg  Public  Schools,  Mr. 
Frazier  has  served  on  numerous  KHA  commit- 
tees. He  is  past  president  of  the  Blue  Grass  Confer- 
ence, a member  of  the  American  Hospital  Associa- 
tion and  the  American  College  of  Hospital  Adminis- 
trators. 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE™  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN, TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

473-9 
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In  selected  cases  of  rheumatoid  arthritis 


with  acute  symptoms 

Response  to 


is  often  improved. 


rarely, 

patients  need 


others  need 


some 

patients  need 


many 

patients  need 


initial  therapy 


Many  patients  with  acute  rheumatoid 
arthritis  or  acute  episodes  of  chronic 
rheumatoid  arthritis  can  be  controlled 
by  increasing  the  dosage  25  mg  per 
day  (to  the  allowable  maximum)  until 
the  episode  subsides;  the  dosage 
should  then  be  reduced  gradually  to 
maintenance  levels.  Few  require  the 
maximum  (175-200  mg). 

In  the  event  the  patient  develops  ad- 
verse effects,  dosage  should  be  re- 
duced to  tolerated  levels  for  2 or  3 
days  and  then  gradually  increased  by 
25  mg  every  few  days  as  tolerated. 
G.l.  effects  may  be  minimized  by  giv- 
ing INDOCIN  with  food,  antacids,  or 
immediately  after  meals. 


Now  in  two  strengths 
25  mg  and  50  mg 


Actual  Size 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin, 
MSD)  cannot  be  considered  a simple  anal- 
gesic and  should  not  be  used  in  conditions 
other  than  those  recommended  under  Indi- 
cations The  drug  should  not  be  prescribed 
for  children  because  safe  conditions  for 
use  have  not  been  established. 
CONTRAINDICATED: 

• in  aspirin-sensitive  asthmatics 

• during  pregnancy  or  lactation 

• in  children 

•INDOCIN  may  mask  the  signs  and  symp- 
toms of  peptic  ulcer  and  may  cause  ulcera- 
tion or  irritation  of  the  G.l.  tract. Therefore, 
do  not  give  in  active  peptic  ulcer,  gastritis, 
regional  enteritis,  ulcerative  colitis,  and 
use  with  caution  if  there  is  a history  of 
these  disorders. 

For  additional  prescribing  information, 
please  see  following  page. 
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In  selected  cases 
of  rheumatoid  arthritis 
with  acute  symptoms 

Response  to 

INDOGIN 

(IndomethacinlMSD) 
is  often  improved 
by  stepping  up 
dosage  daily 
until  a satisfactory 
result  is  obtained 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD)  cannot  be  con- 
sidered a simple  analgesic  and  should  not  be  used  in  conditions 
other  than  those  recommended  under  Indications.  The  drug 
should  not  be  prescribed  for  children  because  safe  conditions  for 
use  have  not  been  established. 

Indications:  For  the  symptomatic  treatment  of  rheumatoid  arthri- 
tis, rheumatoid  (ankylosing)  spondylitis,  degenerative  joint  dis- 
ease (osteoarthritis)  of  the  hip,  and  gout. 

Contraindications:  INDOCIN  may  mask  the  signs  and  symptoms  of 
peptic  ulcer  and  may  itself  cause  peptic  ulceration  or  irritation 
of  the  G.l.  tract.  For  these  reasons  it  should  not  be  given  to  pa- 
tients with  active  peptic  ulcer,  gastritis,  regional  enteritis,  or 
ulcerative  colitis  (use  with  caution  if  there  is  history  of  these  dis- 
orders); aspirin-sensitive  asthmatics.  Safe  use  during  pregnancy 
or  during  lactation  has  not  been  established.  Should  not  be  pre- 
scribed for  children  because  safe  conditions  for  use  have  not 
been  established.  In  a few  cases  of  severe  juvenile  rheumatoid 
arthritis  receiving  INDOCIN  along  with  other  drugs,  severe  re- 
actions, including  fatalities,  have  been  reported. 

Warnings:  Patients  who  experience  dizziness,  lightheadedness,  or 
feelings  of  detachment  on  INDOCIN  should  be  cautioned  against 
operating  motor  vehicles  or  machinery,  climbing  ladders,  etc.  Use 
cautiously  in  patients  with  psychiatric  disturbances,  epilepsy,  or 
parkinsonism  since  it  may  aggravate  these  conditions. 
Precautions:  Use  cautiously  in  patients  with  a history  of  peptic 
ulcer,  gastritis,  regional  ileitis,  or  ulcerative  colitis  because  of 
its  potential  for  causing  G.l.  bleeding.  May  cause  single  or  mul- 
tiple ulceration  of  the  esophagus,  stomach,  duodenum,  or  small 
intestine,  and,  in  a few  instances,  severe  bleeding  and  perfora- 
tion with  a few  fatalities  have  been  reported.  May  potentiate  the 
ulcerogenic  effect  of  steroids,  salicylates,  or  phenylbutazone. 
Gastrointestinal  bleeding  with  no  obvious  ulcer  formation  has 
also  been  noted;  the  drug  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  obvious  or  occult  G.l.  bleeding,  some  pa- 
tients may  manifest  anemia,  and  for  this  reason  periodic  hemo- 
globin determinations  are  recommended.  G.l.  effects  may  be 
minimized  by  giving  the  drug  with  food  or  with  antacids  or  im- 
mediately after  meals.  In  common  with  other  drugs  that  have 
anti-inflammatory,  analgesic,  and  antipyretic  properties,  indo- 
methacin may  mask  the  signs  and  symptoms  of  infection;  avoid 
undue  delay  in  initiating  appropriate  treatment  of  the  infection; 
use  cautiously  in  patients  with  existing,  but  controlled,  infec- 
tions. As  with  any  new  drug,  patients  should  be  followed  care- 
fully to  detect.unusual  manifestations  of  drug  sensitivity. 
Adverse  Reactions:  Starting  therapy  with  low  doses,  with  grad- 
ual increases  when  necessary,  will  minimize  adverse  reactions. 
Central  Nervous  System:  Most  commonly,  headache  (usually  more 


severe  in  morning),  dizziness,  and  lightheadedness;  infrequently 
observed  reactions  include  mental  confusion,  drowsiness,  con- 
vulsions, coma,  depression,  and  other  psychic  disturbances, 
such  as  depersonalization;  CNS  effects  are  often  transient  and 
frequently  disappear  with  continued  treatment  or  reduced  dos- 
age. The  severity  of  these  effects  may  occasionally  require  ces- 
sation of  therapy.  Gastrointestinal : Most  commonly,  nausea, 
anorexia,  vomiting,  epigastric  distress,  abdominal  pain,  and 
diarrhea;  others  that  may  develop  are  ulceration,  single  or  mul- 
tiple, of  esophagus,  stomach,  duodenum,  or  small  intestine,  in- 
cluding perforation  and  hemorrhage  with  a few  fatalities  having 
been  reported;  G.l.  bleeding  without  obvious  ulcer  formation, 
increased  abdominal  pain  in  patients  with  preexisting  ulcerative 
colitis;  less  commonly,  stomatitis;  gastritis;  bleeding  from  the 
sigmoid  colon,  occult  in  type  or  from  a diverticulum,  and  per- 
foration of  preexisting  sigmoid  lesions  (diverticulum,  carcinoma); 
G.l.  reactions  not  known  definitely  to  be  attributable  to  indo- 
methacin include  development  of  ulcerative  colitis  and  of  regional 
ileitis.  Hepatic:  Rarely,  jaundice  and  hepatitis.  Cardiovascular- 
Henal:  Infrequently,  edema,  elevation  of  blood  pressure,  and 
hematuria.  Dermatologic-Hypersensitivity:  Infrequently,  pruritus, 
urticaria,  angioneurotic  edema,  angiitis,  skin  rashes,  loss  of  hair, 
and  acute  respiratory  distress  including  sudden  dyspnea  and 
asthma.  Hematologic:  Infrequently,  leukopenia,  purpura,  and 
thrombocytopenia;  rarely,  agranulocytosis  and  bone  marrow  de- 
pression have  been  reported,  but  a definite  relationship  to  the 
drug  has  not  been  established;  since  some  patients  may  mani- 
fest anemia  secondary  to  obvious  or  occult  G.l.  bleeding,  periodic 
hemoglobin  determinations  are  recommended.  Eye-Ear:  Infre- 
quently, tinnitus,  blurred  vision,  hearing  disturbance,  and  orbital 
and  periorbital  pain.  Miscellaneous:  Rarely,  vaginal  bleeding, 
hyperglycemia,  and  glycosuria. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in  bot- 
tles of  100  and  1000; 
capsules  containing 
50  mg  indomethacin 
each,  in  bottles  of  100. 

For  more  detailed  in- 
formation, consult  your 
Merck  Sharp  & Dohme 
representative  or  see 
the  package  circular. 


Now  in  two  strengths 

I8 

f» 

25m'  II 

f J 

50  mg 

ACTUAL  SIZE 

@ MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  ft>mt  Pa  19486 

WHERE  TODAY  S THEORY  IS  TOMORROW  S THERAPY 
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AMA  House  Adopts  Resolution 
On  Nursing  Education 

The  House  of  Delegates  of  the  American  Medical 
Association  adopted  a resolution  on  nursing  educa- 
tion, particularly  related  to  diploma  schools  of  nurs- 
ing, at  its  1968  meeting  in  Miami  Beach. 

Complying  with  a request  from  the  AMA  Com- 
mittee on  Nursing,  The  Journal  is  printing  the  resolu- 
tion in  full  for  the  information  of  KMA  members. 
The  resolution  follows. 

Whereas,  The  acute  shortage  of  trained  nursing 
personnel  throughout  the  country  has  posed  a seri- 
ous problem  in  patient  care  in  our  hospitals;  and 
Whereas,  Many  nursing  schools  have  been  closed 
in  recent  years,  because  hospitals  can  no  longer  af- 
ford the  heavy  costs  of  nursing  education,  thus  com- 
pounding the  paucity  of  trained  nurses;  and 

Whereas,  At  the  present  time,  there  is  no  unified 
academic  program  for  training  nursing  personnel;  and 
Whereas,  The  licensed  practical  nurse,  the  two- 
year  associate  degree  nurse  trained  in  our  community 
colleges,  the  three-year  diploma  nurse  trained  in  our 
hospital  nursing  schools,  and  the  four-year  bac- 
calaureate university  degree  nurse  are  all  separate  en- 
tities and  do  not  complement  each  other  academi- 
cally; and 

Whereas,  Recent  legislation  (H.R.  15757,  the 

Manpower  Training  Act  of  1968)  has  been  passed  by 
Congress,  this  act  providing  a subsidy  to  financially 
distressed  nursing  schools,  and  is  obviously  intended 
to  alleviate  the  stress  on  hospital  finances  and  pro- 
vide more  trained  nurses;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
urge  increased  subsidies  to  hospital  nursing  schools; 
and  be  it  further 

Resolved,  That  state  and  county  medical  societies 
be  encouraged  to  study  the  problems  relating  to  nurs- 
ing education  and  to  seek  at  the  local  level  all 
available  sources  of  financial  support  for  hospital 
nursing  schools;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
take  appropriate  action  in  consultation  with  profes- 
sional nursing  associations  and  the  American  Hospital 
Association  to  encourage  increasing  enrollment  in 
diploma  schools. 


DOCTOR  SUITE  AVAILABLE 

Excellent  Opportunity 
In  Highly  Populated 
Shively  Area 

Modern,  10-room  suite  with  air  condition- 
ing, carpeting,  on  second  floor;  elevator, 
private  and  public  restrooms.  Heather- 
field  Center  on  Crums  Lane.  Owner  will 
sacrifice. 

Call  447-5483 
448-1691 


ACHROMYCIN  V 


TETRACYCLINE  HC1 


481C-9 


3ftt  Jflemortam 


GEORGE  F.  ARCHER,  JR.,  M.D. 

Louisville 

1911-1969 

George  F.  Archer,  Jr.,  M.D.,  58,  a Louisville 
physician  since  1937,  died  April  18  at  his  home. 
Death  was  attributed  to  a heart  attack.  A 1937 
graduate  of  the  University  of  Louisville  School  of 
Medicine,  Doctor  Archer  was  a professor  of  medicine 
at  that  institution. 

MARINUS  H.  PULSKAMP,  M.D. 

Louisville 

1892-1969 

Marinus  H.  Pulskamp,  M.D.,  76,  a retired  proctol- 
ogist, died  May  6 at  Twinbrook  Nursing  Home.  A 
1918  graduate  of  the  St.  Louis  University  School  of 
Medicine,  Doctor  Pulskamp  was  a member  of  the 
Southern  Medical  and  Southeastern  Surgical  Socie- 
ties and  a fellow  of  the  American  College  of  Sur- 
geons. 

(Continued  on  page  455) 
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A little  Hygroton 

chlorthalidone 


all  the  way  from  one  daily  tablet  to  the  next 
to  help  control  edema  and  hypertension 

Its  prolonged  action  usually  provides  smooth,  sustained  diuretic 
effectiveness;  real  one-a-day  dosage,  right  from  the  start;  convenience 
and  economy. 

Hygroton,  chlorthalidone,  can  cause  side  effects.  And  it's  contra- 
indicated in  hypersensitivity  to  the  drug  and  severe  renal  and 
hepatic  diseases. 

Check  the  prescribing  information.  It's  summarized  on  the  next  page. 


A little  Hygrotorf  can  work  a long  diuretic  day 

chlorthalidone 


indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supplements, 
which  should  be  used  only  when  ade- 
quate dietary  supplementation  is  not 
practical,  the  possibility  of  small-bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  been 
required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding 
occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk.  The 
drug  may  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  of  childbearing  age,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Antihypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
anti  hypertensive  agents  by  at  least 
one-half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  when 
chlorthalidone  is  combined  with  bar- 
biturates, narcotics  or  alcohol,  aplastic 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rashes, 
urticaria,  purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.  I. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia,  pares- 
thesia, and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored  tab- 
lets of  1 00  mg.  and  aqua  tablets  of  50 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


—The  lowest  priced  tetracycline— nystatin  combination  available— 
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PROFESSIONAL  LIABILITY  INSURANCE 

is  a (icjli  mad  oj  distinction 


Professional  Protection  Exclusively  since  1899 


L 


LOUISVILLE  OFFICE:  Riley  Lassiter,  Representative 
Suite  260 

Shelbyville  Road  Mall  Office  Center 
400  Sherburn  Lane 

Telephone:  (Area  Code  502)  895-5501 
Mailing  Address:  P.O.  Box  20065,  Louisville,  Kentucky  40220 
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OPTICAL  ILLUSION? 

All  the  long,  diagonal 
lines  are  parallel,  but  the 
cross  lines  distract  the 
eye  and  make  them  ap- 
pear at  angles.  Don’t  suf- 
fer from  the  illusion  that 
all  glasses  are  properly 
crafted.  Rely  on  SOUTH- 
ERN OPTICAL  accuracy. 


Charge  accounts 
invited 


Optical 


SOUTHERN  OPTICAL  BL06..  640  S 4th' 
(Midway  between  Broadway  l Chestnut) 
MEOICAL  ARTS  BLDG . Eastern  Parkway 
ST  MATTHEWS.  Wallace  Center 
MEOICAL  TOWERS  BLDG  . Floyd  l Gray 
CONTACT  LENSES.  640  S 4th 


Louisville 


Bowling  Green 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoldon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program  including  occupational  therapy,  art  therapy,  athletic 
activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 
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THOMAS  S.  WALLACE,  SR.,  M.D. 

Louisville 

1881-1969 

Thomas  S.  Wallace,  Sr.,  M.D.,  87,  a retired  Lou- 
isville physician,  died  April  23  at  Anne  Lynne  Man- 
or Nursing  Home.  He  had  practiced  in  Louisville 
for  45  years  until  his  retirement.  Doctor  Wallace 
was  a 1905  graduate  of  the  University  of  Louisville 
School  of  Medicine. 


KMA  Committee  Reports 


Plans  and  Development  Committee 

George  A.  Sehlinger,  M.D.,  Louisville,  Chairman 

KMA  Headquarters  Office  April  10,  1969 

The  new  Plans  and  Development  Committee  com- 
pleted its  second  meeting  within  two  months  with  the 
purpose  of  organizing  the  committee  in  its  final  form 
and  planning  its  future  activities. 

The  committee  members  reviewed  numerous  items 
referred  to  them  for  consideration  in  the  area  of 
administrative  matters,  the  organizational  structure 
of  KMA  and  the  changes  to  the  Constitution  and 
Bylaws.  It  was  generally  agreed  that  background  ma- 
terial would  be  secured  and  the  committee  would 
meet  again  in  the  fall  to  propose  such  recommenda- 
tions as  may  be  indicated. 

Memorials  Commission 

Eugene  H.  Conner,  M.D.,  Louisville.  Chairman 

KMA  Headquarters  Office  April  17,  1969 

The  Memorials  Commission  accepted  three  addi- 
tional gifts  to  the  Memorial  Museum  and  made 
plans  to  present  an  exhibit  at  the  KMA  Annual 
Meeting  in  September. 

The  Commission  is  attempting  to  obtain  a com- 
plete set  of  the  transactions  of  the  Kentucky  Medical 
Association,  and  a list  of  those  known  to  have  been 
published  was  reviewed  and  recorded  in  the  KMA 
files.  In  other  action,  it  was  decided  to  attempt 
to  change  the  name  of  the  street  on  which  the 
KMA  Headquarters  is  located. 

Health  Exam  Survey  To  Visit  Ky. 

Breathitt,  Lee,  Morgan,  Owsley  and  Wolfe  Counties 
will  be  visited  by  the  Health  Examination  Survey  of 
the  U.S.  Public  Health  Service  from  May  29  to  July 
24.  The  Survey  will  examine  some  200  youths  from 
ages  12  to  17  for  the  purpose  of  collecting  data  on 
growth  and  development. 

The  survey  is  the  Third  Cycle  of  the  program 
which  was  conducted  in  1962  and  again  in  1965. 
Statistical  information  will  be  sought;  the  survey  is 
not  a screening  procedure  and  referrals  for  diagnosis 


will  not  be  made.  Reports  of  findings  will  be  sent  to 
an  individual’s  physician,  however,  upon  the  request 
of  his  parents. 


NEWS  ITEMS 


David  W.  Dorman,  M.D.,  an  ear,  nose  and  throat 
specialist,  is  practicing  in  association  with  Alex  M. 
Forrester,  M.D..  in  Louisville.  A 1959  graduate  of 
Cornell  University  Medical  College,  Doctor  Dorman 
completed  his  internship  in  Buffalo,  N.Y.  and  his 
residency  training  at  the  University  of  Louisville  in 
1968. 

William  N.  Postell,  M.D.,  a cardiologist,  is  associated 
with  R.  L.  Rainey,  M.D.  at  Louisville  General  Hos- 
pital. Doctor  Postell  graduated  from  the  Medical  Col- 
lege of  Georgia  in  1961  and  completed  his  internship 
there  in  1966.  He  recently  completed  two  years  of 
practice  with  the  U.S.  Public  Health  Service. 

Larry  A.  Raymond,  M.D.,  an  ophthalmologist,  is  as- 
sociated with  John  J.  Ryan,  M.D.  in  Louisville.  A 
1962  graduate  of  the  University  of  Louisville  School 
of  Medicine,  Doctor  Raymond  completed  his  resi- 
dency training  at  the  University  of  California  Medi- 
cal Center  in  1968. 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu* 
lin  testing  with  the  white  LEDERTINE™  Applicator 
a routine  part  of  your  physical  examinations? 

t TUBERCULIN 
,r  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 
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a broad-spectrum  antibiotic  for  the  diabetic 


threat or 

therapy? 


Disordered  metabolism 
makes  her  prone  to 
bacterial  infection 
— and  to  moniliasis. 

When  she  needs  tetracycline, 
she  may  also  need  protection 
against  the  threat  of  fungal  over- 
growth. And  Tetrex-F  can  pro- 
vide both. 

Each  capsule  contains  250 
mg.  of  tetracycline  phosphate 
complex  to  control  sensitive  bac- 
terial pathogens. . .and  nystatin, 
250,000  units,  as  a precaution- 
ary measure  against  trouble- 
some vaginitis,  proctitis  or  other 
monilial  infections.  However, 
superinfection  with  other,  non- 
susceptible  organisms  may 
occur. 


Tctrex-F 

(tetracycline  phosphate 
complex-nystatin) 


PRESCRIBING  INFORMATION:  Tet-F.  5 
— 2/23/67.  For  complete  information 
consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary  tracts 
and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms,  in  patients 
with  increased  susceptibility  to  monilial 
infections. 

Contraindications:  The  drug  is  contra- 
indicated in  patients  hypersensitive  to 
its  components. 

Warnings:  Photodynamic  reactions  have 
been  produced  by  tetracyclines.  Natural 
and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin 
discomfort  occurs.  With  renal  impair- 
ment, systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period 
and  childhood) . 

Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with 
bulging  fontanels.  In  gonorrheal  ther- 
apy, serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for 
3 months. 

Adverse  Reactions:  Glossitis,  stomatitis, 
nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis,  and  allergic  reac- 
tions may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d. 
Continue  for  10  days  in  Beta-hemolytic 
streptococcal  infections.  Administer  one 
hour  before  or  two  hours  after  meals. 
Supplied:  Capsules,  bottles  of  16  and 
100.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250 
mg.  tetracycline  HCI  activity  and  250,- 
000  units  of  nystatin. 

For  Oral  Suspension,  125  mg.  tetra- 
cycline and  125,000  u.  nystatin/ 5 ml., 
60  ml.  bottles.  A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hllUm  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 

Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 
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Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 

nsn  THE  national  drug  company 

I MN 1 1 dmsion  OF  RICHARDSON-MERRELL  INC. 

Iunu  I PHILADELPHIA,  PENNSYLVANIA  19144  T-9  ISA  US.  PATENT  NO.  3,00I,SI0  5/69 
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TEPANIL — the  right  start  in  support  of  the 
weight-control  program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it.  Weight 
loss  is  significant — gradual — yet  there  is  a 
relatively  low  incidence  of  CNS  stimula- 
tion. Because  TEPANIL  works  on  the 
appetite,  not  on  the  "nerves." 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients 
hypersensitive  to  this  drug;  in  emotionally  unstable  patients 
susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,  and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom- 
fort have  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


Lactinex 

TABLETS  & GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.1-2*3'4’6-6-7'8 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 
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When  he  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN  300 


Demelhylchlorlelracjdine  HC1  300  mg 
and  Nystatin  500.000  units 
CAPSl'LE-SHAPED  TABLETS  Ledrrle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  mondial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 

DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOS 1 AT  IN 
— the  broad-spectrum  therapy  that  prevents  mondial 
overgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  he  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
f particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
, dines  should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
tanFobservation  is  essential.  If  new  infections  appear,  appropriate 
treasures  should  be  taken.  In  infants,  increased  intracranial  pressure 
,vith  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
lisappeared  rapidly  upon  cessation  of  treatment. 

side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
jlar  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
iiails  (rare).  Kidney-rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
luring  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy. 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
gi7en  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


$4d  a 


MESSAGE 
FROM  THE 
PRESIDENT 


Medical  Review  Activities 

IN  THESE  days  of  such  rapid  change  in  the  practice  of  medicine  or  the  delivery 
of  health  care,  there  is  one  area  that  is  growing  more  and  more  important 
each  day — if  we  hope  to  preserve  the  free  enterprise  “fee-for-service”  we 
have  so  long  cherished. 

I refer,  of  course,  to  the  area  of  “medical  review”  or,  if  you  will,  “quality 
control”  of  medical  practice. 

In  spite  of  the  implications  of  headlines  and  news  stories  regarding  the  size 
of  physicians’  fees,  knowledgeable  people  realize  that  the  financial  problems 
of  federal  and  state  health  programs  lie,  not  in  the  fee  the  physician  charges 
for  an  individual  service  but  (1)  in  patient  over-utilization  of  services  which 
have  been  offered  to  him  free-of-charge,  and  (2)  in  physician  over-utilization, 
chiefly  in  the  form  of  unnecessary  medical  services. 

It  is  distasteful  to  the  physician  to  have  to  refuse  to  the  patient  the  services 
he  feels  have  been  promised  to  him;  it  is  disgraceful  for  the  physician  to  perform, 
and  charge  for,  any  service  he  knows  is  not  medically  justifiable.  Any  way  we 
look  at  it,  the  burden  falls  upon  the  physician — and  the  profession  must 
accept  it! 

We  must  develop  mechanisms  of  “peer  review”  in  Kentucky  to  make  certain 
that  the  quality  of  medical  practice  in  our  state  is  of  the  highest  caliber.  We 
have  “peer  review”  in  the  matter  of  fees;  our  frame  of  reference  in  this  instance, 
however,  is  not  the  justification  of  the  size  of  a fee,  but  the  justification  of  the 
number  of  office  visits,  the  number  of  hospital  days,  or  the  drugs  prescribed 
in  a given  illness  of  an  individual  patient.  Did  this  URI  require  $40  worth 
of  prescription  drugs?  Did  the  control  and  stabilization  of  that  diabetic  demand 
daily  office  visits  and  blood  sugars  for  20  days?  Was  seven  days  hospitalization, 
with  complete  x-ray  studies  of  the  spine  and  intestinal  tract,  really  necessary  in 
the  patient  with  “low-back”  pain?  If  these  things  were  necessary — fine!  And 
our  records  should  justify  our  actions.  If  not,  then  we  are  guilty  of  abusing 
a third-party,  whether  it  be  the  government,  the  Blues,  or  any  commercial 
insurance  company. 

In  some  areas  of  the  country  the  mechanisms  for  “medical  review”  have 
been  developed,  and  are  functioning  with  varying  degrees  of  success.  It  is  incum- 
bent upon  us  to  proceed  in  that  direction  without  delay.  The  alternative,  I fear, 
is  the  forfeiture  of  our  “birth-right”  for,  if  we  don’t  do  it,  somebody  is  going  to 
do  it  for  us — and  to  us! 
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Basic  Concepts  of  Rubella  Eradication! 

Russell  E.  Teague,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 


RUBELLA,  also  known  as  German  measles,  was 
first  described  by  Home  in  1759.  It  was  disre- 
garded as  a mild  contagious  disease  until  1941 
when  Gregg,  an  Australian  opthalmologist,  associated 
severe  congenital  defects  with  rubella  during  pregnan- 
cy. Since  then  the  relationship  between  maternal 
rubella  and  congenital  anomalies  such  as  cataracts, 
deafness,  mental  retardation  and  various  cardiac  ab- 
normalities has  been  clearly  established. 

In  1962  researchers  at  the  Harvard  School  of  Public 
Health  and  the  Walter  Reed  Army  Medical  Center, 
working  independently,  succeeded  in  isolating  rubel- 
la virus.  In  1966  the  first  major  field  trials  of  live 
attenuated  rubella  virus  vaccine  were  conducted. 

At  present  three  attenuated  rubella  live  virus  vac- 
cines are  under  active  consideration  for  licensure  in 
the  United  States.  The  Merck,  Sharp  and  Dohme 
strain  (HPV77  DE5)  was  prepared  by  passing  rubella 
virus  77  times  in  primary  African  green  monkey  kid- 
ney cell  culture  and  five  times  in  duck  embryo  cell 
culture.  Phillips  Laboratories  developed  a similar 
strain  (HPV77  DK12)  passed  77  times  in  primary 
African  green  monkey  kidney  cell  culture  and  12 
times  in  dog  kidney  cell  culture.  Smith,  Kline  and 
French  has  developed  the  Cendehill  strain  by  passing 
wild  rubella  virus  51  times  in  primary  rabbit  kidney 
cell  culture.  All  three  strains  appear  to  be  safe  and 
effective  for  immunization  of  prepubertal  children 
over  one  year  of  age.  Immunization  of  adult  women 
with  HPV77  vaccines,  however,  has  resulted  in  the 
frequent  occurrence  of  a severe,  transient  polyarthral- 
gia often  associated  with  fever  and  rash.  These  re- 
actions have  been  less  frequent  and  less  severe  with 
the  Cendehill  strain. 

The  advent  of  safe  and  effective  rubella  virus  vac- 
cines and  the  threat  of  a major  rubella  epidemic  in 
the  early  1970’s  have  stimulated  the  federal  govern- 
ment to  set  aside  9.6  million  dollars  to  launch  a 
nationwide  rubella  eradication  program  similar  in 
scope  to  the  polio  and  measles  campaigns  of  the  past 
decade. 


t This  article  was  prepared  by  The  Office  of 
Communicable  Diseases,  Division  of  Epidemiology, 
Kentucky  State  Health  Department,  275  East  Main 
Street,  Frankfort,  Kentucky  40601 


Theory  and  Practice  of  Rubella  Immunization 

Prevention  of  rubella  during  the  first  trimester  of 
pregnancy  is  the  primary  justification  for  a rubella 
eradication  program.  However,  because  of  the  unde- 
termined hazard  of  rubella  vaccine  virus  in  preg- 
nancy, it  should  not  be  given  to  pregnant  women  or 
those  who  may  become  pregnant  within  two  months 
following  immunization. 

Epidemiologic  study  has  shown  that  rubella  in  the 
United  States  is  primarily  a disease  of  young  school 
children  with  epidemic  transmission  often  occurring 
within  the  classroom  environment.  Transmission  to 
susceptible  pregnant  women  has  usually  been  the  re- 
sult of  exposure  to  infected  children. 

All  factors  considered,  the  only  practical  way  to 
prevent  rubella  in  the  United  States  during  pregnancy 
would  be  to  eliminate  the  major  reservoir  of  infection 
by  properly  immunizing  the  large  majority  of  suscepti- 
ble prepubertal  children  over  one  year  of  age.  This 
undertaking  will  necessitate  the  immunization  of  boys 
as  well  as  girls.  Since  clinical  history  is  an  unreliable 
means  of  determining  naturally  acquired  rubella  im- 
munity, and  since  serologic  studies  are  available  only 
on  a very  limited  basis,  all  children  within  the  spe- 
cified age  group  should  be  immunized  without  regard 
to  sex  or  clinical  history  of  rubella-like  illness. 

Because  of  the  theoretical  risk  of  congenital  mal- 
formation due  to  rubella  vaccine,  the  Public  Health 
Service  Advisory  Committee  on  Immunization  Prac- 
tices in  collaboration  with  the  Committee  on  the  Con- 
trol of  Infectious  Diseases  of  the  American  Academy 
of  Pediatrics  has  recommended  the  following  proce- 
dure whenever  immunization  of  a woman  of  child- 
bearing age  is  contemplated:1 

1.  The  woman  should  be  tested  for  susceptibility 
to  rubella  by  the  HI  test.  (The  only  reliable  evi- 
dence of  immunity  is  a positive  serologic  test.  Be- 
cause of  technical  difficulties  involved  with  this  par- 
ticular serologic  procedure,  results  should  be  ac- 
cepted only  from  laboratories  of  recognized  com- 
petency that  regularly  perform  these  tests.  The 
laboratory  asked  to  carry  out  HI  tests  for  rubella 
only  infrequently  should  refer  diagnostic  materials 
to  the  State  Health  Department  or  other  competent 
reference  laboratory.)1-  2 

(Continued  on  page  467) 
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NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg., 
phenacetin,  160  mg.,  caffeine,  30  mg.) 

non-narcotic  analgesic 


For  musculo-skeletal  pain, 

tryNorgesicfirst . . . 

8of  10  patients  probably  won’t 
need  anything  stronger 

Norgesic  offers  predictable  relief  in  approxi- 
mately 80%  of  patients  with  painful  musculo- 
skeletal disorders.  It  provides  both  effective 
analgesia  and  relief  of  associated  muscle 
spasm.  Norgesic  works  quickly,  usually  pro- 
ducing a high  level  of  analgesia  within  two 
hours,  and  relief  is  sustained  for  four  hours  or 
longer. 

For  the  relief  of  acute  mild  to  moderate  pain 
associated  with  musculo-skeletal  disorders, 
try  Norgesic  first. ..eight  of  ten  patients  proba- 
bly won’t  need  anything  stronger. 

Indications:  Symptomatic  relief  of  acute  mild  to  moderate 
pain  of  musculo-skeletal  origin. 

Contraindications:  Due  to  the  mild  anticholinergic  effect 
of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with 
glaucoma,  pyloric  or  duodenal  obstruction,  stenosing  peptic 
ulcers,  prostatic  hypertrophy,  obstructions  at  the  bladder  neck, 
achalasia  (megaesophagus),  myasthenia  gravis  or  in  patients 
known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine.  Do 
not  use  propoxyphene  (Darvon®)  concurrently. 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of 
this  preparation  in  pregnancy,  during  lactation,  or  in  the  child- 
bearing age  has  not  been  established,  use  of  the  drug  in  such 
patients  requires  that  the  potential  benefits  of  the  drug  be 
weighed  against  its  possible  hazard  to  the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug 
in  children  has  not  been  established;  therefore,  the  physician 
must  weigh  the  benefits  against  the  potential  hazards. 

Precautions:  Recent  studies  have  indicated  that  prolonged 
excessive  use  of  phenacetin  may  result  in  nephrotoxicity. 
Caution  should  therefore  be  exercised  when  administering 
Norgesic  to  patients  with  renal  insufficiency.  It  should  also  be 
used  with  caution  in  patients  with  tachycardia. 

Adverse  reactions:  Side  effects  of  Norgesic  are  those  usu- 
ally associated  with  APC  or  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  re- 
tention, dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  in- 
creased intraocular  tension,  weakness,  nausea,  vomiting, 
headache,  dizziness,  constipation,  drowsiness,  and  rarely, 
urticaria  and  other  dermatoses.  Infrequently,  mental  confusion 
in  the  elderly,  mild  central  excitation  and  occasional  halluci- 
nations. These  mild  side  effects  are  usually  eliminated  by  re- 
duction in  dosage.  One  case  of  aplastic  anemia,  with  no 
established  causal  relationship,  has  been  reported. 

Dosage  and  administration:  Adults  — 1 to  2 tablets  3 to  4 
times  daily. 

For  more  detailed  prescribing  information, 
see  Package  Circular  or  PDR. 

NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg., 
phenacetin.  160  mg.,  caffeine.  30  mg.) 

non-narcotic  analgesic 

Riker  Laboratories,  Northridge,  California  91324 

Div.  Dart  Industries  Inc. 

Sponsors  of  Riker  Service— 

the  complimentary  classified  service  for  physicians. 


(Continued  from  page  465) 

2.  If  immune,  the  woman  should  be  assured  that 
vaccination  is  unnecessary. 

3.  If  susceptible,  the  woman  may  be  vaccinated 
if  she  is  not  pregnant  and  steps  are  taken  to  ensure 
that  she  will  not  become  pregnant  within  two 
months  following  immunization.  This  will  require 
conscientious  use  of  a medically  acceptable  means 
of  pregnancy  prevention.  Adult  women  should  also 
be  warned  of  the  transient  arthralgia,  fever  and 
rash  which  frequently  follow  administration  of 
rubella  vaccine  in  this  age  group. 

Obviously,  rubella  immunization  should  not  be  con- 
ducted on  a routine  basis  in  adolescent  and  adult 
women.  Each  woman  must  be  considered  individually. 

Even  in  the  absence  of  rubella,  up  to  three  percent 
of  all  births  may  present  with  significant  congenital 
malformations.  Thus,  when  immunizing  against  ru- 
bella, care  should  be  taken  not  to  give  the  impression 
that  the  vaccine  will  prevent  all  types  of  congenital 
malformation. 

The  rubella  eradication  campaign  to  be  launched 
shortly  after  vaccine  licensure  will  present  several 
problems  unprecedented  in  previous  disease  eradica- 
tion programs.  The  necessity  of  immunizing  pre- 
adolescent boys  to  prevent  rubella  transmission  will 
raise  the  question  of  immunizing  one  person  (a  boy) 
to  protect  another  (a  woman  of  child-bearing  age). 
The  public  must  be  educated  to  the  fact  that  this  new 
“measles  vaccine”  is  different  from  the  other  “measles 
vaccine.”  Appropriate  management  of  women  of 
child-bearing  age  in  respect  to  rubella  immunization 
may  well  require  additional  high-quality  laboratory 
services  to  screen  large  numbers  of  women  for  rubella 
HI  antibody.  Although  no  official  statements  have 
been  issued,  it  is  anticipated  that  rubella  vaccine 
will  be  more  expensive  than  rubeola  vaccine  both  to 
public  and  private  providers  of  health  services. 

As  in  the  past,  the  Kentucky  State  Department  of 
Health  will  continue  to  make  available  HI  serologic 
study  and  immune  serum  globulin  for  women  ex- 
posed to  rubella  during  the  first  trimester  of  pregnan- 
cy. At  present  the  Division  of  Laboratory  Services 
does  not  have  the  personnel  or  financial  resources  to 
offer  HI  rubella  serology  as  a routine  screening  pro- 
cedure for  all  women  of  child-bearing  age.  The  Office 
of  Communicable  Diseases  (phone  502-564-4935)  will 
serve  as  a clearing  house  for  current  information  re- 
garding rubella  immunization,  administer  the  health 
department  aspects  of  Kentucky’s  rubella  immuniza- 
tion campaign  and  provide  vaccine  and  technical  as- 
sistance to  local  health  units. 

The  stage  has  been  set  by  the  close  collaboration 
of  the  Public  Health  Service  and  the  American 
Academy  of  Pediatrics.1  Once  rubella  vaccine  has 
been  licensed  it  will  be  the  joint  responsibility  of 
practicing  physicians  and  public  health  personnel  at 
the  state  and  local  levels  to  see  that  the  goal  of  rubella 
eradication  is  achieved. 
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IN  THE  BOOKS 


QUESTIONS  AND  ANSWERS  ON  CONTACT  LENS  PRACTICE: 
by  Jack  Hartstein,  M.D.;  Published  by  The  C.  V.  Mosby 
Company,  St.  Louis,  1968;  200  Pages;  Price  $10.75. 

This  book  contains  a detailed  presentation  of  the 
techniques  of  fitting  contact  lenses.  Although  the 
level  of  presentation  is  basic,  the  experienced  contact 
lens  fitter  may  gain  some  helpful  hints  from  the 
material  presented. 

The  method  of  presentation  uses  a number  of 
rhetorical  questions  each  followed  by  several  para- 
graphs of  explanation.  This  type  of  presentation 
lends  itself  to  good  indexing  and  to  covering  a large 
number  of  the  details  which  are  so  necessary  in 
successful  contact  lens  fitting. 

Slit  lamp  examination  of  the  cornea  is  taken  up 
in  minute  detail  as  are  conditions  such  as  keratoco- 
nus.  Specific  directions  for  use  of  the  keratometer 
are  included.  Corneal  and  scleral  contact  lenses  are 
discussed  concisely.  Modification  of  technique  for  un- 
usual cases  is  well  covered.  The  techniques  and 
equipment  for  inspection  and  in-office  modification 
of  lenses  are  well  described. 

The  book  contains  an  appendix  with  useful  and 
necessary  conversion  tables.  The  index  is  sufficient 
to  make  the  book  a very  useful  reference  manual. 

This  is  an  excellent  book  for  the  beginner  in 
contact  lens  work  and  also  would  serve  as  a reference 
for  the  details  of  day  to  day  routine  problems  of 
contact  lens  fitting. 

Theodore  Lawwill,  M.D. 


SYMPOSIUM  ON  SURGICAL  AND  MEDICAL  MANAGE- 
MENT OF  CONGENITAL  ANOMALIES  OF  THE  EYE — 
TRANSACTIONS  OF  THE  NEW  ORLEANS  ACADEMY  OF 
OPHTHALMOLOGY:  Published  by  the  C.  B.  Mosby  Com- 
pany, St.  Louis,  1968;  500  Pages;  283  Figures;  8 Color 
Plates;  Price  $29.50. 

This  book  contains  the  symposium  presented  at 
the  New  Orleans  Academy  of  Ophthalmology  mid- 
winter convention,  February  12-17,  1967.  It  is  an 
excellent  discussion  of  inheritance  and  hereditary 
anomalies  of  the  eye.  The  title  is  somewhat  mislead- 
ing because  the  book  is  almost  entirely  on  diagnosis 
and  heredity  with  very  little  surgical  or  medical 
management.  The  contributors  are  outstanding  men 
in  the  field  of  congenita]  anomalies — Beard,  Falls, 
Franceschetti,  Francois,  Goodman,  Krill  and  Scheie. 


The  several  chapters  are  written  in  somewhat  dif- 
ferent style  and  illustrations  are  of  varying  quality. 
In  general  the  book  is  very  readable  and  is  an  excel- 
lent source  for  review  of  the  diagnosis  and  methods 
of  investigation  of  hereditary  ocular  defects.  The 
subject  of  family  counselling  in  cases  of  hereditary 
defects  is  handled  with  tact.  Surgical  procedures  for 
congenital  cataract,  glaucoma,  and  lid  anomalies  are 
the  only  procedures  covered  in  any  detail. 

The  physiological  techniques  of  diagnosis  including 
ERG,  EOG,  dark  adaptation,  and  color  vision  testing 
are  discussed  in  a clinical  manner. 

This  is  an  excellent  book  for  a physician  or 
ophthalmologist  who  is  interested  in  reviewing  the 
subject  of  hereditary  defects  specifically  as  they  re- 
late to  the  eye.  While  the  subject  could  never  be 
completed  in  this  size  of  book,  the  more  important 
syndromes  and  isolated  defects  are  covered  in  a 
readable  and  understandable  manner. 

This  book  is  highly  recommended  as  both  a re- 
view textbook  and  an  office  reference. 

Theodore  Lawwill,  M.D. 


ALCOHOL  AND  THE  IMPAIRED  DRIVER:  Committee  on  Med- 
icolegal Problems,  Russell  S.  Fisher,  M.D.,  Chairman; 
Published  by  the  American  Medical  Association,  Chicago, 
Illinois,  1968;  234  Pages;  Price  $1.50. 

This  beautifully  produced  treatise  on  the  problem 
of  alcohol  and  driving,  with  229  references,  covers 
the  subject  in  a most  comprehensive  manner.  Com- 
ing as  it  does  from  the  Committee  on  Medicolegal 
Problems  of  the  American  Medical  Association,  this 
book  could  easily  become  a standard  reference. 

The  chapter  headings  give  an  insight  into  facets 
of  this  medically  important  subject.  They  range  from 
alcohol  and  traffic  safety  through  the  effects  of  the 
drug  on  the  human  system  on  to,  and  including, 
medicolegal  aspects  with  which  the  physician  must  be 
concerned. 

The  wide  outline  of  information,  the  low  price, 
its  clarity  of  expression,  and  excellent  illustrations 
all  combine  to  recommend  this  book  to  all  physicians. 
The  question  of  alcohol  and  the  impaired  driver 
should  be  of  interest  to  all  of  us. 

William  K.  Keller,  M.D. 
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The  burdened  heart... 


- before  prescribing,  please  consult 
:omplete  product  information,  a 

- ummary  of  which  follows: 
ndications:  Tension  and  anxiety 

- dates;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 

. jsychoneurotic  states  manifested 
>y  tension,  anxiety,  apprehension, 

• atigue,  depressive  symptoms  or 
igitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis 
lue  to  acute  alcohol  withdrawal; 
idjunctively  in  skeletal  muscle 

' ;pasm  due  to  reflex  spasm  to  local 
bathology,  spasticity  caused  by 

* upper  motor  neuron  disorders,  athe- 
tosis, stiff-man  syndrome,  convul- 

“ hive  disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under 
3 months  of  age.  Acute  narrow  angle 
flaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
iccupations  requiring  complete 
nental  alertness.  When  used  ad- 
I iunctively  in  convulsive  disorders, 

I DOssibility  of  increase  in  frequency 
md/or  severity  of  grand  mal  sei- 
zures may  require  increased  dosage 
>f  standard  anticonvulsant  medica- 
;ion;  abrupt  withdrawal  may  be 
associated  with  temporary  increase 

I in  frequency  and/or  severity  of 
seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other 
CNS  depressants.  Withdrawal 
< symptoms  have  occurred  following 
I abrupt  discontinuance.  Keep  addic- 
I tion-prone  individuals  under  careful 
surveillance  because  of  their  pre- 

I disposition  to  habituation  and 
dependence.  In  pregnancy,  lactation 
or  women  of  childbearing  age,  weigh 
potential  benefit  against  possible 
hazard. 

I Precautions:  If  combined  with  other 
I psychotropics  or  anticonvulsants, 

' consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions 
j indicated  in  patients  severely  de- 
I pressed,  or  with  latent  depression,  or 
f with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal 
or  hepatic  function.  Limit  dosage  to 

I smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 

I diplopia,  hypotension,  changes  in 
I libido,  nausea,  fatigue,  depression, 

' dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  in- 
continence, changes  in  salivation, 
slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  halluci- 
nations, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation,  have  been  reported; 
should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during 
long-term  therapy. 


The  burdened  heart, 
psychic  tension,  a 
and  adjunctive  therapy  with 

Valium  ( diazepam ) : 


Roche 

I LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Artist’s  conception 
schematically  showing 
varying  ischemic 
ventricular  muscle 

tissue. 


To  help  lift 
psychic  tension 
from  the  already 
burdened  heart 

When  the  cardiac  patient  shows 
signs  of  panic-like  reactions  following 
initial  diagnosis  — a daily  regimen  of 
10-mg  Valium  (diazepam)  tablets  t.i.d.  or 
q.i.d.  can  help  control  severe  psychic 
tension,  anxiety,  apprehension  and  agita- 
tion. For  less  severe  emotional  stress, 
the  5-mg  tablet  usually  provides  the 
desired  calming  effect. 

When  the  cardiac  patient’s  outlook 
impedes  convalescence — Valium,  as  it 
relieves  psychic  tension,  can  help  the 
patient  regain  a realistic  perspective... 
help  him  deal  more  rationally  with  con- 
valescence by  countering  excessively 
anxious  attitudes  towards  the  future. 

When  the  cardiac  patient  can’t 
adjust  emotionally  to  post-recovery 
limitations— Valium,  through  its  prompt 
and  pronounced  calming  action  on  psychic 
tension,  may  help  avoid  exacerbation  or 
aggravation  of  cardiac  symptoms. 

On  proper  maintenance  dosage,  Valium 
seldom  dulls  the  senses  or  interferes  with 
functioning. 

Should  anxiety-induced  insomnia  he 
a problem — an  h.s.  dose  added  to  the  t.i.d. 
schedule  usually  helps  permit  a night  of 
restful  sleep. 

\folium 

(diazepam) 

2-mg,  5-mg  and  10-mg  tablets 
t.i.d.  and  h.s. 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  -This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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brand 
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POLYMYXIN  B-BACITRACIN 


NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y, 


THE  INSURANCE  PAGE 


Usual  and 

IT  HAS  become  quite  obvious  that  pre-payment 
organizations  cannot  be  competitive  in  the  market- 
place unless  they  are  able  to  provide  contracts  that 
provide  paid-in-full  benefits  for  covered  services. 
Today’s  public  indicates  a willingness  to  purchase 
contracts  based  on  physicians’  usual  and  customary 
charges  when  there  is  predictability  of  cost  and 
when  the  patient  is  guaranteed  the  right  to  choose 
his  own  physician  with  some  assurance  that  the 
physician's  fee  for  covered  services  will  be  paid  in 
full. 

The  Kentucky  Medical  Association  recognized  this 
trend  when  it  originally  urged  Blue  Shield  to  develop 
programs  that  would  provide  payment  based  on 
physicians’  usual  and  customary  charges  and  re- 
affirmed support  of  this  principle  at  the  meeting  of 
the  1968  House  of  Delegates.  The  resolution  urged 
the  development  of  these  types  of  programs  by  Blue 
Shield  and  third  parties.  It  also  provided  for  the 
Kentucky  Medical  Association  to  play  a very  integral 
part  in  the  development,  through  the  appointment 
of  a special  KMA  Claims  Review  Committee  rep- 
resentative of  all  major  specialty  groups.  The  com- 
mittee was  to  work  with  Blue  Shield  and  third  parties 
in  developing  the  mechanism  and  establishing  the 
necessary  guidelines  for  the  implementation  and  ad- 
ministration of  the  program.  However,  Blue  Shield  is 
the  only  organization  that  has  offered  organized 
medicine  the  opportunity  to  involve  itself  in  the 
development  and  implementation  of  its  Usual  and 
Customary  Program.  Blue  Shield  and  the  Kentucky 
Medical  Association  have  been  working  together 
toward  the  establishment  of  county  medical  society 
review  committees  to  review  and  recommend  a 
reasonable  allowance  on  cases  that  cannot  be  proc- 
essed routinely.  This  mechanism  as  called  for  in  the 
resolution  guarantees  the  individual  physician,  the 
county  medical  society  and  the  state  association  that 
physicians  will  be  making  decisions  at  all  levels. 

Blue  Shield  has  implemented  the  Usual  and 
Customary  Program  based  on  the  direction  of  the 
House  of  Delegates  and  much  effort  has  been  made 
to  communicate  information  to  physicians  about  the 


Customary 

resolution,  its  intent  and  the  approved  guidelines  for 
its  administration.  However,  several  questions  have 
been  raised  as  to  the  paid-in-full  connotation  and 
the  individual  rights  of  a physician  to  accept  or  not 
to  accept  such  policy.  These  questions  were  pre- 
sented through  the  proper  channels  and  the  KMA 
Board  of  Trustees  referred  the  points  in  question 
to  the  Kentucky  Medical  Association’s  Advisory  Com- 
mittee to  Blue  Shield  and  charged  them  with  the 
responsibility  to  review  and  recommend  clarification 
of  the  intent  of  the  program. 

After  careful  review  of  all  the  information,  the 
KMA  Advisory  Committee  to  Blue  Shield  recom- 
mended that  Usual  and  Customary  and  the  paid-in- 
full concept  be  one  and  the  same  and  the  individual 
rights  of  physicians  to  participate  be  protected  by 
signifying  their  support  of  the  Usual  and  Customary 
concept  and  by  signing  an  agreement  to  that  effect. 

It  further  recommended  that  the  KMA  Board  of 
Trustees  working  in  cooperation  with  Blue  Shield 
institute  an  immediate  continuing  multi-phasic  pro- 
gram to  assist  the  profession  and  the  public  in  the 
explanation  and  implementation  of  the  Usual  and 
Customary  Program  and  that  the  Board  of  Trustees 
urge  Blue  Shield’s  staff  to  continue  marketing  the 
Usual  and  Customary  Program  under  the  present 
guidelines  while  working  toward  obtaining  individual 
participating  physician  agreements. 

Experience  to  date  indicated  Blue  Shield's  program 
has  been  working  and  working  very  well.  Statistically, 
under  the  Usual,  Customary  and  Reasonable  concept 
and  using  the  mechanism  as  approved  by  the  KMA 
Claims  Review  Committee,  Blue  Shield  has  processed 
41,876  claims  resulting  in  only  .38%,  or  less  than 
Vi  of  1%,  being  referred  to  review  committees. 

The  support  of  individual  physicians  is  essential 
for  the  success  of  the  Usual  and  Customary  paid-in- 
full  concept.  It  behooves  each  physician  to  give  this 
matter  positive  consideration  because  it  is  a program 
that  is  most  beneficial  to  the  physician,  to  the  patient 
and  to  the  voluntary  prepayment  program  in  Kentucky. 
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A little  Hygroton 

chlorthalidone 


MY6474 


all  the  way  from  one  daily  tablet  to  the  next 
to  help  control  edema  and  hypertension 


Its  prolonged  action  usually  provides  smooth,  sustained  diuretic 
effectiveness;  real  one-a-day  dosage,  right  from  the  start;  convenience 
and  economy. 

Hygroton,  chlorthalidone,  can  cause  side  effects.  And  it's  contra- 
indicated in  hypersensitivity  to  the  drug  and  severe  renal  and 
hepatic  diseases. 


Check  the  prescribing  information.  It's  summarized  on  the  next  page. 


Geigy 


A little  Hygrotorf  can  work  a long  diuretic  day 

chlorthalidone 


l Indications:  Hypertension  and  many 
l types  of  edema  involving  retention  of 
1 salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
!'  hepatic  diseases. 

Warning:  With  the  administration  of 
!;  enteric-coated  potassium  supplements, 
■ which  should  be  used  only  when  ade- 
, quote  dietary  supplementation  is  not 
i practical,  the  possibility  of  small-bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind, 
i Surgery  for  these  lesions  has  been 
1 required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 

, vomiting,  or  gastrointestinal  bleeding 
i occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk.  The 
drug  may  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  of  childbearing  age,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Anti  hypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
anti  hypertensive  agents  by  at  least 
one-half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  when 
chlorthalidone  is  combined  with  bar- 
biturates, narcotics  or  alcohol,  aplastic 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rashes, 
urticaria,  purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia,  pares- 
thesia, and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored  tab- 
lets of  100  mg.  and  aqua  tablets  of  50 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


The  lowest  priced  tetracycline— nystatin  combination  available— 


i 


50% 

WHY  PAY  IT??? 

You  don’t  have  to  with  our  new  BUSINESS  & 
PROFESSIONAL  PRE-COLLECTION  PLAN. 

All  monies  come  direct  to  you. 

GUARANTEED  TO  WORK 

Write  for  full  details , P.O.  Box  172 , Harlan , Kentucky  40831 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  14-64.  This  15  year  old,  white,  single, 
gravida  1,  para  0,  was  seen  in  the  emergency 
room  of  the  hospital  September  23,  1967.  She 
had  been  well  until  three  days  before  when  she  began 
to  have  a cough.  In  the  24  hours  preceding  admission 
she  became  nauseated,  developed  a fever  and  began 
to  have  convulsive  episodes.  She  became  unconscious. 
There  was  no  history  of  previous  convulsive  episodes 
nor  had  she  been  on  any  medication.  When  seen  on 
admission  she  was  completely  unresponsive  and  had 
tonic  type  convulsions  every  three  minutes  involving 
the  right  side  of  her  body.  She  also  had  some 
nystagmus.  The  patient’s  parents  were  unaware  that 
she  was  pregnant.  There  was  no  history  of  accidental 
trauma  to  the  head,  diabetes  or  kidney  disease. 

Physical  examination  revealed  T 103.4,  blood 
pressure  100/70.  She  had  some  signs  of  conjunctivitis 
and  periorbital  edema,  her  optic  discs,  however, 
were  sharp  and  clear.  There  was  no  hemorrhage  and 
the  pupils  reacted  to  light  and  were  equal.  There 
were  many  rhonchi  and  rales  scattered  throughout 
the  chest;  no  dullness  was  noted.  The  heart  sounds 
were  clear,  pulse  96,  no  murmurs  were  heard  and 
the  rhythm  was  regular.  The  abdomen  was  en- 
larged to  the  level  of  the  umbilicus;  the  fetal  heart 
was  heard.  Vaginal  examination  revealed  some  yel- 
lowish-green discharge;  however,  the  cervix  was 
closed,  long  and  thick. 

Examination  of  the  extremities  revealed  no  Bab- 
inski  reflexes.  There  was  intermittent  tonic  rigidity  of 
both  right  arm  and  right  leg.  There  were  no  reflexes 
present  on  the  right  side.  A BUN  and  blood  sugar 
were  obtained  and  were  normal.  She  could  not  be 
aroused.  An  intravenous  infusion  of  D-5-W  was 
started.  Seven  and  one  half  grams  Amytal  to  con- 
trol the  convulsions  was  given.  In  addition  she 
received  Amytal  IM  and  Dilantin  IM.  A spinal  tap 
was  obtained;  the  fluid  was  clear  with  very  low 
opening  pressure.  The  fluid  contained  two  red  cells, 


one  lymphocyte;  total  protein  was  92  percent.  Her 
serology  was  negative. 

A medical  and  neurosurgical  consultant  saw  the 
patient  and  suggested  she  be  treated  with  large  doses 
of  IV  antibiotics  and  IV  fluids.  X-rays  revealed  areas 
of  infiltrate  in  the  lung  compatable  with  a diagnosis 
of  broncho-pneumonia.  She  was  digitalized,  and 
oxygen  was  started.  An  EKG  was  obtained  and  was 
normal. 

The  patient  never  regained  consciousness.  As  the 
Jacksonian  type  convulsive  seizures  were  controlled 
the  Amytal  and  Dilantin  were  reduced.  Labor  began 
spontaneously  with  delivery  of  a viable  one  pound 
13  ounce  female  in  her  room  on  September  26.  The 
infant  expired  several  hours  after  delivery  of  the 
respiratory  distress  syndrome. 

The  patient  stopped  breathing  on  the  27th  and 
artificial  respiration  failed. 

Blood  culture  returned  after  death  grew  staphylo- 
coccus aureus.  An  autopsy  was  obtained  which 
showed  a mycotic  aneurysm  and  clot  involving  the 
basal  arteries  and  the  middle  cerebral  artery  on  the 
left  with  infarction  of  the  entire  left  half  of  the 
brain.  She  also  had  staphylococcal  myocarditis  and 
endocarditis,  acute  interstitial  pneumonia  and  focal 
hepatitis.  It  was  considered  that  her  death  was  un- 
related to  the  pregnancy.  This  started  as  a respiratory 
infection,  followed  by  a staph  endocarditis,  septicemia 
with  emboli  of  the  basilar  and  middle  cerebral  artery. 
The  terminal  event  was  the  apnea  secondary  to  the 
degenerative  changes  within  the  brain. 

Comment 

The  committee  classified  this  as  an  indirect 
obstetrical  death  without  apparent  preventable  fact- 
ors. The  possibility  of  a criminal  attempt  to  interrupt 
the  pregnancy  was  considered.  It  is  presented  in 
order  to  emphasize  certain  socio-economic  problems 
that  can  influence  the  outcome  of  a pregnancy. 
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“Shall  I order  Maalox?” 


“Yes.  Patients  respond  well 
to  it,  and  seem  to 
take  it  more  faithfully.” 


Sr 


Works  well  • Doesn’t  constipate  • Tastes  good  • Economical 


Supplied:  Maalox  Suspension  (12  fl.  oz.) . Also  available:  Maalox  No.  1 Tablets  (0.4  Gm.)  : no  sugar, 
low  sodium  content.  Maalox  No.  2 Tablets  (0.8  Gm.)  : double  strength  for  double  antacid  action. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa.  19034 


THE  NUMBER  ONE  ANTACID 


Maalox 

MAGNESIUM-ALUMINUM  HYDROXIDE 


HIGHLAND  HOSPITAL 


Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program  including  occupational  therapy,  art  therapy,  athletic 
activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W,  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 


OPTICAL  ILLUSION? 


All  the  long,  diagonal 
lines  are  parallel,  but  the 
cross  lines  distract  the 
eye  and  make  them  ap- 
pear at  angles.  Don't  suf- 
fer from  the  illusion  that 
all  glasses  are  properly 
crafted.  Rely  on  SOUTH- 
ERN OPTICAL  accuracy. 


SOUTHERN  OPTICAL  BLOC..  S40  S 4th\ 

(Midway  between  Broadway  l Chestnut)  \ 

MEOICAL  ARTS  BLOC..  Eastern  Parkway  I Louisville 
ST.  MATTHEWS.  Wallxe  Center  / 

MEOICAL  TOWERS  BLOG..  Floyd  & Gray  / 

S^CONTACT  LENSES,  640  S.  4th^ 

— Bowling  Green 


Charge  accounts 
invited 


0 pto&t 
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oducing  alginates  to  antacids 


difference 

• H ■ _ 


Derived  from  seaweed,  and  long  used  to  impart 
velvety  consistency  to  foods,  alginates— a Warner- 
Chilcott  contribution  to  antacid  palatability— help 
1 ) erase  the  chalkiness  and  grittiness  found  with  some 
other  antacids;  2)  dispel  unpleasant  aftertaste.  Like 
ice  cream,  Gelusii-M  is  smootii  and  creamy;  and  it  has 
a cool  mint  flavor.  Thus,  for  your  patients  Gelusil-M 
may  be  better  to  start  on  and  easier  to  stay  on. 


Son  next  pago  for  prescribing  information  ^ 


introducing  new 

GELUSIEM* 


each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Wamer-Chilcott) 

200  mg.  magnesium  hydroxide 

•U.S.  Patent  No.  3,324,755 

a consistent  buffering  anti  costive*  antacid 

tAvolds  constipation. 


Gelusil-M  Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored) — light  green  bottles  of  1 2 fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusir  Tablets 

the  universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more— between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 

when  constipation  is  not  a problem 

Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


a broad-spectrum  antibiotic  for  the  diabetic 


threat or 

therapy? 


Disordered  metabolism 
makes  her  prone  to 
bacterial  infection 
—and  to  moniliasis. 

When  she  needs  tetracycline, 
she  may  also  need  protection 
against  the  threat  of  fungal  over- 
growth. And  Tetrex-F  can  pro- 
vide both. 

Each  capsule  contains  250 
mg.  of  tetracycline  phosphate 
complex  to  control  sensitive  bac- 
terial pathogens... and  nystatin, 
250,000  units,  as  a precaution- 
ary measure  against  trouble- 
some vaginitis,  proctitis  or  other 
monilial  infections.  However, 
superinfection  with  other,  non- 
susceptible  organisms  may 
occur. 


Tetrex-F 

(tetracycline  phosphate 
complex-nystatin) 


PRESCRIBING  INFORMATION:  Tet-F.  5 
— 2/23/67.  For  complete  information 
consult  Official  Package  Circular. 
Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary  tracts 
and  skin  and  soft  tissues  due  to  tetra- 
cycline-sensitive organisms,  in  patients 
with  increased  susceptibility  to  monilial 
infections. 

Contraindications:  The  drug  is  contra- 
indicated in  patients  hypersensitive  to 
its  components. 

Warnings:  Photodynamic  reactions  have 
been  produced  by  tetracyclines.  Natural 
and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin 
discomfort  occurs.  With  renal  impair- 
ment, systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used.  Tooth 
staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period 
and  childhood). 

Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with 
bulging  fontanels.  In  gonorrheal  ther- 
apy, serologic  tests  for  syphilis  should 
be  conducted  initially  and  monthly  for 
3 months. 

Adverse  Reactions:  Glossitis,  stomatitis, 
nausea,  diarrhea,  flatulence,  proctitis, 
vaginitis,  dermatitis,  and  allergic  reac- 
tions may  occur. 

Usual  Adult  Dosage:  1 capsule  q.i.d. 
Continue  for  10  days  in  Beta-hemolytic 
streptococcal  infections.  Administer  one 
hour  before  or  two  hours  after  meals. 
Supplied:  Capsules,  bottles  of  16  and 
100.  Each  capsule  contains  tetracycline 
phosphate  complex  equivalent  to  250 
mg.  tetracycline  HCI  activity  and  250,- 
000  units  of  nystatin. 

For  Oral  Suspension,  125  mg.  tetra- 
cycline and  125,000  u.  nystatin/ 5 ml., 
60  ml.  bottles.  A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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Her  urinary  tract  infection  reveals  itself  through  pain  and  discomfort. 


While  the  pain  and  discomfort  of  a G.U.  infection 
are  anything  but  pleasant,  the  patient  may  be 
luckier  than  she  realizes.  That  burning  sensation 
(and/or  frequency,  urgency,  dysuria)  is  a usually 
reliable  sign  of  a urinary  tract  infection.  And  it’s 
her  good  fortune  that  her  infection  won’t  go  un- 
detected... or  untreated. 

Azo  Gantanol®  therapy  usually  provides  anal- 
gesic action  within  one-half  hour,  while  control 
of  the  infection  begins  within  two  hours.  Azo,  a 
specific  urinary  analgesic,  soothes  inflamed  mu- 
cosa to  give  symptomatic  relief.  At  the  same  time, 
the  antibacterial  component,  Gantanol  (sulfa- 


methoxazole), achieves  therapeutic  levels  in  the 
blood  and  urine,  with  diffusion  into  interstitial 
fluids.  Azo  Gantanol  — a good  choice  when  uri- 
nary tract  infection  reveals  itself  through  symp- 
tomatic distress. 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  ap- 
pears on  opposite  page. 

Azo  Gantanol 

(Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI.) 


Azo  for  the  pain 
Gantanol 

(sulfamethoxazole) 

for  the  pathogens 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Urinary  tract  infections 
with  associated  pain  or  discomfort 
when  due  to  susceptible  organisms; 
prophylactically  in  urologic  surgery, 
catheterization  and  instrumentation. 
Contraindicated  in  sulfonamide-sen- 
sitive patients,  pregnant  females  at 
term,  premature  infants,  newborn  in- 
fants during  the  first  three  months  of 
life,  glomerular  nephritis,  severe  hep- 
atitis, uremia  and  pyelonephritis  of 
pregnancy  with  gastrointestinal  dis- 
turbances. 

Warnings:  Use  only  after  critical  ap- 
praisal in  patients  with  liver  damage, 
renal  damage,  urinary  obstruction  or 
blood  dyscrasias.  If  toxic  or  hypersen- 
sitivity reactions  or  blood  dyscrasias 
occur,  discontinue  therapy.  In  closely 
intermittent  or  prolonged  therapy, 
blood  counts  and  liver  and  kidney 
function  tests  should  be  performed. 
Precautions:  Observe  usual  sulfona- 
mide therapy  precautions  including 
maintenance  of  an  adequate  fluid  in- 
take. Use  with  caution  in  patients  with 
histories  of  allergies  and/or  asthma. 
Patients  with  impaired  renal  function 
should  be  followed  closely  since  renal 
impairment  may  cause  excessive  drug 
accumulation.  Occasional  failures 
may  occur  due  to  resistant  microorga- 
nisms. Not  effective  in  virus  and  rick- 
ettsial infections. 

Adverse  Reactions:  Headache,  nau- 
sea, vomiting,  urticaria,  diarrhea,  hep- 
atitis, pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  skin  rash, 
Stevens-Johnson  syndrome,  injection 
of  the  conjunctiva  and  sclera,  pete- 
chiae,  purpura,  hematuria  or  crystal- 
luria  may  occur,  in  which  case  the 
dosage  should  be  decreased  or  the 
drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially, 
then  2 tablets  morning  and  evening. 
How  Supplied:  Tablets,  bottles  of  50. 


Roche 

LABORATORIES 


Medical  Economics  savs: 

1 7 

GENERAL  LEASING'S  PLAN  IS 

"The  Winning  Waf 

TO  LEASE  A CAR! 

SEE  ARTICLE,  JUNE,  1968  ISSUE, 

BY  CHARLES  WALTER,  MIDWEST  EDITOR 


GENERAL 

LEASING 

is  grateful  for  this  tribute  to  its  “Doctor's 
Lease  Plan.”  Thank  you.  Doctors,  for  your 
participation  in  the  plan  which  is  so  formably 
commented  on  by  Editor  Charles  Walter 
in  “Medical  Economies.” 


LEASE 

Any  Make  or  Model 

NEW  1969  CAR 

LEASE 

Medical  or  Surgical 

EQUIPMENT 

★ Leasing  better  than 

★ A plan  for  young  doc- 

buying 

tors 

★ No  capital  investment 

* Medical  and  Surgical 

★ Dependable  car  at  all 

equipment 

times 

* Complete  office  fur- 

★ Certain  tax  advan- 

nishings 

tages 

* Enlarging  facilities 

★ Call  us  for  particulars  * Call  us  for  full  details 

PHONES:  897-1641-895-2451 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 
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Continuing  Educational  Opportunities 


From  The 


KMA  Postgraduate  Medical  Education  Office 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  fall  and  winter  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  suoh  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Janet  Avenue,  Louisville,  Ky.  40205. 


IN  KENTUCKY 

JULY 

16-17  KAGP  Seminar,  Jenny  Wiley  State  Park, 
Prestonsburg 

AUGUST 

24  Symposium  on  the  Common  Fungus  Infec- 
tions for  the  Clinician,  University  of 
Kentucky  College  of  Medicine  and  KAGP, 
Imperial  House,  Lexington 

SEPTEMBER 

23-25  KMA  ANNUAL  MEETING.  Convention 
Center,  Louisville 

OCTOBER 

26-30  Medical  Library  Association,  Annual  Meet- 
ing, Louisville 

NOVEMBER 

6-7  Third  Annual  Newborn  Symposium,  De- 
partment of  Pediatrics,  University  of  Louis- 
ville School  of  Medicine,  Louisville 

13-14  Recent  Developments  in  the  Surgical  Care  of 
Trauma  Program,  University  of  Kentucky 
Medical  Center,  Lexington 


IN  SURROUNDING  STATES 

JULY 

18-19  Annual  Rocky  Mountain  Cancer  Conference, 
Brown  Palace  Hotel,  Denver,  Colo. 

29-Aug.  1 Developmental  Pediatrics  Postgraduate 
Course,  American  Academy  of  Pediatrics, 
University  of  Texas  Medical  Branch,  Galves- 
ton, Tex. 


AUGUST 

10-15  American  Congress  of  Rehabilitation  Medicine 
Annual  Session,  Palmer  House,  Chicago,  111. 

17- 22  American  Congress  for  Physical  Medicine  and 

Rehabilitation,  Chicago,  III. 

18- 21  American  Hospital  Association  Annual  Meet- 

ing, Chicago,  111. 

SEPTEMBER 

4-6  American  Association  of  Obstetricians  and 
Gynecologists,  Hot  Springs,  Va. 

15-16  Congress  on  Occupational  Health,  American 
Medical  Association,  St.  Louis,  Mo. 

24-26  Cleveland  Course  in  Pulmonary  Diseases,  St. 
Luke's  Hospital,  Cleveland,  Ohio. 

26-Oct.  3 American  Academy  of  General  Practice, 
Philadelphia,  Pa. 

OCTOBER 

18-23  American  Academy  of  Pediatrics,  38th  An- 
nual Meeting.  Palmer  House,  Chicago,  111. 

NOVEMBER 

10-13  Southern  Medical  Association.  63rd  Annual 
Meeting,  Atlanta,  Ga. 
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Trichomonads...  Monilia...  Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,1'4  broad-spectrum  antibiotics5'9  and  prolonged  use  of  corticosteroids.7 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.911 


Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Side  Effects:  The  usual  precautions 
for  topical  and  systemic  sulfonamides  should  be 
observed  because  of  the  possibility  of  absorption. 
Burning,  increased  local  discomfort,  skin  rash  or 
other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaqinallv  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1 . Gardner,  H.  L. : J.  Miss.  M.A .8  : 529, 
1967.  2.  Porter,  P.  $.,  and  Lyle,  J.  S. : Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 
93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 


196.7 31,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.:  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nuaent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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AVC 


rnc  A KA  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Ql  IDDOQITODIEC  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
OUrrUOl  I wixICO  1.05  Gm.,  allantoin  0.14  Gm.) 


TRADEMARK  AVC 
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Orenzyme 

Bitabs  One  tablet  q.i.d. 

Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units.;  equivalent  in  tryptic  activity  to  40  mg.  of  N F.  trypsin 

DOUBLE  STRENGTH 


Proteolytic  enzyme  therapy 
specifically  indicated 
for  the  rapid  resolution  of 
inflammation  and  edema  i 
as  adjunctive  therapy  M 
in  accidental  and  My 

surgical  trauma. 

1 tablet  q.i.d. 

provides  recommended  W 
therapeutic  dose  at  W 
lower  cost.  a 


*mme 


Description:  ORENZYME  BITABS  offers  the  therapeutic  effects  of 
trypsin  in  an  oral  form  as  adjunctive  therapy  for  the  rapid  reso- 
lution of  inflammation  and  edema.  ORENZYME  BITABS  is  con- 
venient to  use,  promotes  patient  cooperation  and  is  ideally 
suited  for  maintenance  therapy  following  parenteral  trypsin. 
Indications:  When  used  os  adjunctive  therapy  for  the  rapid  res- 
olution of  inflammation  and  edema,  good  results  have  been 
obtained  in: 

□ Accidental  Trauma 

□ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  should  be  used  as 
Indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
patients  with  o known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemophilia, 
or  with  severe  hepatic  or  renal  disease.  Safe  use  In  pregnancy 
has  not  been  established. 


Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  manifesta- 
tions (rash,  urticaria,  itching),  gastrointestinal  upset  and  in- 
creased speed  of  dissolution  of  animal-origin  surgical  sutures. 
There  have  been  isolated  reports  of  anaphylactic  shock,  albu- 
minuria and  hematuria.  Increased  tendency  to  bleed  has  also 
been  reported  but,  in  controlled  studies,  it  has  been  seen  with 
equal  incidence  in  placebo-treated  groups.  (See  Precautions.) 
It  Is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AM  BAR  "2 


One  Ambar  Extentab  before  breakfast  can 

help  control  most  patients’  appetite  for  up  EXTENTAB  S 


to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®—  methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


methamphetamine  HCI  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
" suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company.  /l-IJ-|^Qg|  NS 


A.  H.  ROBINS  COMPANY. 
RICHMOND.  VA.  23220  **  n 


Da  n on 

Compound-  65 

Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 
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Treatment  of  Childhood  Asthma 

N.  I.  Handelman.  M.D.*  and  M.S.  Nall,  M.D.** 

Louisville,  Kentucky 


A plan  of  management  for  the  symp- 
tomatic therapy  of  childhood  asthma  in 
its  various  degrees  of  severity  is  dis- 
cussed. 

THE  problem  of  asthma  in  children  is 
becoming  more  and  more  evident  to 
the  practicing  physician.  Precise  statis- 
tics concerning  the  percentage  of  children 
with  asthma  are  difficult  to  define.  However, 
in  a random  survey  of  2,000  children  in  the 
Chicago  area  in  1967,  4.9  percent  had  asthma 
diagnosed  by  a physician.1  Dees  reported 
that  the  incidence  of  asthma  found  in  various 
pediatric  practices  with  the  diagnosis  made 
by  examination  was  6.6  to  9 percent.2  The 
incidence  may  even  be  higher  since  asthma 
often  masquerades  as  other  conditions  such  as 
bronchiolitis,  bronchitis  and  recurrent  pneu- 
monitis. 

In  the  United  States  during  1964  there  were 
1.21  million  cases  of  asthma  among  children 
six  to  16  years  of  age.;i  Death  from  asthma  in 
a child  has  been  considered  rare  but  it  can 
be  a lethal  disease.  It  still  ranks  among  the 
60  leading  causes  of  death  in  this  country  in 
children  under  15  years  of  age.4 

Significant  advances  have  been  made  dur- 
ing the  past  decade  in  the  clinical  manage- 
ment of  this  common  disease.  In  this  article 
we  will  present  a simplified  protocol  for  the 


* Associate  clinical  professor  of  pediatrics  and  director 
of  pediatric  allergy,  University  of  Louisville  School 
of  Medicine. 

**Fellow,  pediatric  allergy,  University  of  Louisville 
School  of  Medicine 


symptomatic  therapy  of  asthma  in  its  various 
degrees  of  severity.  This  paper  stems  from  an 
outline  prepared  for  the  staff  of  the  pediatric 
department  of  the  University  of  Louisville 
School  of  Medicine. 

It  is  important  to  understand  the  patho- 
physiology of  asthma  in  order  to  treat  the  pa- 
tients effectively.  This  is  a complex  problem 
not  fully  understood  but  the  initial  event 
triggering  extrinsic  asthma  is  thought  to  be 
reintroduction  of  a specific  antigen  and  its 
interaction  with  antibody  on  or  near  the  sur- 
face of  sensitized  cells.  This  causes  the  libera- 
tion of  several  chemical  mediators  with  power- 
ful pharmacological  actions  producing  in- 
creased capillary  permeability,  mucous  gland 
hyper-secretion  and  smooth  muscle  contrac- 
tion. These  chemical  mediators  are  thought  to 
include  histamine,  slow  reacting  substance, 
plasma  kinins,  acetylcholine  and  serotonin. 

Recently,  a hypothesis  has  been  put  for- 
ward that  an  imbalance  of  the  autonomic 
nervous  system  plays  an  important  role  in 
asthma  and  other  allergic  disorders.5  There 
are  two  types  of  adrenergic  effector  systems: 
the  alpha  and  beta.  Bronchodilation  is  medi- 
ated by  beta  receptors.  Animal  studies  have 
shown  that  chemical  blockade  of  the  beta  re- 
ceptors can  be  accomplished  by  administra- 
tion of  certain  drugs  which  results  in  height- 
ened sensitivity  to  histamine.  This  simulates 
the  exaggerated  responsiveness  of  the  human 
asthmatic  to  histamine.0 

Keeping  in  mind  the  essential  pathological 
changes  in  the  bronchi  and  bronchioles — 
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spasm,  edema  and  hypersecretion  of  mucous — 
the  specific  medical  regimen  will  be  discussed. 

Home  Care 

One  of  the  cardinal  features  of  the  medical 
regimen  is  hydration  in  an  effort  to  remove 
the  thick  viscid  bronchial  secretions.  Water 
vapor  is  an  effective  method  of  liquifying  se- 
cretions and  is  probably  an  effective  expecto- 
rant. Asthmatics  are  prone  to  dehydration  due 
to  poor  fluid  intake,  tachypnea  and  frequent 
vomiting.  It  is  important  to  impress  on  the 
parents  to  push  oral  fluids  when  their  child 
begins  to  wheeze. 

In  recent  years,  iodide  salts  have  been  used 
as  expectorants  on  the  basis  of  some  evidence 
that  they  stimulate  the  production  and  thus 
liquification  of  bronchial  mucous.  Contradic- 
tory results  regarding  the  effectiveness  of 
iodotherapy  have  been  reported.  Falliers  stu- 
died 52  asthmatic  children  and  found  that  doses 
of  300  mg  of  K1  three  times  a day  influenced 
the  course  of  asthma  favorably  and  mainten- 
ance steroids  could  be  greatly  reduced  in  a 
significant  number  of  the  children  during 
treatment.7  However,  Forbes  administered  po- 
tassium iodide  to  patients  with  chronic  lung 
disease  and  then  measured  the  viscosity  of 
the  daily  output  of  sputum.  He  found  no 
evidence  that  these  drugs  effectively  lowered 
sputum  viscosity.8  Also,  thyroid  adenomas  have 
been  reported  as  a side  effect  of  oral  iodide 
therapy.9  If  the  physician  feels  iodide  therapy 
is  of  value,  it  is  important  to  keep  close  ob- 
servation on  the  status  of  the  thyroid. 

The  bronchodilators  play  an  important  role 
in  the  management  of  asthma  at  home.  The 
commercial  preparations  consist  of  either 
xanthine  alone  or  xanthine  in  combination 
with  a sympathomimetic,  barbiturate,  and 
sometimes  an  expectorant.  Xanthines  are  weak- 
ly basic  alkaloids.  Caffeine,  theophylline,  and 
theobromine  are  three  closely  related  xan- 
thines which  occur  in  plants  widely  distributed 
throughout  the  world.  From  earliest  times  man 
has  made  beverages  from  aqueous  extracts  of 
these  plants,  for  example,  coffee,  tea,  cocoa 
and  cola  drinks.  Theophylline  is  the  xanthine 
used  in  asthma  therapy.™  It  acts  directly  on 
the  smooth  muscle  of  the  bronchi  causing  re- 
laxation. The  dosage  of  these  drugs  should 
be  determined  by  the  theophylline  content 
and  is  4-5  mg/ Kg  three  times  a day.  Theo- 


phylline intoxication  continues  to  occur  de- 
spite repeated  warnings  in  the  literature.  The 
therapeutic  and  toxic  levels  in  the  serum  are 
very  close.  Yunginger  found  that  excellent  re- 
lief was  usually  observed  at  serum  Theophyl- 
line concentrations  of  more  than  0.5  mg  % and 
objective  signs  of  untoward  reactions  appeared 
in  excess  of  0.7  mg  %.u 

Theophylline  is  a powerful  diuretic  so  fluids 
must  be  given  to  avoid  dehydration.  White  re- 
viewed 24  cases  of  aminophylline  intoxica- 
tion including  four  deaths.  The  common  fea- 
ture in  all  cases  was  some  sign  of  CNS  irrita- 
bility probably  because  of  decreased  cerebral 
blood  flow.  In  the  majority  of  cases  vomiting 
occurred  which  is  due  to  direct  gastric  irrita- 
tion. At  autopsy  petechia  of  the  gastric  muco- 
sa were  found  and  in  some  cases  esophageal 
perforation.12  A common  error  is  to  administer 
the  drug  to  a child  already  receiving  it.  When 
a child  is  admitted  to  the  hospital,  the  parents 
should  be  questioned  closely  about  how  much 
medication  the  child  has  had  at  home.  In 
many  cases  of  severe  toxicity,  the  theophylline 
has  been  given  by  rectal  suppositories.  Ab- 
sorption by  this  route  is  very  erratic.13'16  How- 
ever, Yunginger  has  shown  that  when  theo- 
phylline is  administered  rectally  in  the  form 
of  a retention  enema  the  absorption  is  regu- 
lar.11 Theophylline  is  of  value  in  the  treatment 
of  asthma  but  it  is  of  utmost  importance  that 
the  proper  dose  be  adhered  to  which  is  4-5 
mg/Kg  by  any  of  the  three  usual  routes  every 
eight  hours  (P.O.,  IV  or  rectally). 

Antibiotics  should  be  used  whenever  there 
is  evidence  of  infection  from  positive  chest 
X-ray  findings  and  less  specifically  fever,  leu- 
kocytosis or  purulent  sputum  and  rhinorrhea. 
Richards  reviewed  24  asthmatic  deaths  and 
found  that  pneumonitis  was  the  most  frequent 
post  mortem  finding.17  If  possible,  bacterial 
cultures  should  always  be  taken  first  so  that 
antibiotic  therapy  can  be  guided  by  the  sensi- 
tivity tests. 

Nebulization  therapy  using  Isuprel  1:400 
or  1:800  diluted  with  normal  saline  is  fre- 
quently used  in  severe  cases.  Some  clinicians 
add  an  enzyme  or  detergent  to  the  Isuprel  so- 
lution. There  are  several  brands  of  nebulizers 
but  the  DeVilbiss  glass  nebulizer  #40  attached 
to  a small  air  compressor  or  to  a bicycle  pump 
has  proven  to  be  very  effective.  Postural  drain- 
age and  forced  coughing  should  follow  nebuli- 
zation treatment. 
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It  may  be  necessary  to  use  steroids  but  only 
after  the  other  forms  of  treatments  have  been 
fully  tried.  The  patient’s  tuberculin  skin  test 
should  be  checked  and  his  urine  tested  for 
sugar  before  steroids  are  given.  The  role  of 
steroids  in  the  treatment  of  asthma  is  con- 
troversial. The  Drug  Committee  of  the  Re- 
search Council  of  the  American  Academy  of 
Allergy  studied  122  patients  who  had  been  on 
steroids  for  six  months  or  longer.  The  most 
frequent  side  effects  reported  were  weight 
gain,  moon  facies  and  ecchymosis.  There  was 
no  need  to  stop  treatment  in  any  of  the  pa- 
tients because  of  side  effects.18  A serious  objec- 
tion to  the  use  of  steroids  in  children  is  their 
growth  inhibiting  effects.  However,  most  chil- 
dren with  severe  asthma  are  small  because  of 
their  disease.  Smith  studied  a group  of  intracta- 
ble asthmatic  children  and  found  that  43  per- 
cent were  below  the  tenth  percentile  before 
steroids  were  started.  He  felt  that  the  bene- 
ficial effects  of  steroid  therapy  outweighed 
the  inhibitory  effect  on  growth.19  For  patients 
who  have  to  be  on  long-term  steroid  therapy 
there  is  evidence  that  a single  dose  should  be 
administered  on  alternate  days,  preferably  in 
the  morning.  This  mode  of  therapy  reduces 
side  effects  and  causes  less  suppression  of  the 
endogenous  pituitary-adrenal  axis.20  If  steroids 
are  used  the  physician  is  obligated  to  follow 
the  patient  and  give  cortisone  at  the  time  of 
any  severe  stress  such  as  surgery  during  the 
year  following  termination  of  the  steroids. 

Emergency  Room  Treatment 

When  the  asthmatic  child  is  seen  in  the  of- 
fice or  emergency  room  in  respiratory  distress, 
the  drug  of  choice  is  adrenalin.  Adrenalin 
1:1000  aqueous  solution  may  be  given  sub- 
cutaneously and  repeated  one  time  in  20-30 
minutes  if  needed.  Dosage  is  0.01  ml/Kg  with 
a top  dose  of  0.5  ml.  The  majority  of  the  pa- 
tients will  respond  to  the  first  injection.  If  the 
patient  is  significantly  improved  after  adrena- 
lin, susphrine  (1:200  aqueous  suspension  of 
epinephrine  in  10  percent  glycerine,  2 percent 
sodium  Theoglycolate  and  0.5  percent  chloro- 
butenal)  can  be  given  subcutaneously  and  will 
last  up  to  12  hours.  The  dosage  is  0.005  ml/Kg. 
It  is  important  to  use  the  correct  dosage  be- 
cause both  arterial  and  venous  pressures  are 
increased  by  the  alpha  adrenergic  stimulation 
of  epinephrine.  Overdose  may  send  the  patient 


into  pulmonary  edema  because  of  elevated 
pulmonary  capillary  filtration  pressure.  Bron- 
kephrine  HC1  (Ethylnorephrine  HC1)  which 
has  less  side  effects  may  be  used  in  place  of 
adrenalin.  Also,  nebulization  using  the  Ben- 
nett (or  other  IPPB)  apparatus  if  one  is  avail- 
able may  be  helpful. 

If  the  patient  does  not  respond  to  adrenalin, 
it  may  be  due  to  the  presence  of  mucosal  con- 
gestion, retained  bronchial  secretions  and  the 
patient  may  be  acidotic.  In  this  case  the  diag- 
nosis of  status  asthmaticus  is  made  and  the 
patient  hospitalized.  Just  taking  the  child  out 
of  stressful  and  perhaps  antigen  laden  home 
environment  may  of  itself  produce  beneficial 
effects. 

Hospital  Care 

On  admission  the  patient  should  be  placed 
in  an  oxygen  tent  with  high  humidity  in  an 
effort  to  liquify  his  bronchial  secretions.  Forty 
percent  ambient  oxygen  should  be  given  if  the 
patient  is  cyanotic  or  the  Pa  0_.  indicates  it. 
It  is  important  to  add  the  high  humidity  be- 
cause oxygen  alone  tends  to  have  a drying  ef- 
fect. The  newer  ultrasonic  nebulizers  are  more 
effective  in  that  they  produce  water  particles 
of  a small  enough  diameter  to  penetrate  deeper 
into  the  tracheobronchial  tree. 

Any  patient  in  status  who  is  admitted  to 
the  hospital  should  be  hydrated  with  intra- 
venous fluids.  After  questioning  about  previous 
medications,  aminophylline  may  be  given  4 
mg/Kg  over  20-30  minutes  every  six  hours 
through  the  IV.  If  steroids  are  indicated,  hy- 
drocortisone can  be  injected  into  the  IV  tubing 
every  six  hours  up  to  12  mg/Kg  per  day. 
However,  it  will  take  approximately  six  hours 
before  there  is  any  clinical  improvement  due  to 
the  steroids. 

When  the  pH  of  the  serum  is  between  7.25 
and  normal,  the  aqueous  adrenalin  can  be 
given  every  four  hours  or  susphrine  can  be 
given  every  12  hours.  Instead  of  adrenalin, 
Bennett  therapy  with  Isuprel  1:400  10  cc 
H.O  pressure  and  40  percent  oxygen  may 
give  the  patient  a great  deal  of  relief. 

If  the  patient  is  restless  or  agitated,  light 
sedation  may  be  used.  Chloral  hydrate  is 
probably  the  drug  of  choice.21  The  dosage  is 
20  mg/Kg,  but  sedation  must  be  used  with 
caution  because  these  symptoms  may  be  due 
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TABLE  I 

CRITERIA  FOR  DIAGNOSIS  OF  RESPIRATORY 
FAILURE  IN  CHILDREN  WITH  STATUS  ASTHMATICUS 

1.  Severe  Respiratory  retractions. 

2.  Barely  audible  (or  absent)  wheezing  and  breath 

sounds. 

3.  Minimal  thoracic  movements  with  hyperinflation. 

4.  Depressed  level  of  consciousness  and  response  to 

painful  stimulation. 

5.  Cyanosis  in  40%  ambient  oxygen. 

6.  PaCO  50-65  mgm  mercury  or  higher. 

Three  criteria  necessary  for  diagnosis 


to  severe  hypoxia  or  aminophylline  intoxica- 
tion. Morphine  is  contraindicated  in  asthma. 

If  the  patient  is  not  responding  to  medica- 
tion, it  is  important  to  follow  his  pH  and  blood 
gases  closely  often  every  hour.  The  only  way 
to  ascertain  the  presence  of  mild  respiratory 
failure  is  to  measure  arterial  blood  levels  of 
oxygen  and  PCO_>.  As  the  patient’s  airway 
obstruction  progresses  respiratory  acidosis  re- 
sults from  retention  of  CCU.  Also,  in  the  ab- 
sence of  adequate  tissue  perfusion  with  oxygen, 
lactic  acid  is  formed  and  the  patient  develops  a 
superimposed  metabolic  acidosis.  When  the  pH 
is  7.25  or  less,  sodium  bicarbonate , 1.5  mEq/ 
Kg,  can  be  given  over  a period  of  15  to  30 
minutes  intravenously.  The  amount  of  sodium 
bicarbonate  to  be  given  can  also  be  calculated 
from  the  base  deficit.2-  Acidosis  decreases  pul- 
monary perfusion  in  patients  with  bronchocon- 
strictive  disease  and  correction  of  acidosis  may 
lead  to  prompt  return  of  bronchomotor  re- 
activity to  epinephrine.  Of  course,  the  most  ef- 
fective way  to  treat  respiratory  acidosis  is  to 
mechanically  ventilate  the  patient. 

When  the  patients  in  status  fail  to  respond 
to  intensive  medical  therapy,  the  last  resort 
is  controlled  respiration  by  mechanical  means. 
However,  this  procedure  should  not  be  de- 
layed until  coma  or  apnea  occurs  because  of 
the  irreversible  damage  produced  by  severe 
hypoxia.  The  clinical  diagnosis  of  respiratory 
failure  can  be  made  when  the  patient  satisfies 
three  of  the  criteria  listed  in  Table  I.  The 
blood  gases  are  the  most  objective  and  useful 
criteria.23  When  the  diagnosis  is  made  the  pa- 
tient is  placed  under  the  supervision  of  the 
anesthesia  department  and  is  placed  on  muscle 
relaxants  and  mechanically  ventilated.  With 
close  cooperation  between  anesthesiologist, 
pediatrician,  allergist  and  nursing  personnel 
there  is  no  reason  a child  with  status  asthmati- 
cus  should  die  from  respiratory  failure.  Reis- 
man  reported  treating  patients  in  status  on  the 


respirator  for  periods  up  to  seven  days  with 
good  results.24 

The  treatment  program  as  discussed  is  out- 
lined (see  chart).  It  is  hoped  that  this  chart  will 
be  of  value  to  the  clinician. 

HOME  CARE 

I.  EXPECTORANTS 

A.  SSKI-1  drop/year  to  15  drops  t.i.d.  in  liquids 

B.  Organidin  (iodinated  glycerol)  - Dosage 
same  as  SSKI 

II.  BRONCHODILATORS 

The  dosage  should  be  determined  by  Theophyl- 
line content  and  is  4-5  mgm/Kg  (up  to  300 
mgm)  every  6-8  hours 

A.  Xanthine  - Oral  preparation  (example) 

1.  Quibron  - Theophylline  10  mgm/cc 

B.  Combination  of  a Xanthine,  Sympatho- 
mimetic and  Barbiturate  (example) 

1.  Tedral  Suspension  - 1 teaspoon  contains: 
Theophylline  65  mgm,  Ephedrine  HC1 
12  mgm..  Phenobarbital  4 mgm. 

III.  ANTIBIOTICS  - IF  INDICATED 

IV.  NEBULIZATION  THERAPY 

Using  Isuprel  1 :400  or  1 : 800  with  normal  saline. 

A.  Compressors 

1.  DeVilbiss  - No.  501  or  similar  unit. 

2.  Bicycle  Pump 

3.  Bennett  apparatus 

B.  Connector  - This  includes  tubing 

C.  Nebulizer  - as  an  example  DeVilbiss  No.  40 

V.  PHYSICAL  THERAPY 

VI.  STEROIDS  - IF  ALL  ELSE  FAILS 

OUTPATIENT  {EMERGENCY  ROOM) 

I.  LAB  TESTS  AND  X-RAYS  - AS  INDICATED 

II.  SYMPATHOMIMETICS 

Use  A,  B or  C - If  patient  responds  may  con- 
tinue with  D. 

A.  Epinephrine  1:1000  aqueous  solution. 
Dosage  is  0.01  ml  /Kg  and  may  be  repeat- 
ed one  or  two  times  every  20-30  minutes. 

B.  Bronkephrine  HC1  - Dosage  is  0.02  ml /Kg. 

C.  Nebulization  - using  Bennett  Apparatus 

D.  Susphrine  - Dosage  is  0.005  ml /Kg. 

III.  HOSPITALIZE  - IF  PATIENT  DOES  NOT  RESPOND 

HOSPITAL  CARE 

I.  FLUIDS  ADMINISTERED  INTRAVENOUSLY 

A.  5%  Dextrose  in  water  in  0.2%  sodium  chlo- 
ride solution  or  hydrating  solution.  Add  KC1 
as  indicated. 

B.  Aminophylline  4 mgm/Kg  every  6 hours 
given  over  a period  of  15-30  minutes. 

C.  Hydrocortisone  100  mgm  every  6 hours  (up 
to  12  mgm/Kg/day)  injected  into  IV  tubing 

D.  Sodium  Bicarbonate  1.5  mEq/Kg  given 
over  a period  of  15-30  minutes  - if  indicated. 

II.  NEBULIZATION  THERAPY 

III.  CONTINUE  SYMPATHOMIMETICS  IF  PATIENT  RE- 
SPONDING 

A.  Epinephrine  (1:1000)  subcutaneously  0.01 
ml /Kg  every  4 hours  or 

B.  Susphrine  0.005  ml /Kg  every  12  hours 

IV.  OXYGEN  TENT  WITH  40%  Os  AND  HUMIDITY 

V.  RELIEVE  GASTRIC  DISTENTION  BY  ASPIRATION 

VI.  BLOOD  (ARTERIAL)  pH,  PO,  and  P CO-  REPEATED 
EVERY  HOUR  IF  NECESSARY 

VII.  LIGHT  SEDATION  WITH  CHLORAL  HYDRATE  - 10-20 
mg  /Kg. 

VIII.  ANTIBIOTICS  AS  INDICATED 
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Conclusion 

The  incidence  of  death  associated  with  asth- 
ma is  certainly  greater  in  adults  than  in  chil- 
dren. However,  it  is  of  the  utmost  importance 
to  treat  the  childhood  asthmatic  in  order  to 
decrease  the  incidence  of  asthma  in  adulthood 
and  thus  reduce  the  morbidity  and  mortality 
rates  from  this  disease.  Johnstone  has  shown 
in  a double  blind  study  that  intensive  treat- 
ment of  asthma  in  childhood  makes  a signi- 
ficant difference  in  the  natural  course  of  this 
disease.  In  addition  to  the  symptomatic  ther- 
apy as  discussed  in  this  article  the  total  man- 
agement of  the  childhood  asthmatic  should  in- 
clude an  adequate  allergy  survey,  environ- 
mental control,  hyposensitization  therapy  and 
dietary  management  if  indicated.-'1 
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Tetanus  in  the  Bluegrass  Area 
A Report  of  Recorded  Cases  in  the  Hospitals  of 
Lexington,  Kentucky  from  1950  to  1968T 
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and  Michael  L.  Furcolow,  M.D.*** 

Lexington,  Kentucky 


Forty  cases  of  tetanus  were  found  record- 
ed in  Lexington's  hospitals.  The  results 
show  that  efforts  have  to  he  pushed  to 
reach  universal  tetanus  immunization 
and  that  research  in  improved  methods 
of  treatment  should  be  encouraged. 

TETANUS  is  not  only  one  of  the  great- 
est public  health  problems  in  most  de- 
veloping countries  of  the  world,  but  it  con- 
tinues to  be  present  in  developed  countries  in 
spite  of  efforts  to  eradicate  it.  There  is  no  sin- 
gle area  in  the  world  free  of  this  infection.1 

The  United  States  is  not  an  exception.  Peri- 
odic reviews  of  the  tetanus  status  made  in  this 
country  show  that  this  disease  has  not  been 
eradicated  at  all.  In  1939  Moore  and  Single- 
ton-  presented  mortality  data  for  the  period 
from  1923  to  1932.  A report  from  1951  to 
1955  was  done  by  Axnick  and  Alexander.3  In 
1964  Heath.  Zusman,  and  Sherman1  presented 
a report  reviewing  the  tetanus  situation  in  the 
United  States  from  1950  to  1960.  The  inci- 
dence and  control  of  tetanus  in  New  York  state, 
excluding  New  York  City,  was  reported  in 
1 966  by  Albrecht.5 

One  other  review  of  the  status  of  tetanus  as 
a health  problem  in  the  United  States  was 
based  on  the  analysis  of  Tetanus  Surveillance 
Forms,  submitted  to  the  National  Communica- 
ble Disease  Center  (NCDC)  for  the  years 
1965  and  1966. 11  This  study  represented  95  per- 
cent of  all  cases  of  tetanus  reported  in  the 
United  States  for  that  period,  and  showed  that 
in  spite  of  the  well-known  effectiveness  of 
prophylatic  immunization  and  the  widespread 
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availability  of  tetanus  toxoid,  tetanus  remained 
a disease  with  an  impressive  mortality.  In  1969 
similar  data  were  published  by  La  Force, 
Young,  and  Bennett.7 

The  present  study  reviews  data  available 
about  tetanus  recorded  in  the  medical  records 
of  Lexington’s  hospitals  from  1950  to  1968, 
and  shows  the  tetanus  situation  in  the  Blue- 
grass  area. 

Lexington,  Kentucky  occupies  a central 
position  in  the  Eastern  United  States.  It  is  a 
link  between  the  industrial  Great  Lakes  region 
of  the  North  and  the  agricultural  South,  as  well 
as  a link  between  the  urbanized  area  of  the 
East  and  the  rural  Midwest.  It  is  situated  in 
Central  Kentucky,  the  “Heart  of  Bluegrass”, 
which  is  the  center  of  the  plain  covering  the 
central  sub-region  of  the  Bluegrass.  In  addi- 
tion, Lexington  is  the  hinterland  apex  of  Cin- 
cinnati, Louisville  and  Lexington  regional  tri- 
angle. 

The  population  of  metropolitan  Lexington 
(i.e.,  Fayette  County)  obtained  from  the  U.  S. 
Census  in  1950  was  100,746  with  a non- 
white percent  of  17.3.  The  last  U.  S.  Census 
conducted  in  1960  indicates  a population  of 
131,906  for  the  same  area.  The  total  non-white 
population  in  1960  was  given  as  15.3  percent 
of  the  total.  Estimates,  undertaken  on  the  basis 
of  this  figure  and  other  historical  data,  give  a 
population  for  mid-year  1964,  1965,  and  1966 
of  148,700,  of  153.000,  and  158,000  respec- 
tively. Thus  the  annual  increment  to  the  popu- 
lation has  been  estimated  in  the  range  of  five 
to  six  thousand8.  Based  on  these  data,  the 
population  for  metropolitan  Lexington  could 
be  estimated  at  169,000  in  mid-year  of  1968. 
Fayette  County  contains  a total  of  283  square 
miles. 

In  Lexington,  there  are  one  College  of  Medi- 
cine with  one  University  Medical  Center  and 
four  other  general  hospitals. 
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Sources  of  Data 

The  data  presented  in  this  study  were  se- 
cured from  the  medical  record  rooms  of  the 
five  general  hospitals  of  Lexington,  Kentucky. 
Complementary  data  were  obtained  in  the 
Commonwealth  of  Kentucky,  State  Department 
of  Health  in  Frankfort. 

A total  of  40  tetanus  cases  was  recorded  in 
the  Lexington  hospitals  from  1950  to  1968. 


Results  and  Comments 

The  characteristics  of  the  cases  found  were 
the  following: 

Age:  While  in  other  countries,  the  problem 
of  tetanus  neonatorum  is  so  important9,  in  the 
data  recorded  in  Lexington’s  hospitals,  only 
two  cases  of  tetanus  neonatorum  were  found. 
This  represented  only  five  percent  of  the  total. 
It  was  found  that  50  percent  of  the  cases  oc- 
curred among  people  under  15  years  of  age 
and  25  percent  in  people  over  65.  The  per- 
centage under  15  years  is  practically  the  same 
(54  percent)  verified  by  Portsmouth  in  East 
Africa.10  But  while  in  that  region  of  Africa 
the  population  under  15  years  runs  about  the 
same  percentage  (50  percent),  in  Kentucky 
the  population  under  15  years  was  30.8  percent 
in  1950  and  32.2  percent  in  1960.  For  Fayette 
County  the  same  data  were  respectively  22.4 
percent  and  29.2  percent.11 

Table  1 shows  the  age  of  the  tetanus  cases 
recorded  in  Lexington’s  hospitals. 


TABLE  1:  TETANUS  CASES  RECORDED  IN  LEXINGTON 
HOSPITALS  FROM  1950  TO  1968,  BY  AGE 


Age 

Newborn 
Under  5 years 
5-9  years 
10-14  years 
15-19  years 
20-24  years 
25-29  years 
30-34  years 
35-39  years 
40-44  years 
45-49  years 
50-54  years 
55-59  years 
60-64  years 
65-69  years 
70-74  years 
75-79  years 
80  years  and  over 

TOTAL 


Number  of  Cases 


2 

1 

10 

7 

3 

1 

0 

1 

2 

0 

1 

1 

0 

1 

3 

3 

2 

2 

40 


TABLE  2:  TETANUS  CASES  RECORDED  IN  LEXINGTON 
HOSPITALS  FROM  1950  TO  1968,  BY  SEX  AND  COLOR 


Males 

Females 

Total 

White 

17 

12 

29 

Non-white 

7 

4 

1 1 

Sex  and  Color:  In  Table  2,  the  patients 
were  distributed  in  four  groups  according  to  sex 
and  color.  While  in  the  population  of  Fayette 
County  and  surrounding  counties,  the  percent 
of  non-white  was  not  more  than  1 8,  in  the 
cases  recorded  this  percent  increased  to  27.5. 
According  to  sex,  60  percent  were  male. 

As  Veronesi9,  the  authors  believe  that  the 
higher  frequency  of  tetanus  in  males  is  a con- 
sequence of  the  higher  possibility  of  the  man 
being  injured  in  his  activities  or  the  risky 
games  played  by  the  boys,  and  that  when  one 
apparently  higher  incidence  of  tetanus  is  re- 
lated to  a color,  other  elements  have  to  be 
analyzed.  Unfortunately,  in  this  review  the 
authors  could  not  find  data  that  made  it  pos- 
sible to  analyze  other  aspects,  as  socio-econo- 
mic level  of  life,  which  might  be  related  to  this 
higher  incidence. 

Monthly  Distribution  of  Onset:  Figure  1 
shows  the  frequency  of  tetanus  cases  recorded 
in  Lexington’s  hospitals,  according  to  the 
month  of  onset.  As  expected,  there  was  a high- 
er frequency  in  the  summer  months  as  three- 
fourths  of  the  cases  occurred  in  the  months  of 
April  through  September. 

Immunization  History:  Among  the  40  cases, 
only  one  case  was  found  with  immunization 
history  against  tetanus  in  the  past.  This  was  a 
73-year-old  female,  who  was  reported  to  have 
received  basal  immunization  against  tetanus.  A 
booster  was  given  to  her  on  the  same  day  that 
she  was  injured  but  despite  this,  tetanus  ap- 
peared 10  days  later  and  the  disease  was  fatal. 
As  the  information  of  immunization  came 
from  the  patient,  it  was  possible  that  some 
mistake  had  been  made. 

From  all  the  other  patients,  a history  of 
immunization  was  either  not  obtained,  or  sug- 
gested inadequate  protection. 

One  other  point  that  should  be  made  is  that 
the  Veterans  Administration  Hospital  was  the 
only  one  where  no  case  of  tetanus  was  re- 
corded. As  it  is  known,  all  the  veterans  were 
immunized  against  tetanus  in  the  Army. 
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Unknown  1;  Total  Cases,  40 

FIGURE  1.  Tetanus  Cases  recorded  in  Lexington  hospitals  from  1950  to  1968  by  month  of  onset 


Case  Fatality  Ratio : The  case  fatality  ratio 
was  found  to  be  30  percent  from  1950  to  1968. 
This  was  lower  than  the  case  fatality  ratio  re- 
corded for  all  the  United  States  from  1965  to 
1966.  which  was  68  percent.0 

In  order  to  know  if  the  case  fatality  ratio 
was  declining  from  1950  to  1968,  the  cases 
were  distributed  in  three  periods  and  the  case 
fatality  ratio  was  calculated.  The  results  are 
shown  in  Table  3.  No  significant  difference 
was  observed  among  the  three  groups.  This 
fact  is  in  concordance  with  the  same  observa- 
tion pointed  out  in  the  Tetanus  Surveillance 
Report  for  all  the  United  States  from  1950  to 
1966.° 

This  suggests  that  strong  efforts  to  reach  uni- 
versal tetanus  immunization  have  to  be  made, 
because  such  immunization  is  the  only  means 
by  which  tetanus  may  be  eliminated.  On  the 
other  hand,  it  also  indicated  that  the  search 
for  new  treatment  must  be  continuous. 

The  case  fatality  ratio  for  patients  less  than 
50  years  of  age  was  17.8  percent  as  com- 
pared with  58.3  percent  for  age  group  over  50. 
The  national  ratios  in  1965-1966  were  55.4 
percent  and  76.4  percent  respectively.6 

The  discrepancy  between  the  case  fatality 
ratio  of  the  tetanus  cases  recorded  in  Lexing- 
ton’s hospitals  and  the  national  ratio  brought 
about  in  the  report  of  the  National  Communi- 
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cable  Disease  Center  may  be  explained  by  an 
inherent  bias  in  the  reporting  of  diseases.  About 
this  fact  in  the  Tetanus  Surveillance6  Report  it 
is  written:  “Secondly,  an  inherent  bias  in  the  re- 
porting of  tetanus  may  exist  to  the  extent  that 
only  the  more  serious  cases  that  occur  are 
reported.”  It  seems  that  the  data  presented  in 
this  study  support  that  statement. 

The  case  fatality  ratio  when  the  tetanus 
cases  recorded  in  the  Lexington  hospitals  were 
separated  by  color  were  26.2  percent  for 
white  and  36.4  percent  for  non-white. 

Finally,  the  case  fatality  ratio  distributed  in 
three  age  groups  is  shown  in  Table  4. 

Length  of  Stay  in  the  Hospital : Table  5 
shows  the  length  of  stay  in  the  hospital  of  the 
surviving  cases.  On  the  average,  the  length  of 
stay  of  the  surviving  cases  was  2 1.8  days. 

The  cost  of  one  day’s  hospitalization  for  one 
tetanus  patient,  with  intensive  care,  runs  about 

TABLE  3:  SURVIVAL  AND  DEATH  CASES  OF  TETANUS 
RECORDED  IN  LEXINGTON  HOSPITALS  FROM  1950  TO 
1968 

1950-1955  1956-1961  1962-1968 


Survival  Cases 

9 

7 

12 

Death  Cases 

4 

3 

5 

TOTAL 

13 

10 

17 

Case  Fatality  Ratio 

30.8% 

30.0% 

29.4% 
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TABLE  4:  SURVIVAL  AND  DEATH  CASES  OF  TETANUS 
RECORDED  IN  LEXINGTON  HOSPITALS  FROM  1950  TO 


1968 

BY  GROUPS 

OF  AGE 

Under  15  years 

16-65  years 

66  years 
and  over 

Survival  Cases 

1 5 

8 

5 

Death  Cases 

5 

2 

5 

TOTAL 

20 

10 

10 

Case  Fatality  Ratio 

25.0% 

20.0% 

50.0% 

TABLE  5:  LENGTH  OF  STAY  IN  THE  HOSPITAL  OF  THE 
SURVIVING  TETANUS  CASES  RECORDED  IN 
LEXINGTON  HOSPITALS  FROM  1950  TO  1968 
Number  of  Days  in  Hospital  Number  of  Cases 


10  or  less  7 

11-20  10 

21-30  4 

Over  30  7 


and  Woodford,  none.  Of  the  17  cases  from  the 
Lexington  hospitals,  only  four  were  reported  to 
the  State  Department  of  Health,  i.e.,  only  23.5 
percent  of  the  total.  If  the  Fayette  County 
figures  are  taken  alone,  the  percentage  declines 
to  1 0 percent. 

Trends:  While  it  seems  definite  that  more 
and  more  of  the  population  is  being  immunized 
against  tetanus,  a review  of  Table  6 shows  no 
tendency  of  decline  in  the  number  of  cases  ad- 
mitted to  hospitals  in  Lexington.  Indeed,  1965 
was  the  highest  year  recorded  with  six  cases. 
Nor  does  the  lack  of  reporting  seem  to  be  im- 
proving since  a case  of  tetanus  admitted  in 
February,  1969  remains  unreported  to  the  State 
Health  Department. 


$100.  Then  the  recovery  of  one  tetanus  case 
costs  more  than  $2,000.  This  amount  is  more 
than  enough  to  give  complete  immunization  to 
2,000  persons. 

Distribution  by  County:  The  counties  where 
the  tetanus  cases  occurred  are  shown  in 
Figure  2. 

Analyzing  the  number  of  cases  of  Fayette 
County  and  the  neighboring  counties,  17  cases 
of  tetanus  in  Lexington’s  hospitals  came  from: 
Fayette,  10;  Bourbon,  two;  Clark,  two;  Jessa- 
mine, three;  Scott  and  Woodford,  none.  In  the 
same  period,  the  cases  of  tetanus  reported  to 
the  State  Department  of  Health  from  these 
counties  were  the  following:  Fayette,  one; 
Bourbon,  five;  Clark,  one;  Jessamine,  Scott, 


TABLE  6:  TETANUS  CASES  RECORDED  IN  LEXINGTON 
HOSPITALS  BY  YEAR  OF  ADMISSION  AND  SEX 


Year 

Male 

Female 

Total 

1950 

0 

0 

0 

1951 

0 

1 

1 

1952 

3 

0 

3 

1953 

3 

1 

4 

1954 

0 

0 

0 

1955 

3 

2 

5 

1956 

2 

0 

2 

1957 

1 

1 

2 

1958 

2 

1 

3 

1959 

0 

0 

0 

1960 

2 

0 

2 

1961 

0 

1 

1 

1962 

2 

2 

4 

1 963 

0 

0 

0 

1964 

0 

0 

0 

1965 

2 

4 

6 

1966 

2 

2 

4 

1967 

2 

1 

3 

1968 

0 

0 

0 

TOTAL 

24 

16 

40 

FIGURE  2.  Distribution  by  county  of  recorded  cases  of  tetanus  in  Lexington  hospitals  from  1950  to  1968 
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Conclusions  and  Summary 

Subject  to  the  limitations  of  a survey  of 
hospital  records,  some  conclusions  about  tet- 
anus can  be  made.  According  to  age  it  was 
shown  that  the  more  susceptible  were  under 
15  and  over  65  years  of  age.  In  respect  to  sex 
and  color,  the  predominance  in  the  male  and  in 
the  non-white  population  was  verified.  About 
seasonal  predominance,  it  was  found  that  the 
majority  of  cases  appeared  in  the  summer.  The 
case  fatality  ratio  showed  no  significant  dif- 
ference in  the  period  from  1950  to  1968.  On 
the  other  hand,  it  was  shown  that  tetanus  is 
more  dangerous  when  it  appears  in  persons 
over  50  years  of  age.  The  average  length  of  stay 
in  the  hospital  was  21.8  days,  which  meant 
that  the  median  cost  of  the  recovery  of  one 
tetanus  patient  was  in  the  neighborhood  of 
$2,000.  From  the  comparison  with  the  data  of 
the  State  Department  of  Health  it  was  veri- 
fied that  only  23.5  percent  of  the  total  cases  of 
tetanus  recorded  in  Lexington’s  hospitals  which 
came  from  the  counties  of  Fayette,  Bourbon, 
Clark,  Jessamine,  Scott,  and  Woodford  were  re- 
ported. 

These  results  are  not  too  different  from 
others  found  in  the  literature.  But  they  show 
that  the  prevention  of  tetanus  must  be  empha- 
sized. Efforts  have  to  be  pushed  to  reach  uni- 


versal tetanus  immunization  even  in  the  de- 
veloped countries  in  order  to  make  tetanus  no 
longer  a problem.  On  the  other  hand,  it  is  dis- 
turbing to  note  that  despite  the  different 
management  of  the  patients  from  1950  to  1968 
no  significant  differences  in  mortality  resulted. 
It  is  clear  that  research  in  improved  methods 
of  treatment  should  be  encouraged. 
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Whiplash  Abdominal  Injury 

Romeo  S.  Berardi,  M.D.* 

McDowell,  Kentucky 


Abdominal  injuries  are  usually  classified 
as  penetrating  and  non-penetrating.  Of 
the  latter,  a particular  type  of  injury 
which  we  feel  is  original  in  concept  and 
which  we  have  named  "Whiplash”  Ab- 
dominal Injury  is  described. 

ABDOMINAL  injuries  are  generally 
classified  as  penetrating  and  non-pene- 
trating. This  latter  can  be  produced  by  a 
crushing  force,  a shearing  force,  and  by  a com- 
pressive and  rapid  decompressive  mechanism.1 
A recent  case  has  brought  to  our  attention  the 
importance  of  emphasizing  particular  injuries 
resulting  from  a shearing  force  which  we  have 
named  “whiplash”  abdominal  injuries.  To  our 
knowledge  this  concept  in  regard  to  certain 
intra-abdominal  injuries  is  original. 

General  Considerations 

In  viewing  the  abdominal  contents,  it  be- 
comes obvious  that  certain  organs  are  more 
susceptible  to  “whiplash”,  such  as  those  which 
are  relatively  mobile  and  attached  by  a mesen- 
tery. The  more  mobile  mesenteric-attached 
segment  of  the  gastrointestinal  tract  is  the 
small  bowel,  and  this  indeed  is  the  most  vul- 
nerable to  such  an  injury. 

The  root  of  the  small  bowel  mesentery  ex- 
tends from  the  left  side  of  the  body  of  the 
second  lumbar  vertebra  obliquely  downward 
and  somewhat  to  the  right  in  front  of  the  pars 
ascendens  duodeni,  the  aorta  abdominalis,  the 
inferior  vena  cava  and  the  right  ureter  to  the 
right  articulatio  sacroiliaca.  The  length  of  the 
mesentery  measured  from  the  flexura  duo- 
denojejunalis  on,  is  longest  on  those  loops 
which  descend  into  the  true  pelvis  and  then 
becomes  shorter.  It  is  narrower  at  its  starting 
point,  then  broadens  fairly  suddenly  and  pre- 
sents many  markedly  zig-zag  shaped  tortuous 
folds  and  is  finally  attached  to  the  whole  ex- 
tent of  the  small  bowel.  The  mesentery  con- 

*Cliief of  surgery,  Daniel  Boone  Clinic,  McDowell 
Regional  Hospital 


sists  of  a layer  of  connective  tissue,  lamina 
mesenterii  propria,  in  which  are  situated 
vessels,  lymph  nodes,  nerves,  and  masses  of 
fat  and  is  covered  on  both  sides  by  the  tunica 
serosa.2 

The  vessels,  especially  the  arteries,  convey 
to  the  mesentery  a certain  “stiffness”  and 
radial  routes  along  which  the  effects  of  the 
“whiplash”  will  have  the  greatest  impact. 
Each  artery  bifurcates  and  forms  archlike 
anastomoses  with  the  branches  of  neighbor- 
ing vessels;  the  branches  arising  from  these 
form  further  anastomoses  and  so  on  until  two 
to  five  series  of  anastomoses  follow  upon  one 
another.  The  last  numerous  branches  of  nearly 
equal  size  and  almost  equidistant  from  one 
another  go  to  the  small  intestines.  The  last  iliac 
artery  unites  with  the  ileocolic  artery.3 

The  mechanism  of  action  in  producing  this 
type  of  injury  is  the  same  as  that  resulting 
from  the  cracking  of  a whip.  The  points  of 
relative  fixation  are  represented  normally  by 
the  duodeno-jejunal  junction  and  the  ileo- 
cecal valve.  Any  adherent  loop  of  bowel  can 
also  act  as  a point  of  fixation.  These  areas  are 
the  most  likely  to  be  injured  in  blunt  trauma  to 
the  abdomen,4  but  not  necessarily  so  in  “whip- 
lash” injuries.  In  this  type  of  injury  the  point 
of  fixation  is  represented  by  the  root  of  the 
mesentery  and  the  shearing  force  is  transmitted 
along  the  somewhat  radially  arranged  arteries. 
This  “whiplash”  of  the  small  bowel  creates  a 
wave-like  motion  which  in  turn  is  transmitted 
to  the  bowel  wall.  The  point  of  greatest  im- 
pact will  be  precisely  in  the  area  of  sharpest 
and  most  forceful  point  of  the  wave-like  motion 
created  by  the  “whiplash”  effect. 

The  production  of  such  a force  can  conceiv- 
ably be  produced  by  vehicular  accidents.  The 
possible  “whiplash”  movements  of  the  small 
bowel  can  be  in  a to  and  fro  manner,  one  of 
side  to  side  motion,  and  in  a cephalad-caudad 
direction.  The  importance  of  such  a mecha- 
nism lies  in  the  fact  that  no  direct  contact 
with  the  abdominal  wall  is  needed.  The  better 
known  “whiplash”  injury  to  the  cervical  spine 
can  be  used  as  an  appropriate  analogy. 
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Depending  on  the  point  of  greatest  impact, 
the  following  injuries  are  possible: 

1 ) Major  Force — rupture  of  primary  mesen- 
teric artery  and/or  detachment  of  mesentery 
from  the  bowel  wall  or  at  its  root. 

2)  Moderate  Force — rupture  of  secondary 
artery  and/or  tear  of  mesentery. 

3)  Minor  Force — rupture  of  smaller  caliber 
artery  with  resulting  mesenteric  hematoma  or 
transient  bowel  wall  ischemia. 

Symptomatology 

Depending  on  the  type  of  injury,  the  sympto- 
matology will  vary  from  that  of  a shock-like 
picture  to  one  which  will  elude  complete  clini- 
cal detection.  The  first  important  considera- 
tion is  to  be  aware  that  such  injuries  are  pos- 
sible, especially  in  the  multiple  injured  patient 
who  has  sustained  no  discernible  external  ab- 
dominal trauma.  The  patient  who  is  in  shock 
when  first  seen  presents  lesser  difficulties  than 
one  who  is  in  coma  and  not  in  shock. 

In  the  first  type  of  injury  in  which  a major 
artery  is  ruptured,  symptoms  may  be  those  of 
profound  shock  secondary  to  blood  loss.  Should 
this  be  of  a lesser  magnitude,  then  signs  and 
symptoms  of  hypotension  may  be  present.  In 
either  case  one  might  expect  moderate  to 
severe  abdominal  pain  (secondary  to  intra- 
abdominal  blood  loss  and  not  to  trauma)  and 
tenderness  to  palpation  and  percussion.  Pain 
and  tenderness  may  however  be  completely 
absent.  Rigidity  may  or  may  not  be  present. 
Bowel  sounds  may  be  normoactive  at  the  onset 
and  later  become  hypoactive  and  then  silent. 
The  patient  may  continue  to  pass  flatus  and  in- 
deed may  have  bowel  movements.  This  latter 
is,  however,  more  consistent  with  detachment 
of  the  mesentery  from  the  bowel  wall  with 
which  blood  loss  is  usually  of  much  lesser  mag- 
nitude since  much  smaller  caliber  arteries  are 
involved. 

Should  the  mesentery  become  detached  from 
the  small  bowel,  bleeding  as  indicated  above 
will  be  of  lesser  severity.  Therefore,  signs  of 
shock  will  be  absent.  Hypotension  may  or 
may  not  be  present,  as  will  be  true  with  ab- 
dominal pain  and  tenderness.  As  a matter  of 
fact,  pain  and  tenderness  may  be  completely 
absent  until  impending  perforation  or  perfora- 
tion of  the  bowel  ensues.  Bowel  sounds  may 
be  at  the  onset  normoactive,  then  become 
hypoactive  and  finally  silent.  The  extent  of 


mesenteric  detachment  is  variable  depending 
on  the  arc  of  the  whiplash  and  the  force  pro- 
duced, but  presumably  rarely  greater  than  six- 
seven  inches. 

Both  of  the  above  described  injuries  may 
(very  probable)  or  may  not  (less  probable) 
result  in  necrosis  of  the  involved  segment  of 
small  bowel.  Should  this  occur,  and  this  is  most 
important,  signs  of  peritoneal  irritation  will 
usually  be  present,  but  may  be  clinically  ab- 
sent entirely.  Indeed,  the  first  indication  that 
the  patient  may  have  sustained  an  intra-ab- 
dominal injury  may  present  some  few  hours 
after  admission  to  the  hospital  and  then  only  in 
the  form  of  what  appears  to  be  a paralytic 
ileus.  Further  comment  on  this  will  be  made 
under  the  heading  of  diagnosis. 

In  the  second  type  of  injury  (moderate 
force),  the  patient  may  or  may  not  exhibit 
signs  of  hypotension;  may  or  may  not  have 
pain  or  abdominal  tenderness  and  may  (less 
probable)  or  may  not  (most  probable)  deve- 
lop necrosis  of  the  involved  segment  of  small 
bowel  with  subsequent  ileus. 

In  the  third  type  of  injury  (minor  force), 
the  resulting  injury  will  usually  escape  clinical 
detection  and  result  in  complete  self  resolu- 
tion without  any  significant  ill  effects. 

Since  this  type  of  abdominal  “whiplash”  in- 
jury will  occur  more  frequently  from  vehicular 
accidents,  associated  injuries  will  not  be  at  all 
uncommon.  Therefore,  a greater  degree  of 
suspicion  is  necessitated. 

Diagnosis  and  Indications  for 
Exploratory  Laparotomy 

In  the  first  type  of  injury  (major  force),  ab- 
dominal pain,  tenderness  and  other  signs  of 
peritoneal  irritation,  signs  and  symptoms  of 
shock  or  hypotension  will  lead  one  to  suspect 
an  intra-abdominal  injury  of  significance  to 
indicate  exploration.  Should  there  be  any 
doubt,  a four  quadrant  abdominal  paracentesis 
or  catheter  aspirations5  of  the  peritoneal  cavity 
are  indicated.  Should  this  latter  be  negative, 
then  laparotomy  might  still  be  indicated  de- 
pending on  the  clinical  findings.  Should  further 
observation  be  decided,  then  frequent  ab- 
dominal examinations  must  be  carefully  per- 
formed. If  an  abdominal  catheter  is  left  in 
place,  then  repeated  aspirations  should  be  car- 
ried out.  In  this  type  of  injury,  an  X-ray  film  of 
the  chest  and  abdomen,  which  is  always  in- 
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dicated  in  the  multiple  injured  patient  and 
should  be  obtained  in  these  patients,  will,  how- 
ever, not  show  much  of  any  significance  at  the 
onset.  Later  films  of  the  abdomen  will  invaria- 
bly demonstrate  a picture  of  paralytic  ileus. 

In  the  second  type  of  injury  (moderate 
force),  the  same  considerations  are  indicated. 

In  the  third  type  (minor  force),  the  entire 
injury  will  usually  escape  clinical  detection  and 
resolve  without  any  significant  sequelae.  The 
so-called  ischemic  stenosis  of  the  small  bowel 
may  very  well  be  a late  sequela  of  this  type  of 
injury. 

It  is  postulated  that  blood  loss  in  this  type 
of  injury,  although  it  might  be  of  major  import, 
is  usually  not  severe  enough  to  produce  a state 
of  profound  shock.  As  a matter  of  fact,  it  is 
completely  and  reasonably  possible  that  the 
first  indication  that  the  patient  has  indeed  sus- 
tained an  intra-abdominal  injury  is  the  ap- 
pearance of  a paralytic  ileus  some  few 
hours  after  admission  to  the  hospital.  Because 
it  is  believed  that  this  latter  presentation  is 
not  at  all  uncommon,  a word  must  be  said 
about  this. 

In  the  multiple  injured  patient  who  exhibits 
no  signs  or  symptoms  of  having  sustained  an 
intra-abdominal  injury  when  first  seen,  but  who 
later  develops  a clinical  and  X-ray  picture  of 
paralytic  ileus,  a complete  reassessment  of  the 
patient’s  abdomen  must  be  undertaken.  Should 
repeated  abdominal  examinations  fail  to  re- 
veal any  signs  of  peritoneal  irritation,  and 
should  the  ileus  not  be  completely  and  satis- 
factorily explained  by  other  sustained  injuries, 
further  abdominal  investigation  is  manda- 
tory. This  will  usually  resolve  itself  to  the  con- 
sideration of  whether  abdominal  paracentesis 
should  be  carried  out.  Although  one  realizes 
the  hazard  of  such  a procedure  in  the  presence 
of  an  ileus, we  feel  that  with  adequate  pre- 
cautions it  can  be  safely  performed.  It  would 
probably  be  safer  to  employ  the  catheter 
technique  under  these  circumstances.  This  rela- 
tively simple  procedure  may  indeed  determine 
the  necessity  of  immediate  abdominal  explora- 
tion in  an  otherwise  negative  abdomen.  It 
also,  if  positive,  will  lessen  the  period  of  pro- 
crastination which,  if  continued,  might  prove 
to  be  diastrous  for  some  patients.  The  reality 
of  bowel  necrosis  must  always  be  kept  in  mind 
in  such  injuries. 


Injury Berardi 

Should  abdominal  paracentesis  be  negative, 
then  further  observation  would  seem  to  be 
a reasonable  consideration,  unless  other  clinical 
parameters  state  otherwise.  Once  signs  of 
peritoneal  irritation  ensue,  then  laparotomy  is 
mandatory.  Should  no  such  signs  develop  after 
a negative  abdominal  paracentesis,  and  should 
the  ileus  not  be  adequately  explained,  and 
further  observation  be  decided,  then  it  would 
seem  reasonable  to  conclude  that  if  resolu- 
tion of  the  ileus  is  not  accomplished  within  a 
period  of  48  hours,  laparotomy  is  indicated. 

Comments  and  Conclusions 

The  main  characteristic  of  “whiplash”  in- 
juries to  the  abdominal  content  is  that  there  is 
no  direct  contact  with  the  abdominal  wall.  The 
patient  when  first  seen  may  exhibit  no  evi- 
dence of  abdominal  injury,  either  subjectively, 
as  in  the  form  of  pain,  or  objectively,  as  in  the 
form  of  tenderness  to  palpation  or  percusion, 
abdominal  mass,  shifting  dullness,  and  ab- 
normal bowel  sounds.  The  clinical  course  can 
be  very  deceptive  for  it  may  be  characterized 
by  extreme  subtleness  and  insidiousness.  A 
serious  consideration  of  abdominal  investiga- 
tion may  not  present  itself  until  some  few 
hours  after  admission  when  a paralytic  ileus 
appears.  This  may  still  delay  investigation 
should  the  patient  have  sustained  an  injury 
which  in  itself  might  produce  an  ileus;  i.e.  pelvic 
fractures,  fractures  of  the  transverse  lumbar 
processes,  fractures  of  the  lumbar  vertebral 
bodies,  etc.  This  may  become  even  more 
nebulous  should  the  patient  not  exhibit  any 
change  in  his  general  condition  and  should  the 
abdomen  remain  consistently  negative  to  re- 
peated abdominal  examinations,  until  necrosis 
of  the  bowel  with  its  ensuing  complications 
makes  itself  manifest.  Further  delay  can  be 
had,  if  the  patient  does  indeed  pass  flatus 
freely  and  does  have  bowel  movements,  giving 
one  the  impression  that  the  ileus  is  indeed  re- 
solving itself. 

The  major  consideration  is  the  ileus  and 
whether  this  can  be  adequately  explained  from 
other  sustained  injuries.  A high  index  of  sus- 
picion is  the  key-note  to  the  possible  existence 
of  this  type  of  “whiplash”  intra-abdominal 
injury. 
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OEO  Programs  in  Kentucky 
A Progress  Report 


THE  KMA  Committee  on  Appalachian  and  OEO 
Programs  has  met  with  the  directors  of  OEO 
Programs  in  Kentucky.  In  these  meetings,  the 
committee  members  were  interested  in  the  diversity  of 
approaches  these  various  programs  are  taking. 

In  order  to  keep  the  membership  informed  of 


the  operation  of  these  programs,  the  committee 
requested  that  The  Journal  publish  the  following 
three  reports  on  the  OEO  Programs  in  Kentucky. 

Frank  M.  Gaines,  Jr.,  M.D.,  Chairman 
KMA  Committee  on  Appalachian  and  OEO  Programs 


Leslie  County  Health  Program 

Mary  P.  Fox,  M.D. 


IT  IS  generally  maintained  that  poor  health  is  a 
major  contributor  which  deters  one’s  ability  to 
achieve  maximum  effectiveness  in  education,  em- 
ployment and  social  worthiness.  Therefore,  it  was 
felt  by  the  Leslie  County  Development  Corporation 
that  a two-fold  purpose  could  be  realized  through 
a grant  request  to  the  Office  of  Economic  Oppor- 
tunity. First,  diseases  which  affect  the  whole  man 
would  be  diagnosed  and  provision  for  treatment 
would  be  available  to  the  poor  of  Leslie  County, 
and  secondly,  coordinated  effort  of  comprehensive 
health  services  would  draw  upon  total  (community) 
resources  to  enable  the  poor  to  move  into  the 
mainstream  of  American  life. 

The  Leslie  County  Development  Corporation,  in 
conjunction  with  the  Leslie  County  Health  De- 
partment and  the  Kentucky  Department  of  Health, 
submitted  a one-year  grant  request  to  the  Office 
of  Economic  Opportunity,  Washington,  D.  C.,  en- 
titled “Community  Action  Flealth  Project  for  Leslie 
County.” 

This  project  was  considered  as  a pilot  program 
for  the  Hazard  Regional  Health  Center  and  could 
serve  as  a prototype  for  other  large-scale  programs. 
Locally,  this  program  would  build  upon  present 
health  facilities  so  that  more  complete  permanent 
community  health  would  emerge. 

This  grant  was  officially  approved  September  2, 
1965,  and  screening  of  patients  commenced  in  mid- 
November. 

In  the  fall  of  1966,  a multi-county  Committee 
Action  Agency  was  formed.  The  counties  of  Leslie, 
Knott,  Letcher,  and  Perry  were  incorporated  to  be- 
come the  LKLP  Community  Action  Council,  Inc. 
The  LKLP  became  applicant  agency  for  the  health 
program  and  the  Leslie  County  Development  Cor- 


poration became  delegate  agency  with  the  respon- 
sibility for  policy  and  program  operations. 

The  program  is  directed  toward  four  objectives: 

1.  To  conduct  multi-phasic  screening  and  diagnose 
disease  in  the  population,  to  provide  funds  for  fur- 
ther diagnostic  procedures  for  appropriate  patients, 
and  to  establish  a referral  center  which  would  place 
patients  in  existing  state  and  voluntary  programs 
for  treatment; 

2.  To  provide  community  mental  health  services 
for  diagnosis,  follow-up,  and  prevention  of  the 
pressing  mental  health  problems; 

3.  To  study  environmental,  family,  and  personal 
health  needs  and  to  institute  a health  education 
program  for  the  people  of  Leslie  County  to  ac- 
quaint them  with  the  basics  of  environmental  sani- 
tation and  to  motivate  them  to  follow  better  health 
practices,  including  the  use  of  available  health  serv- 
ices; and 

4.  To  implement  home  care  instruction  and  fun- 
damentals of  physical  and  mental  health  based  on 
the  findings  of  the  multi-phasic  screening  team. 

In  delivery  of  medical  services  to  the  people  of 
Leslie  County,  the  rugged  topography  and  sparse 
population  distribution  of  the  area  to  be  served 
impose  severe  problems  in  communication  and 
transportation.  These  problems  are  of  such  magni- 
tude as  to  make  impractical  24-hour  service  under 
one  roof.  The  only  practical  solution  seems  to  be 
continued  utilization  of  the  available  medical  and 
dental  personnel  and  facilities  in  the  county  and  in 
the  surrounding  counties  in  order  to  be  able  to 
provide  the  needed  services  to  program  beneficiaries. 
The  physician  employed  by  the  program  provides 
full-time  services  to  the  program  and  also  provides 
(Continued  on  page  511) 
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Let’s  be  specific  about  Campbell’s  Soups... 


and  /mfamw 

There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. ' 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well . . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


® 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family's  present  needs ...  to  plan  for  her  family's  future. 

She  can  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen:  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  “patient-proof”  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 

Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 

Indication-Oral  contraception. 

Contraindications-Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings-Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis);  if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1 968'  2 estimate  there  is  a seven-  to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic”  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 

Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization  Rates 
1 Morbidity 1 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral  Contraceptives 

1.5 / 100,000 

3.9/100,000 

All  100,000 

Non-Users 

0.2/  100,000 

0.5/ 100,000 

5/ 100,000 

d 


No  comparable  studies  are  yet  available  in  the 
United  States.  The  British  data,  especially  as  they 
indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences 
of  spontaneously  occurring  thromboembolic  dis- 
ease may  differ. 

Discontinue  medication  pending  examination  if 
there  is  sudden  partial  or  complete  loss  of  vision, 
or  sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. Withdraw  medication  if  papilledema  or 
retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
pregnancy  be  ruled  out  for  any  patient  who  has 
missed  two  consecutive  periods  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  ad- 
hered to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  first  missed  period 

A small  fraction  of  the  hormone  agents  in  oral  contra- 


ceptives has  been  identified  in  the  milk  of  mothers  receiving  these 
drugs.  The  long-range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

Precautions-Pretreatment  physical  examination  should  include  spe- 
cial reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  ob- 
servation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  rel- 
evant specimens  are  submitted. 

Adverse  Reactions-A  statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocu- 
lar lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  re- 
ceiving oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after 
treatment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement,  secretion),  change  in  weight,  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lactation  when  given  im- 
mediately post  partum,  cholestatic  jaundice,  migraine,  allergic  rash, 
rise  in  blood  pressure  in  susceptible  individuals,  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  pre- 
menstrual-like syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  ner- 
vousness, dizziness,  fatigue,  backache,  hirsutism,  loss 
of  scalp  hair,  erythema  multiforme  and  nodosum, 
hemorrhagic  eruption,  itching.  The  following  laboratory 
results  may  be  altered  by  oral  contraceptives:  hepatic 
function:  increased  sulfobromophthalein  and  other 
tests,-  coagulation  tests:  increase  in  prothrombin, 

y Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase 

in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values,-  metyrapone  test; 
^ pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessev,  M.  P., 

' Brit.  Med.  J.  2:193-199  (April  27)  1968.  2.  Vessev,  M.  P., 
and  Doll,  R.:  Brit.  Med.  J.  2:199-205  (April  27)  1968. 
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One  of  these  disposables  comes  prefilled. 

Its  unit  dose  - in  nonreactive  glass 
cartridge  - is  premeasured. 

The  cartridge  is  clearly  labeled: 
drug  name,  strength,  control  number. 

Even  expiration  date  where  appropriate. 

You're  more  confident  that  the  patient  gets. . . 


. . . just  what  the  doctor  ordered 
with  the  Tubex  Closed  Injection  System. 

Injections  with  the  Tubex  system  are  as 
easy  as  1,  2,  3, 

1.  Select— from  an  extensive  variety  of  prefilled  Tubex 
sterile  cartridge-needle  units.*  No  multi-dose  vials  to 
bother  with;  no  unlabeled  syringes  to  cause  confusion. 

2.  Inject— with  a minimum  of  pain.  Thanks  to  the 
single-use,  stainless-steel  needle  that's  both  ultra- 
sharpened  and  siliconized.  Aspirate  simply  and 
conveniently. 

3.  Throw  away— empty  cartridge-needle  unit.  Never 
used  again,  it  can’t  transmit  infection.  And  there’s 
no  clean-up  job. 

*For  injectables  not  yet  in  the  ever-expanding  prefilled  Tubex 
line,  empty  sterile  cartridge-needle  units  are  available. 

TUBEX® 

Closed  Injection  System 
Hypodermic  Syringe 
Sterile  Cartridge-Needle  Unit 


Wyeth  Laboratories  Philadelphia,  Pa. 


(Continued  from  Page  504 ) 

after-hour  and  emergency  services  for  patients  at 
the  Frontier  Nursing  Service  Hospital. 

The  present  system  of  operational  procedures  is 
that  patients  may  receive  treatment,  hospitalization, 
specialized  consultation,  further  diagnostic  work-up, 
or  home  health  services  as  needed.  Patients  are  re- 
ferred to  the  family  physician  for  treatment  and 
on-going  follow-up  and  comprehensive  care.  On 
such  cases,  where  there  is  no  family  physician,  re- 
ferrals are  made  in  consultation  with  the  patient, 
affording  him  the  opportunity  to  select  the  phy- 
sician of  his  choice  for  his  immediate  family  unit. 

The  dental  program  functions  in  two  areas. 
Elementary  school  children  are  served  by  field 
clinic  units.  A completely  comprehensive  program 
is  made  available  to  the  children  of  indigent  recipi- 
ents, and  the  indigent  adults  and  high  school  chil- 
dren are  provided  dental  care  through  the  private 
dental  offices  of  their  choice.  Fees  for  these  serv- 
ices are  based  on  the  established  usual  and  custom- 
ary fee  for  each  office. 

Clinical  nursing  service  of  the  depth  and  scope 
comparable  to  that  of  a first-rate  private  clinic  is  pro- 
vided for  L.C.H.P.  patients.  The  staff  is  especially 
alert  to  the  need  for  counseling  patients  following 
their  visits  to  the  clinic  physician.  Home  visits  by 
field  nurses  on  all  patients  who  have  received  treat- 
ment, hospitalization,  or  referrals  is  provided.  They 
coordinate  their  activities  closely  with  other  field 
workers  and  allied  agencies. 

The  out-reach  program  includes  health  educa- 
tion and  home-maker  services.  The  health  education 
portion  centers  around  the  home  front  worker  con- 
cept. These  persons  are  able  to  effectively  approach 
the  problem  of  education  and  motivation  of  the 
recipients  who  are  most  in  need  of  the  program’s 
services.  These  workers  are  responsible  for  moti- 
vating the  people  to  take  advantage  of  the  program, 
make  clinic  appointments  and  arrange  transporta- 
tion, make  follow-up  visits  when  necessary,  to  en- 
courage recipients  to  accept  further  treatment,  and 
to  encourage  improved  general  and  specific  health 
concepts  such  as  sanitation,  safety,  dental  care,  prepa- 
ration and  storage  of  food  and  hygiene. 

The  home-makers  services  include  home-making, 
nutrition,  budgeting,  sanitation  and  sewing,  and  are 
available  to  those  families  needing  specific  help  in 
these  areas  in  order  to  improve  their  environment, 
especially  in  those  cases  when  the  mother  is  in- 
capacitated. 


The  county  health  department  sanitarian  super- 
vises the  program’s  assistant  sanitarian  in  environ- 
mental health  services.  They  supervise  the  opera- 
tion of  sanitary  land  fills  following  their  construc- 
tion, the  building  of  seepage  pits,  septic  tank  and 
drainage  fields,  and  sanitary  privies.  Their  work 
force  is  provided  by  personnel  from  O.E.O.  and 
Department  of  Labor  work  programs. 

Until  the  recent  organization  of  the  Regional 
Mental  Health  - Mental  Retardation  program,  the 
L.C.H.P.  had  major  responsibility  for  holding 
Mental  Health  Clinics.  The  program  also  provided 
funds  and  other  supportive  services  for  the  ap- 
propriate personnel  to  carry  out  job  tasks. 

The  operation  of  Hope  House,  a school  for  the 
retarded  and  handicapped,  is  the  responsibility  of 
the  L.C.H.P.  Seven  teachers,  one  supervisor,  one 
cook,  and  four  transportation  aides  are  involved. 
Out-of-school  Neighborhood  Youth  Corp  aides  are 
assigned  to  this  component  for  supportive  services. 

To  insure  the  best  utilization  of  all  available 
resources,  the  social  services  personnel  work  closely 
with  all  other  components  and  agencies  in  an  effort 
to  provide  comprehensive  health  service  for  the 
indigent  population.  Their  activities  include  prepa- 
ration of  social  history,  assistance  to  patients  re- 
ferred to  private  physicians,  assistance  to  patients 
referred  to  other  agencies,  follow-up  on  all  referrals 
and  work  with  other  program  members  to  be  alert 
to  the  social  implications  of  a patient’s  surroundings. 

On-the-job  training  for  low-income  employees  is 
on  a continuous  basis.  A formal  nurse’s  aide  train- 
ing program  for  six  months  in  program  year  1968 
was  completed.  A training  concept  is  presently  being 
developed  for  1970  which  will  allow  low  income 
residents  to  fill  gaps  in  the  delivery  of  health  serv- 
ices. 

The  criteria  for  determining  eligibility  for  medi- 
cal care  funds  is  basically  the  same  as  that  of  Title 
XIX.  However,  program  funds  are  used  as  a sup- 
plement in  surgical  cases  when  recommended  by 
a physician.  In  these  cases,  the  amount  will  be 
governed  by  rates  used  by  the  Bureau  of  Rehabili- 
tation. Prosthetic  devices,  supplementary  drug  form- 
ulary services  not  covered  by  other  agencies  will, 
with  special  authorization  from  the  program's 
Medical  Committee,  be  considered. 

Since  the  beginning  of  the  program,  12,495  per- 
sons have  been  screened.  Of  this  figure  10,141  are 
new  encounters  and  2,354  have  been  through  the 
clinic  for  the  second  time. 
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Southeastern  Kentucky  Regional  Health  Demonstration  Project 

For  68-69 

Harold  L.  Bushey.  M.D. 


THE  first  year  the  demonstration  emphasized 
major  construction  of  needed  facilities  in  the 
area.  Other  important  programs  started  were 
the  Home  Health  Care  and  the  Multiphasic  screen- 
ing. Both  of  these  programs  have  been  implemented 
and  are  actively  at  work  in  most  of  the  counties  in- 
cluded in  the  11 -county  demonstration  project. 

The  emphasis  for  1968-69  is  as  follows  (listed 
according  to  priority): 

1.  Emergency  Service  Systems.  This  will  include 
some  construction  and  up-dating  of  current  facili- 
ties. A communications  system  is  being  proposed 
linking  all  the  hospitals  of  the  area  and  ambulance 
service,  etc.,  by  short  wave. 

2.  Comprehensive  mental-health  retardation  serv- 
ices for  the  Wilderness  Road  Area  should  include 
the  construction  of  facilities  and  implementation  of 
mental  health  facilities,  mental  retardation  pro- 
grams, and  a sheltered  workshop. 

3.  Buckhorn  Lake  Area  is  proposing  services  for 
out-lying  areas  providing  for  essential  diagnostic 
services  and  convalescent  long-term  in-patient  serv- 
ices for  ambulant  out-patients. 

4.  Ambulant  care  centers  proposed  in  Harlan, 
Middlesboro,  Pineville,  and  Manchester. 

5.  Health  manpower  development  request  for 
five  groups,  including  the  Frontier  Nursing  Service 
for  Hyden;  the  Southeastern  Community  College 
at  Cumberland,  the  Hazard  Community  College  at 
Hazard;  the  Appalachian  Regional  Hospital,  Inc., 
Office  of  Education:  and  the  Community  College 


Foundation,  Inc.,  of  Hazard.  These  groups  have 
various  proposals  to  increase  the  health  manpower 
by  local  recruiting,  educating  and  training  pro- 
grams. 

6.  Solid  waste  disposal  proposal  is  requested  by 
the  State  Department  of  Health  developing  the  re- 
gional system  for  the  solid  waste  disposal. 

7.  Extended  care  and  other  in-patient  facilities. 
The  applications  in  this  category  are  from  the 
Appalachian  Regional  Hospital  in  Middlesboro  and 
the  Southeastern  Kentucky  Baptist  Hospital  in 
Corbin,  with  the  preference  being  extended  care  beds 
in  Middlesboro  and  acute  medical  and  surgical 
beds  with  enlargement  for  ancillary  departments  in 
Corbin. 

8.  A comprehensive  mental  health  retardation 
service  for  the  Pine  Mountain  Area.  This  is  simi- 
lar to  the  previously  mentioned  proposal  for  the 
Wilderness  Road  Area.  However,  it  is  anticipated 
that  only  the  beginning  development  of  this  pro- 
gram in  the  Pine  Mountain  Area  will  be  accom- 
plished this  year. 

These  proposals  are  to  be  presented  to  the  three 
councils  in  final  form,  then  submitted  to  the  South- 
eastern Kentucky  Regional  Health  Demonstration 
Project  for  final  approval  locally.  The  accepted 
proposals  will  be  reviewed  in  Washington  and  final 
approval  will  depend  upon  the  money  available, 
priorities,  and  the  worthiness  of  the  various  pro- 
posals presented.  The  proposals  from  the  other 
states  in  the  Appalachian  region  are  also  to  be 
considered  and  will  share  the  available  money. 


Neighborhood  Health  Center,  Louisville 

Harvey  Sloane,  M.D, 


THE  Park-DuValle  Neighborhood  Health  Center 
opened  its  doors  for  service  February  of 
1968.  Services  were  commenced  on  a partial 
basis  because  of  inadequate  space  and  staff.  However, 
in  May  of  1968,  medical,  dental,  nutritional,  mental 
health,  and  social  services  were  available  to  the  total 
eligible  population  of  the  Park-DuValle  community. 
In  July,  1968,  night  (until  1:00  a.m.)  weekend  medi- 
cal services  and  24-hour  transportation  were  com- 
menced. 

To  date,  the  Neighborhood  Health  Center  has 
had  approximately  31,000  patient  visits,  including 
home  visits  by  the  staff,  and  84  percent  of  the 
eligible  households  have  received  service.  The  full 
complement  of  professional  staff  has  been  recruited, 
and  in  March  of  1969  the  Health  Center  completed 
its  move  into  the  renovated  apartment  buildings  ad- 


jacent to  the  temporary  facility. 

Utilization  of  services  by  the  patients  increased 
dramatically  after  entrance  into  the  new  facilities. 
Emergency  ambulance  service  is  presently  being 
worked  out  with  the  Louisville  Police  Department, 
as  well  as  General  Hospital.  The  Health  Center  is 
involved  in  outreach  programs  with  the  Park-Du- 
Valle schools  and  general  community  to  provide 
more  comprehensive  follow-up  and  care. 

Funds  for  the  Health  Center  are  from  the  Office 
of  Economic  Opportunity,  Public  Health  Service, 
Vocational  Rehabilitation,  Department  of  Housing 
and  Urban  Development,.  Labor  Department,  Lou- 
isville City  Administration,  Crusade  for  Children, 
and  three  local  private  foundations  (WAVE,  Byck 
Foundation,  and  the  Courier-Journal  and  Louisville 
Times). 
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Medicaid  Today 


Whatever  may  be  our  objections  to 
Medicare  they  do  not  apply  to  Medi- 
caid which  is  a plan  for  medical  care 
to  indigent  persons  financed  by  the  state  with 
funds  supplemented  by  the  federal  government. 
The  Kentucky  Medical  Association  endorsed 
this  program  and  from  its  inception  until  now 
has  sought  to  cooperate  completely  in  its  im- 
plementation. That  we  have  received,  and  per- 
haps merited,  criticism  locally  and  nationally 
for  violations  and  abuses  is  a matter  of  regret 
and  humiliation  but  one  which  we  can  and  will 
correct. 

That  we  as  a state  are  not  alone  in  sustain- 
ing such  charges  is  some  consolation  but  no 
valid  excuse.  The  enormous  and  mounting  ex- 
pense of  the  program  has  caused  some  states 
to  discontinue  it  altogether.  We  do  not  intend 
to  do  that  lest  large  percentages  of  our  people 
would  actually  be  deprived  of  badly  needed 
medical  care.  The  criticism  that  the  system  is 
full  of  inequities  and  is  charged  with  poor  man- 
agement is  no  cause  for  discontinuing  it  unless 
a better  plan  for  providing  care  to  the  medi- 
cally indigent  is  developed. 

The  A.M.A.  News  of  June  23,  1969  carries 
an  article  on  its  editorial  page  under  the  title 
“Medicaid:  A Sick  Program”  which  is  a sum- 
mary from  the  Chicago  Tribune.  It  is  informa- 
tive and  revealing  enough  but,  in  our  opinion, 
too  severely  critical  both  of  the  program  itself 
and  of  physicians  participating  in  it.  The  con- 
clusion is  that  “it  is  time  now  for  doctors  them- 
selves, thru  established  medical  organizations, 
to  come  up  with  suggestions  for  a system  which 
will  make  medical  care  more  available  to  the 
needy  and  at  the  same  time  be  less  tempting 
to  cheaters.  A healthier  program  would  be 


less  troubled  by  vultures.”  Perhaps  true,  but 
that  is  a big  order  which  we  as  a profession 
cannot  immediately  fill.  We  must  for  the  pre- 
sent exert  ourselves  to  correct  our  own  abuses 
and  at  the  same  time  improve  the  operation 
of  the  present  system.  This  we  are  in  the 
process  of  doing. 

On  June  5,  1969  the  Technical  Advisory 
Committee  on  Physicians  Services  met  with 
representatives  of  the  Medical  Assistance  Divi- 
sions of  the  Kentucky  State  Departments  of 
Health  and  Economic  Security  to  consider  sta- 
tistical information  and  reports  of  alleged  vi- 
olations of  the  program  by  certain  physicians. 
This  material  was  presented  in  a letter  June  9 
to  Mr.  Merritt  S.  Dietz,  Jr.,  Commissioner, 
Kentucky  State  Department  of  Economic  Se- 
curity, who  has  financial  responsibility  for 
state  operation  of  Medicaid.  On  June  26  this 
matter  was  considered  by  the  State  Board  of 
Health  with  the  physicians  involved  attending 
and  given  a hearing.  Mr.  Dietz  and  members  of 
his  department  were  present  and  participated 
freely  in  discussions.  It  was  evident  that  all 
concerned  are  sincerely  committed  to  improve- 
ments in  our  program,  in  a wider  search  for 
violations  of  its  provisions,  and  in  correction  of 
abuses  where  found. 

It  was  quite  apparent  from  our  prolonged 
discussions  that  alleged  violations  and  misuse 
of  Medicaid  arise  from  a variety  of  causes. 
There  have  been  so  many  changes  and  new  di- 
rectives during  the  three  years  of  its  operation 
that  no  physician  is  likely  to  keep  accurately 
informed  on  them  all.  If  a computer  profile  of 
the  complete  operation  of  every  participating 
physician  were  carefully  reviewed,  (which  is 
well  nigh  impossible)  we  would  all  be  found 
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guilty  of  some  irregularities,  inconsistencies  and 
violations,  because  it  has  been  practically  im- 
possible to  keep  completely  informed  of  all 
changes.  It  is  apparent  that  some  physicians 
have  made  very  loose  and  free  interpretations 
of  the  rules  and  have  not  hesitated  to  bend 
them  to  their  own  financial  advantage  without 
admitting  to  themselves  that  this  must  consti- 
tute acts  of  infringement  and  even  plain  dis- 
honesty. They  have  tended  to  cover  their  de- 
ception with  the  cloak  of  ignorance.  And  then 
there  appear  to  be  indications  of  some  willful 
and  flagrant  violations,  apparently  with  the  in- 
tent of  monetary  advantage.  Where  violations 
are  clearly  defined  the  physician  tends  to  prefer 
restitution  rather  than  harsher  discipline. 

It  will  require  continued  and  constant  vigi- 
lance on  the  part  of  all  concerned  to  put  and 
keep  our  house  in  order,  and  this  we  must  do. 
A first  step  has  been  a letter  directed  to  all 
physicians  from  Mrs.  Milton  S.  Thompson  Jr. 
Director  of  the  Medical  Assistance  Program, 
describing  in  detail  policies  to  be  implemented 


on  July  1,  1969.  This  is  a clear  and  simple 
statement  of  most  of  the  rules  governing  Med- 
icaid operation  in  its  present  state  and  covers 
many  of  the  points  where  violations  have  most 
frequently  been  found.  Every  participating  phy- 
sician should  keep  it  in  ready  access  for  refer- 
ence. The  Department  of  Health  has  promised 
to  provide  other  simplified  statements  of  any 
changes  in  policy  or  regulations,  as  they  are 
adopted,  for  the  more  effective  and  economical 
operation  of  the  program. 

In  recent  months  we  have  been  given  some 
very  unfavorable  publicity  because  of  our  al- 
leged mishandling  of  the  provisions  for  med- 
ical care  to  the  poor.  It  has  by  no  means  been 
well  deserved  criticism  though  based  on  a modi- 
cum of  truth.  We  must,  however,  be  intelli- 
gently responsive  and  maintain  above  reproach 
the  traditions  of  the  medical  profession  in  the 
performance  of  our  trust. 


Sam  A.  Overstreet,  M.  D. 


MAKE  PLANS  NOW 

To  Attend  the 

KMA  ANNUAL  MEETING 

SEPTEMBER  23-25 


Convention  Center,  Louisville 
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Photo  professionally  posed 


No  injection  after  all! 


This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion): Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN*VEESK 

(potassium  phenoxymethyl  penicillin) 


ORGANIZATION  SECTION 


Prominent  National  Authorities  To  Join  Kentucky  Physicians 
In  Timely  Discussions  at  Annual  Meeting,  Sept.  23-25 


Doctor  Grissom  Doctor  Geer 

discussions  of  timely  subjects  during  the  Annual 
Meeting  of  the  Kentucky  Medical  Association,  Sep- 
tember 23-25,  at  Convention  Center,  Louisville. 

The  scientific  program  will  also  feature  individual 
presentations,  a new  “Cracker  Barrel”  Session,  and 
the  president’s  address.  Themes  for  the  three -day  ses- 
sion will  be  “Cancer,”  “Drugs,”  “Transplants,”  “Obesi- 
ty,” “Atherosclerosis,”  and  “School  Health.” 

In  addition  to  the  scientific  program,  the  meeting 
will  include  the  annual  convention  of  the  Woman’s 
Auxiliary  to  KMA,  an  Orientation  Program  for  new 
members,  the  President’s  Luncheon,  meetings  of  16 
specialty  groups,  the  KMA  House  of  Delegates  and 
Board  of  Trustees,  and  scientific  and  technical  ex- 
hibits. 

Two  panel  discussions  have  been  planned  for  the 
September  25  morning  session  of  the  scientific  pro- 
gram. “New  Concepts  in  the  Management  of  the 
Patient  with  Atherosclerosis”,  moderated  by  Beverly 
T.  Towery,  M.D.,  Louisville,  will  be  discussed  by 
Robert  L.  Grissom,  M.D.,  Omaha,  Neb.,  Jack  C. 
Geer,  M.D.,  Columbus,  Ohio,  Marvin  D.  Siperstein, 
M.D.,  Dallas,  Tex.,  and  C.  Thomas  Flotte,  M.D., 
Baltimore,  Md. 

O.  B.  Murphy,  M.D.,  Lexington,  will  moderate  the 
panel  on  “School  Health,  Physical  Education  and 
Medical  Aspects  of  Sports.”  Discussants  will  be  Mar- 
vin Barnett,  D.M.D.,  Louisville,  Fred  Allman,  Jr., 
M.D.,  Atlanta,  Ga.,  and  Allan  J.  Ryan,  M.D..  Madi- 
son, Wise. 

Doctor  Grissom,  guest  of  the  Kentucky  Academy 
of  General  Practice,  is  chairman  of  the  department  of 
medicine  at  the  Universty  of  Nebraska.  A 1941 
graduate  of  the  University  of  Illinois  School  of  Medi- 


College of  Sports  Medicine.  A 1955  graduate  of  the 
Medical  College  of  Georgia,  he  received  graduate 
training  at  the  Tulane  University  Medical  School.  He 
is  the  recipient  of  many  awards  for  his  work  in  physi- 
cal fitness  programs. 

All  Kentucky  physicians  are  urged  by  Henry  B. 
Asman,  M.D.,  Louisville,  KMA  president,  to  make 
plans  now  to  attend  what  promises  to  be  an  exciting 
and  informative  meeting. 


County  Society  Elects  Dr.  Coe 

The  Jefferson  County  Medical  Society  named  Wal- 
ter S.  Coe,  M.D.,  Louisville,  president-elect  at  a recent 
meeting.  Doctor  Coe  has  served  as  editor  of  The 


Doctor  Siperstein 


Doctor  Allman 


Well-known  medical  authorities  from  throughout 
the  country  will  join  Kentucky  physicians  in  five  panel 


cine,  he  is  a member  of  numerous  medical  organiza- 
tions, including  the  Nebraska  Heart  Association  in 
which  he  has  held  various  offices  since  1954. 

The  guest  of  the  Kentucky  Society  of  Pathologists, 
Doctor  Geer  is  a 1956  graduate  of  the  Louisiana  State 
University  Medical  School  and  chairman  of  the  de- 
partment of  pathology  at  Ohio  State  University.  He 
has  been  an  active  member  of  Councils  on  Artheri- 
osclerosis  of  the  American  Heart  Association  since 
1964. 

Doctor  Siperstein,  guest  of  the  Kentucky  Chapter, 
American  College  of  Physicians,  is  a professor  of  in- 
ternal medicine  at  the  University  of  Texas  South- 
western Medical  School.  A 1948  graduate  of  the  Uni- 
versi  y of  Minnesota  Medical  School  he  has  served  es 
a consultant  to  the  U.  S.  Public  Health  Service  and 
on  the  editorial  board  of  many  medical  publications. 

The  guest  of  the  Kentucky  Orthopaedic  Society, 
Doctor  Allman  is  associated  with  the  Atlanta  Ortho- 
pedic Clinic  and  serves  as  president  of  the  American 
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I Journal  since  1966  and  is  a past  president  of  the  Ken- 
tucky, Louisville  and  Jefferson  County  Heart  Associ- 
ations and  the  Kentucky  Society  of  Internal  Medicine. 

Scientific  Program  Outline 
Released  for  Annual  Mtg. 

The  following  preliminary  scientific  program  for 
the  1969  KMA  Annual  Meeting  was  released  at  press 
time  by  KMA  President  Henry  B.  Asman,  M.D., 
Louisville.  Each  half-day  session  of  the  three-day  pro- 
gram will  feature  a 30-minute  intermission  in  order 
that  physicians  may  visit  the  scientific  and  technical 
exhibits.  The  program  will  be  presented  at  Convention 
Center,  Louisville. 


TUESDAY,  SEPTEMBER  23 

Morning  Session 
THEME:  “Cancer” 

Opening  Ceremonies 

“The  Early  Diagnosis  of  Cancer ” — panel  discussion 
Benjamin  F.  Rush,  M.D.,  Lexington.  Moderator 
Gilbert  S.  Campbell,  M.D.,  Little  Rock,  Ark. 
Richard  K.  Winkelmann,  M.D..  Rochester,  Minn. 
William  Christopherson,  M.D.,  Louisville 
Willet  F.  Whitmore,  Jr.,  M.D.,  New  York,  N.Y. 
“New  Trends  in  Chemotherapy" — panel  discussion 
Benjamin  F.  Rush,  M.D.,  Moderator 
Richard  K.  Winkelmann,  M.D. 

M.  Eugene  Lahey,  M.D.,  Salt  Lake  City.  Utah 
Ricardo  Fuste,  M.D.,  Memphis,  Tenn. 

Willet  F.  Whitmore,  Jr.,  M.D. 

President’s  Address 

Afternoon  Session 

Eight  of  the  16  participating  specialty  groups  will 
meet  at  2 p.m.  There  will  be  no  general  scientific  ses- 
sion at  this  time. 

WEDNESDAY,  SEPTEMBER  24 
Morning  Session 

THEMES:  “Symposium  on  Drugs” 
“Transplants” 

Warren  H.  Pearse.  M.D.,  Omaha.  Neb. — “Steroid  Re- 
placement Therapy" 

Alan  P.  Winnie,  M.D.,  Chicago,  111. — “The  Rational 
Basis  for  Beta-Blockades  for  the  Treatment  of 
Arrhythmias” 

Sidney  Cohen,  M.D.,  Chevy  Chase.  Md. — “The  Cur- 
rent Status  of  Drug  Abuse” 

Allan  M.  Lansing,  M.D.,  Louisville — “Cardiac  Trans- 
plants” 

Israel  Penn,  M.D.,  Denver,  Col. — “Liver  Transplants” 
Scientific  Exhibit  A ward  Presentation 

Afternoon  Session 

THEME:  “Obesity" 

“Obesity” — panel  discussion 

George  W.  Pedigo,  M.D.,  Louisville  Moderator 
John  C.  Duffy,  M.D.,  Armonk,  N.Y. 

tucky  Medical  Association  * July  1969 


Earl  E.  Vastbinder,  M.D.,  Lexington 
John  S.  Llewellen,  M.D.,  Louisville 
“Cracker  Barrel"  Session 

THURSDAY,  SEPTEMBER  25 

Morning  Session 
THEMES:  “Atherosclerosis" 

“School  Health” 

“New  Concepts  in  the  Management  of  the  Patient 
with  Atherosclerosis”- — panel  discussion 
Beverly  T.  Towery,  M.D.,  Louisville,  Moderator 
Robert  L.  Grissom,  M.D.,  Omaha,  Neb. 

Jack  C.  Geer,  M.D.,  Columbus,  Ohio 
Marvin  D.  Siperstein,  M.D.,  Ph.D.,  Dallas,  Tex. 

C.  Thomas  Flotte,  M.D.,  Baltimore,  Md. 

“School  Health,  Physicial  Education  and  Medi- 
cal Aspects  of  Sports” — panel  discussion 
O.  B.  Murphy,  M.D.,  Lexington,  Moderator 
Marvin  Barnett,  D.M.D.,  Louisville 
Fred  Allman,  Jr.,  M.D.,  Atlanta,  Ga. 

Allan  J.  Ryan,  M.D.,  Madison,  Wise. 

Afternoon  Session 

The  remaining  eight  specialty  groups  will  meet  at 
2 p.m.  No  general  session  is  scheduled  at  this  time. 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE™  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  forthe  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

’ttfPffSt*  LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

473-9 
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OFTEN... 
HER  LOWER 
G.  I.  TRACT 


Psycho-abdominal  Distress:  Frequently  Female 

Women  aged  1 5 to  45  appear  to  be  more  prone  than  men  to  bloating, 
cramping  pain  of  stress-related  intestinal  disturbances  such  as  irritable 
or  spastic  colon.1,2 

Frequently  Recurrent 

In  the  experience  of  many  physicians,  women  are  more  likely  to  re- 
appear time  after  time  with  repeated  complaints  of  lower  G.I.  distress. 

Requiring  Definitive  Therapy 

Often  needed  is  therapy  adequate  to  control  both  the  somatic  and 
the  emotional  components  of  psycho-abdominal  complaints. 

Definitive  Dual  Therapy 

'Milpath'  contains  a proven  synthetic  anticholinergic  useful  for 
relieving  hypermotility,  spasm,  and  hypersecretion  of  the  gastrointes- 
tinal tract. 

In  addition,  'Milpath’  provides  a time-tested  tranquilizer  for  mild 
but  effective  anti-anxiety  action. 

With  Flexible  Dosage 

• ’Milpath’-400  (meprobamate  400  mg.  -f  tridihexethyl  chloride  25 
mg.)  Usual  adult  dose:  1 tablet  t.i.ci.  and  2 at  bedtime. 

•When  less  tranquilization  is  required:  'Milpath’-200  (meproba- 
mate 200  mg.  -f  tridihexethyl  chloride  25  mg.) 


Wallace  Pharmaceuticals/ Cranbury,  N.  J.  08512 


MILPATH* 


(meprobamate  -f  tridihexethyl  chloride  ) 


relaxes  smooth  muscle  and  psyche 


Please  see  the  following  page  for  brief  summary  of  prescribing  information. 


Gently 
but  firmly 


MILPATH 

(meprobamate  + tridihexethyl  chloride) 

Relaxes 
smooth  muscle 
and  psyche 


Usual  Adult  Dosage 

One  'Milpath’-400  tablet,  three  times  a day  at  mealtimes,  and 
two  at  bedtime.  For  greater  anticholinergic  effect,  two  Milpath'- 
200  tablets,  three  times  a day  at  mealtimes  and  two  at  bedtime. 
Doses  of  meprobamate  above  2400  mg.  daily  not  recommended. 

Indications 

Useful  in  organic  and  functional  disorders  with  hypersecretion 
and  hypermotility  of  G.I.  tract,  especially  when  accompanied  by 
anxiety,  neurosis,  or  tension  states.  Should  be  used  as  an  adjunct 
to  all  other  therapeutic  measures. 

Contraindications 

Tridihexethyl  chloride:  Urinary  bladder-neck  obstructions,  e.g., 
prostatic  obstruction  due  to  hypertrophy;  pyloric  obstructions 
because  of  reduced  motility  and  tonus:  organic  cardiospasm 
(megaesophagus);  glaucoma;  possibly  in  stenosing  gastric  or 
duodenal  ulcers  with  significant  gastric  retention. 

Meprobamate:  Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate. 

Precautions 

Tridihexethyl  chloride:  Use  cautiously  in  elderly  males  (pos- 
sible prostatic  hypertrophy) . 

Meprobamate:  Carefully  supervise  dose  and  amounts  prescribed. 
Consider  possible  dependence  or  habituation  (reported  occasion- 
ally after  excessive  use),  particularly  in  severe  psychoneurotics, 
alcoholics,  ex-addicts.  Withdraw  gradually  (one  or  two  weeks) 
after  excessive  dosage  for  weeks  or  months  to  avoid  recurrence  of 
pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  insomnia)  or  with- 
drawal reactions  (e.g.,  vomiting,  ataxia,  tremors,  muscle  twitching; 
rarely,  epileptiform  seizures,  more  likely  in  those  with  CNS  dam- 
age or  latent  convulsive  disorders).  If  drowsiness  or  visual  dis- 
turbance occurs,  reduce  dose  and  advise  against  activity  requiring 
alertness  (driving,  machinery  operation).  Effects  of  excess  alcohol 
may  be  increased.  Grand  mal  seizures  possible  in  persons  with 
both  petit  and  grand  mal.  Prescribe  cautiously  in  small  amounts 
to  patients  with  suicidal  tendencies.  Prescribe  with. caution  to 
patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  carisoprodol. 

Side  Effects 

The  following  side  effects  of  components  may  occur  with 
'Milpath'. 

Tridihexethyl  chloride:  Severe  effects  rare  on  recommended 
dosage.  Anticholinergic  effects:  dry  mouth  (fairly  frequent  at  oral 


doses  of  100  mg.),  constipation  or  "bloated"  feeling.  Possible: 
tachycardia,  dilation  of  pupils,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  drowsiness,  urinary  hesitancy  or  re- 
tention, dizziness. 

Meprobamate:  Drowsiness,  sometimes  with  ataxia,  usually  con- 
trolled by  decreasing  dosage,  occasionally  with  aid  of  central  stimu- 
lants (e.g.,  amphetamine).  Rarely,  allergic  or  idiosyncratic 
reactions  (usually  after  one  to  four  doses);  in  mild  form:  itchy, 
urticarial  or  erythematous,  maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever,  transient  leuko- 
penia, and  one  fatal  bullous  dermatitis  (after  meprobamate  and 
prednisolone)  reported.  More  severe,  very  rare  hypersensitivity: 
fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (one  fatal),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treat  symptomatically  (e.g.,  epinephrine,  antihistamines, 
possibly  hydrocortisone)  ; stop  and  do  not  restart  the  drug.  Isolated 
agranulocytosis,  thrombocytopenic  purpura,  one  fatal  aplastic 
anemia  reported,  but  only  in  presence  of  known  toxic  drugs,  por- 
phyric  symptoms  reported  but  relationship  not  established.  Fast 
EEG  activity,  usually  after  excessive  dosage.  Impairment  of  visual 
accommodation  reported  by  one  observer.  Fixed  drug  eruption 
with  meprobamate  and  cross  reaction  to  carisoprodol  reported. 

Suicidal  attempts  may  produce  drowsiness,  lethargy,  stupor, 
ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse,  and 
death.  Excessive  dosage  has  led  rapidly  to  sleep,  then  reduction  of 
vital  signs  to  basal  levels.  Empty  stomach,  and  if  respiration  be- 
comes very  shallow  and  slow,  cautiously  give  CNS  stimulants  (e.g., 
caffeine,  pentylenetetrazol,  amphetamine)  ; also  pressor  amines  if 
indicated. 

Supplied 

In  two  strengths: 

'Mil path' -400:  \fellow,  scored  tablets. 

'Mil path’ -200:  Yellow,  coated  tablets. 

Before  prescribing,  consult  package  circular. 

References 

1.  Harrison,  T.  R.,  et  al.:  Principles  of  Internal  Medicine,  Fifth 
Edition,  New  York,  The  Blakiston  Division,  McGraw-Hill  Book 
Company,  1966,  p.  1019.  2.  Bockus,  H.  L.:  Gastroenterology, 
Second  Edition,  Philadelphia  & London,  W.  B.  Saunders  Company, 
1964,  Vol.  II,  p.  729  et  seq. 
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you  can  almost  set  patients  by  it. 


Dulcolax  works  so  effectively  that  the  time  of  bowel 
evacuation  can  often  be  predicted. 

Dulcolax  tablets  taken  at  night  will  usually  result  in  a con- 
venient bowel  movement  the  following  morning.  Dulcolax 
suppositories  generally  work  within  15  minutes  to  an  hour. 

Dulcolax  may  be  given  to  the  aged,  pregnant  or  nursing 
women,  and  children.  It  may  be  particularly  helpful  in  con- 
ditions in  which  straining  should  be  avoided.  The  drug, 
however,  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax*  bisacodyl 


)ER  LICENSE  FROM  BOEHRINGER  INGELHEIM  G.M.B.H.  (j£j^  GEIGY  PHARMACEUTICALS.  DIVISION  OFGEIGY  CHEMICAL  CORPORATION.  ARDSLEY.  NEW  YORK  10502 


DU-6681 


In  studies  on  peripheral  vascular  disease — a common 
by-product  of  the  degenerative  aging  process — consider- 
able attention  has  focused  on  the  important  role  of 
smoking  in  the  progression  of  the  disease.  Although  it 
may  not  be  etiologic,  smoking  is  widely  recognized  as  a 
prominent  contributing  factor.1 

Skin  blood  flow — significant  factor  in  PVD.  Cu- 
taneous digital  vasoconstriction  caused  by  nicotine  has 
been  observed  both  in  normal  subjects  and  in  patients 
with  peripheral  vascular  disorders.1'2  Among  patients 
with  peripheral  vascular  disease,  however,  age  and  the 
severity  of  the  disease  appear  to  modify  the  effects  of 
nicotine.  For  example,  in  a study  of  older  patients  with 
marked  peripheral  vascular  disease,3  changes  induced 
by  smoking  were  not  statistically  significant  for  the 
group  as  a whole.  This  was  explained  on  the  basis  of 
decreased  skin  reactivity.  Smoking  is  not  permissible  in 
any  stage  of  the  disease,  since  even  . . minimal  reduction 
in  blood  flow  in  patients  with  ischemic  limbs  may  pro- 


duce a further  reduction  in  tissue  nutrition,  and  thu 
may  be  another  case  of  the  proverbial  straw  on  th 
camel’s  back.”3 

In  another  study  of  patients  with  peripheral  vascula 
disease,4  the  investigators  stress  that  decreased  skin  blooi 
flow  during  smoking  “ ...  is  the  factor  of  most  importanc 
to  the  patient  with  peripheral  vascular  disease.”  Whil 
such  patients  may  adjust  to  the  discomfort  of  vascular  in, 
sufficiency  in  skeletal  muscle,  decreased  skin  blood  flow  ma 
often  lead  to  severe  symptomatology. 

More  and  more  physicians  have  adopted  the  practio 
of  investigating  for  peripheral  vascular  disorder  whei 
confronted  with  a geriatric  patient  who  is  a habitua 
smoker.  Once  a diagnosis  is  established,  therapeutii 
measures  are  directed  toward  increasing  the  periphera 
circulation  and  appropriate  management  of  the  patient’; 
general  medical  needs.  These  include  the  importan 
safeguards  of  keeping  warm  and  refraining  from  smoking 
Professional  model  posed  for  illustration. 


important  in 
jotal  management  of 
Peripheral  vascular  disease, 
vascular  spasm  or 

'"“’^Roniacol 
Timespan 

(nicotinyl  alcohol  tartrate) 


for  relief  of  ischemic  symptoms 

Convenience  of  b.i.d.  dosage — sustained-release  Timespan  Tablets  usually  provide 
jrolonged  relief  of  ischemic  symptoms  with  two  doses  daily. 

Smoothness  of  onset — the  action  of  Roniacol  (nicotinyl  alcohol)  is  smooth  and  gradual 
n onset,  rarely  causing  severe  flushing. 

Selectivity  of  action — relaxes  the  musculature  of  peripheral  blood  vessels, 
rligh  degree  of  safety — side  effects  seldom  require  discontinuation  of  therapy. 


iefore  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
ndications:  Conditions  associated  with  deficient  circulation;  e.g.,  peripheral  vascular  disease,  vascular  spasm, 
raricose  ulcers,  decubital  ulcers,  chilblains,  Meniere’s  syndrome  and  vertigo. 

Caution:  Roche  Laboratories  endorses  caution  in  the  administration  of  any  therapeutic  agent  to  pregnant  patients, 
iide  Effects:  Transient  flushing,  gastric  disturbances,  minor  skin  rashes  and  allergies  may  occur  in  some  patients, 
eldom  requiring  discontinuation  of  the  drug. 

)osage:  1 or  2 Timespan  Tablets  morning  and  night. 

low  Supplied:  Timespan  Tablets — 150  mg  nicotinyl  alcohol  in  the  form  of  the  tartrate  salt,  bottles  of  50. 


References:  (1)  Roth,  G.  M.;  Shick,  R.  M.,  and  Secrest,  R.  R.,  in  James,  G.,  and  Rosenthal,  T., 
ds.:  Tobacco  and  Health,  Springfield,  111.,  Charles  C Thomas,  1962,  pp.  311-322.  (2)  Entmacher,  P.  S.: 

'roc.  Med.  Sect.  Amer.  Life  Convention  51:149,  1963.  (3)  Freund,  J.,  and  Ward,  C.:  Ann.  New  York  Acad, 
lei.  90:85,  1960.  (4)  Coffman,  J.  D.,  and  Javett,  S.  L.:  Circulation  28:932,  1963. 
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LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


“All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests:  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn’t  so. 

Tou  might  also  say  that  all  registered  nurses 
aren't  alike,  either. 


Kentucky  Surgeons  Elect 
Dr.  Clardy,  Dr.  Ray 

At  the  first  joint  meeting  of  the  Kentucky  Chapter, 
American  College  of  Surgeons  and  the  Kentucky 


Surgical  Society,  Delmas  M.  Clardy,  M.D.,  Hopkins- 
ville, and  Edward  H.  Ray,  M.D.,  Lexington,  were 
named  presidents-elect  of  the  two  groups  respectively. 
Each  has  served  as  president  of  the  other  organiza- 
tion— Doctor  Ray  in  1961-62  and  Doctor  Clardy  in 

1963- 64. 

Held  May  16  and  17  at  the  Holiday  Inn,  Somerset, 
the  joint  session  featured  talks  on  breast  cancer  by 
Richard  S.  Handley,  senior  surgeon  at  Middlesex  Hos- 
pital, London,  England  and  a widely  recognized  au- 
thority on  the  subject. 

Coleman  C.  Johnston,  M.D.,  Lexington,  was  in- 
stalled as  president  of  the  Chapter  at  the  meeting  and 
Blaine  Lewis,  M.D.,  Louisville,  assumed  presidency  of 
the  Society.  Rudolf  J.  Noer,  M.D.,  Louisville,  Rich- 
ard H.  Weddle,  M.D.,  Somerset  and  John  Dickinson, 
M.D.,  Glasgow,  were  named  to  the  Society’s  Council. 
John  S.  Sprague,  M.D.,  Lexington,  continues  in  the 
office  of  Society  secretary. 

Doctor  Clardy,  a 1932  graduate  of  the  University 
of  Louisville  School  of  Medicine,  has  practiced  in 
Hopkinsville  since  1934.  He  was  president  of  KMA  in 

1964- 65,  served  as  its  treasurer  from  1958-63,  and 
was  a member  of  the  KMA  House  and  numerous 
Association  committees  for  many  years.  He  is  a trus- 
tee on  the  Board  of  the  Rural  Kentucky  Medical 
Scholarship  Fund. 

In  addition  to  his  participation  in  KMA  activities. 
Doctor  Clardy  has  been  active  in  both  local  and  na- 
tional medical  organizations.  He  is  a past  president 
and  secretary  of  the  Christian  County  Medical  So- 
ciety, a consultant  to  the  Selective  Service  System, 
and  has  held  membership  on  the  local  board  of  the 
American  Cancer  Society.  A fellow  of  the  American 
College  of  Surgeons,  he  is  a member  of  the  South- 
eastern Surgical  Congress  and  the  Southern  Medi- 
cal Association. 

Doctor  Ray  continues  in  the  private  practice  of 
urology,  following  his  retirement  last  month  from 
the  University  of  Kentucky  faculty  as  professor  of  sur- 
gery in  the  College  of  Medicine.  From  1963-1968 
he  served  as  professor  and  chairman  of  the  College’s 
division  of  urology.  He  has  been  a member  of  the 
faculty  of  the  University  of  Louisville  School  of  Medi- 


cine since  1953,  serving  as  clinical  professor  of 
urology  since  1964. 

Doctor  Ray  holds  membership  in  many  medical 
organizations  including  the  American  College  of  Sur- 
geons, Southern  Surgical  Association,  and  Kentucky 
Urological  Society.  In  addition,  he  served  as  chair- 
man of  the  Advisory  Committee  on  Medical  Educa- 
tion in  Kentucky  in  1953  and  has  been  second  vice- 
president  of  the  Kentucky  Civil  War  Roundtable 
since  1965. 


All  15  KMA  Trustee  Districts 
Hold  Meetings  in  1968-1969 

For  the  first  time  since  KMA  Trustee  District 
meetings  have  been  held,  all  15  districts  met  during 
this  1968-69  Associational  year.  The  Sixth  District 
had  the  final  meeting  of  the  year  June  26  at  the 
Holiday  Inn,  Glasgow. 

KMA  President  Henry  B.  Asman,  M.D.,  Louis- 
ville, was  the  featured  speaker  at  each  of  the  15  meet- 
ings. Doctor  Aman  discussed  Association  activities 
in  a carefully  prepared  color  slide  presentation.  A 
KEMPAC  officer  or  member  also  made  a brief  pres- 
entation of  that  organization’s  activities  at  each 
meeting. 

Doctor  Asman  expresses  his  appreciation  to  the  1 5 
trustees  and  the  physicians  in  their  districts  who 
planned  and  attended  the  meetings. 


KMA  President  Henry  B.  Asman,  M.D.,  Louisville,  arrives 
at  the  Holiday  Inn,  Ashland,  to  speak  at  the  annual 
meeting  of  the  Thirteenth  Trustee  District  May  28.  Doctor 
Asman  presented  a slide  program  depicting  Association 
activities  at  each  of  the  1 5 trustee  district  meetings  this 
year. 


Doctor  Clardy 
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KMA  Washington  Dinner  Hosts 
All  Ky.’s  U.  S.  Congressmen 

The  Twelfth  Annual  KMA  Washington  Dinner 
honoring  the  state’s  U.S.  senators  and  representatives 
was  attended  by  all  nine  of  Kentucky’s  congressmen 
May  13  at  the  Mayflower  Hotel. 

A total  of  67  persons,  including  the  congressmen's 
wives,  administrative  assistants,  their  spouses  and 
KMA  members,  attended  the  event.  KMA  was  rep- 
resented by  officers,  members  of  the  Committee  on 
Legislative  Activities,  congressional  keymen,  KEM- 
PAC  directors,  Woman’s  Auxiliary  members  and 
staff. 

In  addition  to  the  dinner,  the  day’s  activities  in- 
cluded a briefing  breakfast  attended  by  physicians  and 
their  wives,  representatives  of  the  AMA  Washington 
office,  a representative  of  Kentucky  Blue  Shield  and 
KMA  staff,  and  visits  to  the  senators  and  representa- 
tives’ offices. 


KEMPAC  Invites  U.  S.  Congressmen 
To  Speak  at  Annual  Seminar 

Senator  Edmund  S.  Muskie  (D),  Waterville,  Maine, 
and  Representative  Rogers  C.  B.  Morton  (R),  Easton. 
Md.,  have  tentatively  accepted  KEMPAC’s  invitation 
to  speak  at  its  annual  seminar,  according  to  John  C. 
Quertermous,  M.D..  Murray,  chairman  of  the 
KEMPAC  Board. 

The  seminar,  including  a social  hour,  dinner,  and 
the  program,  will  begin  at  6 p.m.,  September  22,  in 
the  Terrace  Room  of  the  Kentucky  Hotel,  the  even- 
ing preceding  the  Annual  Meeting  of  the  Kentucky 
Medical  Association.  A member  of  AMPAC  will 
also  appear  on  the  seminar  program. 

Doctor  Quertermous  has  been  advised  that  the  two 
congressmen  will  be  present  unless  a conflict  arises 
precluding  their  attendance.  They  have  been  asked  to 
discuss  the  importance  of  physician  participation  in 
the  affairs  of  government  and  politics. 

Senator  Muskie  has  served  in  the  U.S.  Senate  since 
January,  1959,  following  a four-year  term  as  governor 
of  Maine.  Representative  Morton,  a Kentucky  native, 
has  represented  Maryland’s  First  District  in  the  U.S. 
House  since  1963. 


Eighteen-Member  Ky.  Delegation 
Attends  AMA/AMPAC  Seminar 

A Kentucky  delegation  of  18  members  attended  the 
AMA/AMPAC  public  affairs  seminar  May  16-18  in 
Washington.  D.C. 

A number  of  prominent  figures  from  the  U.S.  Sen- 
ate, House  of  Representatives  and  various  govern- 
mental departments  appeared  on  the  program.  Repre- 
sentative Gerald  Ford,  Michigan.  Senator  Jennings 
Randolph,  West  Virginia,  Senator  Howard  H.  Baker, 
Jr.,  Tennessee  and  Creed  C.  Black  of  the  Department 
of  Health,  Education  and  Welfare  were  among  the 


speakers  who  presented  a wealth  of  information  on 
programs  and  legislation  that  will  be  of  interest  in 
the  years  ahead. 

The  Kentucky  delegation  included  Lee  C.  Hess, 
M.D.,  chairman  of  the  KMA  Board  of  Trustees;  Walter 

L.  Cawood,  M.D.,  KMA  president-elect;  Hoyt  D.  Gard- 
ner, M.D.,  national  affairs  chairman  for  the  KMA 
Committee  on  Legislative  Activities,  and  Mrs.  Gard- 
ner, president-elect  of  the  Woman’s  Auxiliary  to 
KMA;  Fred  C.  Rainey,  M.D.,  state  affairs  chair- 
man for  the  KMA  Committee  on  Legislative  Activi- 
ties; John  C.  Quertermous,  M.D.,  chairman  of  the 
KEMPAC  Board;  C.  Kenneth  Peters,  M.D.,  secretary- 
treasurer  of  KEMPAC,  and  Mrs.  Peters;  Robert  Long, 

M. D.,  AMA  trustee;  R.  Burke  Casper,  M.D.  KEMPAC 
director;  John  Stewart,  M.D.,  KEMPAC  director; 
Meredith  J.  Evare,  M.D.,  KEMPAC  director,  and 
Mrs.  Evans;  David  A.  Hull,  M.D.,  member  of  KMA 
Committee  on  Legislative  Activities;  Carl  Scott,  M.D.; 
Mrs.  Barbara  Rice,  executive  secretary  of  the  Fayette 
County  Medical  Society;  Gilbert  L.  Armstrong,  KMA 
director  of  field  services;  and  Jerry  E.  Mahoney, 
KMA  assistant  director  of  field  services. 


John  T.  Alexander,  Marrowbone  (left),  accepts  a plaque 
presented  to  him  by  J.  Ed  McConnell  (center),  and  Oscar 
Miller,  M.D.,  commemorating  his  enrollment  as  the  one- 
millionth  member  of  Kentucky  Blue  Shield. 


One-Millionth  Member  Enrolls 
In  Kentucky  Blue  Shield 

Kentucky  Blue  Shield  enrolled  its  one-millionth 
member  recently,  according  to  J.  Ed  McConnell, 
Louisville,  president  of  Kentucky  Blue  Cross  and  Blue 
Shield.  In  making  the  announcement,  Mr.  McConnell 
expressed  pride  in  the  event  occurring  during  Blue 
Shield's  20th  anniversary  year. 

John  T.  Alexander,  Marrowbone,  the  one- 
millionth  member,  enrolled  in  the  Blue  Cross  and 
Blue  Shield  College  Student  Program  at  the  University 
of  Kentucky  when  he  reached  age  19  and  was  no 
longer  covered  under  his  parents’  contract. 

Oscar  Miller,  M.D.,  recognized  as  the  Father  of 
Kentucky  Blue  Shield  and  an  original  member  of  its 
Board  of  Directors,  and  Mr.  McConnell  presented  a 
plaque  to  Mr.  Alexander  commemorating  the  event. 
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KSAMA  Holds  Seventh  Convention 
May  16-18  at  Elizabethtown 

The  Seventh  Annual  Convention  of  the  Kentucky 
State  Association  of  Medical  Assistants  May  16-18 
in  Elizabethtown  was  attended  by  105  medical  as- 
sistants from  throughout  the  state.  Outgoing  presi- 
dent, Mrs.  Jane  Burks,  Elizabethtown,  presided  at 
the  meeting. 

Guest  speakers  appearing  on  the  program  included 
Henry  B.  Asman,  M.D.,  Louisville,  KMA  president, 
and  Fred  C.  Rainey,  M.D.,  Elizabethtown.  Guests 
included  Mrs.  Elvira  Fischer,  Chicago,  111.,  and  Mrs. 
Betty  Fisher,  Evansville,  Ind„  past  presidents  of  the 
American  Association  of  Medical  Assistants,  and 
Mrs.  Jo  Ann  Hutchens,  immediate  past  president  of 
the  Tennessee  Medical  Assistants. 

The  Association  presented  a special  merit  award 
to  James  Pleasant,  Madisonville,  who  became  the 
first  certified  medical  assistant  in  Kentucky  recently. 
Mr.  Pleasant  serves  as  president  of  the  Hopkins 
County  Medical  Assistants  Association. 

New  officers  installed  by  Miss  Dorothy  Downs 
include  Mrs.  Mabel  Ann  Veech.  president-elect;  Miss 
Libby  Curtsinger,  president;  Mrs.  Faye  Jordan,  vice 
president;  Mrs.  Thelma  Hemmerle,  secretary;  and 
Miss  Gerry  Schutz,  treasurer.  All  are  from  Louisville. 

Mrs.  Veech,  a medical  assistant  for  17  years,  has 
served  KSAMA  as  its  vice  president  and  1968  con- 
vention chairman.  She  is  a past  president  and  vice 
president  of  the  Jefferson  County  Medical  Assistants. 


3n  jWcmonam 


MORRIS  FLEXNER,  M.D. 

Louisville 

1890-1969 

Morris  Flexner,  M.D.,  79,  a Louisville  internist, 
died  June  3 at  Norton  Memorial  Infirmary.  A 1914 
graduate  of  Johns  Hopkins  University  School  of 
Medicine,  Doctor  Flexner  had  practiced  in  Louisville 
since  that  time.  He  was  a fellow  of  the  American 
College  of  Physicians,  a clinical  professor  of  medicine 
at  the  University  of  Louisville  School  of  Medicine, 
and  the  author  of  numerous  medical  publications. 

JAMES  S.  RICH,  M.D. 

Lexington 

1905-1969 

James  S.  Rich,  M.D.,  63,  a Lexington  radiologist, 
died  suddenly  May  30  at  Leitchfield  while  enroute  to 
Evansville.  Doctor  Rich  graduated  from  Rush  Medical 
College  in  1932  and  had  practiced  in  Lexington  since 
1947.  A former  president  of  the  Fayette  County  Can- 
cer Society,  Doctor  Rich  held  membership  in  the 
American  College  of  Radiology  and  the  Radiological 
Society  of  North  America. 


Scholarship  Fund  Grants  Loans 
To  35  Medical  Students 


Loans  to  10  first-year  medical  students  and  25  up- 
perclassmen, totaling  $74,500  were  approved  by  the 
Board  of  Trustees  of  the  Rural  Kentucky  Medical 
Scholarship  Fund  at  its  annual  meeting  May  22,  ac- 
cording to  C.  C.  Howard,  M.D.,  Glasgow,  Board 
chairman. 

Twenty-one  of  the  recipients  have  agreed  to  prac- 
tice in  “critical”  counties  following  their  medical 
training.  Billie  J.  Caudill,  M.D.,  Morehead,  and  Don- 
ald Chatham,  M.D.,  Shelbyville,  previous  scholarship 
recipients  of  the  Fund,  were  elected  to  the  Fund’s 
Board  of  Trustees. 

Recipients  of  freshman-year  loans  are  Lawrence 
Brock,  Columbia;  Kenneth  E.  Embry  III,  Leitchfield; 
James  A.  Freer,  Fordsville;  Virginia  L.  Garner,  James- 
town; Thurman  D.  McKinney,  Quality;  Larry  Michael 
Mason,  Richmond;  Michael  A.  Pfeifer,  Louisville; 
Charles  Van  Meter,  Jr.,  Leitchfield;  Charles  F.  Wink- 
ler, Central  City;  and  Robert  W.  Young,  Harrods- 
burg. 

At  the  meeting  Doctor  Howard  expressed  the  ap- 
preciation of  the  Board  for  the  support  and  interest  of 
Governor  Louie  B.  Nunn,  Health  Commissioner  Rus- 
sell E.  Teague,  M.D.  and  the  Kentucky  General  As- 
sembly. 


ACHROMYCIN  V 


TETRACYCLINE  HCI 
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K EN"T  I'CKV  - CORNELI . AUTOMOTIVE  CRASH  INJURY  RESEARCH 


Area  subject  to  ACIR  study  of  accidents  resulting  in  injury  or  death  to  an 
occupant  of  a 1968,  1969  or  1970  model  passenger  car. 


Sixth  Auto  Crash  Study  Phase 
To  Begin  August  1 in  Ky. 

The  sixth  study  phase  of  the  Kentucky-Cornell 
Automotive  Crash  Injury  Research  Program  (ACIR) 
will  being  August  1 in  14  Kentucky  counties.  The 
program’s  purpose  is  to  determine  causes  of  injuries 
sustained  in  crashes  of  late  model  passenger  cars 
with  the  ultimate  goal  of  making  automobiles  safer. 

Physicians  in  the  participating  counties  may  be 
asked  to  assist  in  the  program  by  filling  out  forms 
concerning  injuries  or  deaths  of  occupants  in  cars 
involved  in  accidents.  KMA  Highway  Safety  Com- 
mittee Chairman  William  K.  Keller.  M.D..  Louisville, 
urges  the  cooperation  of  all  physicians  in  the  pro- 
gram. 

Counties  in  which  the  sixth  study  will  be  con- 
ducted from  August  1,  1969  to  January  31,  1970. 
include  Allen.  Barren.  Butler.  Daviess,  Edmonson, 
Hancock.  Hart.  Henderson.  Logan,  McLean,  Ohio. 
Simpson,  Union  and  Warren. 

The  program  is  sponsored  by  KMA,  the  Kentucky 
State  Department  of  Health,  the  Kentucky  Hospital 
Association,  and  the  Kentucky  State  Police  in  co- 
operation with  Cornell  University  where  the  research 
information  is  compiled  and  studied. 

Whiplash  Abdominal  Injury 

(Continued  from  page  503) 
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and  ileum.  Am.  Surgeon  29-'  630,  1963. 

5.  Ballinger,  op.  cit.,  p.  354. 

6.  Moseley,  H.F.,  Accident  Surgery,  Vol.  I:  Appleton- 

Century-Crofts,  New  York,  1962,  Chapter  XII,  p.  131. 


Police,  Fire  Surgeons  Society 

The  American  Medical  Association  has  appointed 
an  ad  hoc  committee  to  establish  a national  society 
of  Police  and  Fire  surgeons.  Any  physician  interested 
in  membership  in  the  society  is  invited  to  contact 
Howard  Schneider,  M.D..  National  Association  of  Po- 
lice and  Fire  Surgeons,  75  Lee  Avenue,  Yonkers,  N.Y. 
10705 


Papers  on  Air  Pollution  Sought 

Papers  on  air  pollution  are  being  sought  for  presen- 
tation at  the  December,  1970  Conference  of  the  In- 
ternational Union  of  Air  Pollution  Prevention  Associ- 
ations in  Washington,  D.C.  Physicians  interested  in 
submitting  such  a paper  should  contact  Prof.  Arthur  C. 
Stern,  Department  of  Environmental  Sciences  and  En- 
gineering, School  of  Public  Health,  University  of 
North  Carolina,  P.O.  Box  630,  Chapel  Hill,  N.C. 
27514. 


Infant  Air  Transport  System 

An  emergency  air-ground  transport  system  for 
rushing  newborn  infants  with  Respiratory  Distress 
Syndrome  to  special  ventilating  equipment  has  been 
established  by  the  Virginia  Polytechnic  Institute, 
Blacksburg,  Va.  An  airplane  equipped  with  special 
respiratory  support  equipment  transports  the  infants 
to  the  Roanoke,  Va.  Memorial  Hospitals  at  no 
charge  to  patient  or  physician.  The  transport  service 
will  remain  in  operation  until  the  special  equipment 
at  the  hospitals  becomes  available  commercially. 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 
for  prescribing  Mellaril 

* 0 (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 

Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
j difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System — 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 

Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System— 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 

While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril' 

(Thioridazine  HC1) 

25  mg.t.Ld. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 

A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68-169 


When  pollens  fly,  just  one  or  two  squirts  of  nTz  in 
each  nostril,  followed  in  a few  minutes  by  a second 
spraying,  shrink  swollen  nasal  passages  almost  on 
contact.  And  breathing  comfort  follows.  The  anti- 
histamine component  of  nTz  helps  combat  the  al- 
lergic reaction  and  lessen  rhinorrhea,  sneezing  and 
itching;  its  antiseptic  wetting  agent  promotes  rapid 
spread  of  components. 

nTz  Nasal  Spray  affords  the  well-known  benefits  of 
Neo-Synephrine®  in  a carefully  balanced  formula 
which  includes: 


Nasal  Spray 


l/l/zn/hrop 


Neo-Synephrine®  (brand  of  phenylephrine)  HCI, 
0.5%  (adult  strength),  decongestant 
Thenfadil®  (brand  of  thenyldiamine)  HCI,  0.1%, 
antihistamine 

Zephiran®  (brand  of  benzalkonium  as  chloride,  re- 
fined) Cl,  1:5000,  antiseptic  wetting  agent 
Treatments  with  nTz  should  be  repeated  every  three 
or  four  hours  as  needed.  nTz  is  for  temporary  relief 
of  nasal  symptoms  and  overdosage  should  be 
avoided.  Available  in  squeeze  bottles  of  20  ml.  and 
1 oz.  bottles  with  dropper. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  <■»>« 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidin 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacctin  120  mg.; 

Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 

In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 

Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal—  anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 
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now 

she  can 
cope*** 


thanks  to 


SODIUM® 


the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (K  gr.)  to  30  mg.  [}/2  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (M  gr.), 

30  mg.  (Jd  gr.);  Elixir,  30  mg.  per  5 ec.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (J4  gr.),  30  mg.  p/2  gr.). 

( McNEIL ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


KMA  Committee  Reports 


Educational  Television  Committee 

William  P.  VonderHaar,  M.D.,  Louisville,  Chairman 

University  of  Kentucky  April  30,  1969 

Lexington,  Kentucky 

Members  of  the  Educational  Television  Committee 
met  on  April  30  in  Lexington,  to  discuss  further  plans 
for  sponsoring  a number  of  continuing  medical  edu- 
cation programs  over  the  Kentucky  Educational  Tele- 
vision Network.  The  first  series  of  programs  will  fea- 
ture four  short  films  on  various  medical  topics,  fol- 
lowed by  a longer  film  on  some  aspect  of  cancer. 

Plans  for  promoting  the  programs  were  also  dis- 
cussed. The  committee  also  anticipates  a follow-up 
survey  of  Kentucky  physicians  to  determine  their  in- 
terest in  ETV  as  a mechanism  for  continuing  medical 
education. 


KMA-KNA  Joint  Advisory  Committee 

A.  Evan  Overstreet,  M.D.,  Louisville,  Chairman 

KMA  Headquarters  Office  May  15,  1969 

The  Joint  Advisory  Committee  of  the  Kentucky 
Medical  Association  and  Kentucky  Nurses’  Associ- 
ation met  recently  and  discussed  plans  for  increasing 
liaison  between  those  organizations.  The  committee 
also  heard  a report  on  the  AMA  Committee  on  Nurs- 
ing’s Second  Annual  Conference  from  A.  Evan  Over- 
street,  M.D.,  the  physician  chairman,  who  had  at- 
tended the  conference  in  April. 

A number  of  joint  policy  statements  were  discussed 
and  were  forwarded  to  the  governing  bodies  of  both 
Associations  for  consideration.  Other  items  of  dis- 
cussion included  the  role  of  a registered  nurse  as  first 
assistant  in  an  operating  room,  and  Comprehensive 
Health  Planning. 


Coordinating  Commission  on  Governmental 
Medical  Services 

Paul  J.  Parks,  M.D.,  Bowling  Green,  Chairman 

KMA  Headquarters  Office  May  21,  1969 

The  Coordinating  Commission  on  Governmental 
Medical  Services  held  its  first  meeting  of  the  Associ- 
ational  year  on  May  21,  1969,  at  which  time  progress 
reports  were  given  by  the  chairmen  of  the  Committee 
on  Appalachian  and  OEO  Programs,  the  newly 
formed  Claims  Review  Committee,  the  Committee  on 
Medical  Education,  and  both  the  Advisory  Commit- 
tee on  Title  XVIII  and  the  Technical  Advisory 
Committee  on  Physician  Services  (Title  XIX). 


Advisory  Committee  on  Title  XVIII  (PL  89-97) 

Paul  J.  Parks,  M.D.,  Bowling  Green,  Chairman 

KMA  Headquarters  Office  May  21,  1969 

The  KMA  Advisory  Committee  on  Title  XVIII 
met  at  the  Association  Headquarters  to  take  up  sev- 
eral matters  of  vital  importance  which  included  the 
following:  The  Federal  Government’s  interest  in  cost 
reduction  of  the  Medicare  Program.  Representatives 
of  Blue  Cross — Blue  Shield  discussed  at  length  the 
problems  and  misunderstandings  which  have  arisen 
concerning  custodial  versus  needed  medical  care  in 
Extended  Care  Facilities. 

Representatives  of  Metropolitan  Life  Insurance 
Company  reviewed  their  activity  regarding  Medicare. 
A discussion  of  a “freeze”  by  the  Federal  Government 
on  customary  charges  was  held  and  the  members  of 
this  committee  were  informed  that  physicians  should 
continue  to  report  their  customary  charges. 

A further  meeting  will  be  held  in  Lexington,  June 
1 1 to  discuss  problems  regarding  utilization  of  the 
Medicare  Program. 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn't  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE™  Applicator 
a routine  part  of  your  physical  examinations? 


TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 
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But  before  you  prescribe  Pertofrane,  please  see 
the  full  prescribing  information  and  especially 
note  Contraindications,  Precautions.  Warning, 
Adverse  Reactionsand  Dosage,  A brief  summary 
of  that  information  is  included  here. 

Pertofrane®  desipramine  hydrochloride 


Indications:  For  relief  of  depression. 
Contraindications:  Do  not  use  drugs  of  the 
M.A.O.I.  class  with  Pertofrane  Hyperpyretic 
crises  or  severe  convulsive  seizures  may  occur; 
potentiation  of  adverse  effects  can  be  serious  or 
even  fatal.  When  substituting  this  drug  in  pa- 
tients receiving  an  M.A.O.I.,  allow  an  interval  of 
at  least  7 days.  Initial  dosage  in  such  patients 
should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed. 

Warning : Activation  of  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients  Do 
not  use  in  patients  under  1 2 years  old.  and  do  not 
use  in  women  who  are  or  may  become  pregnant 
unless  the  clinical  situation  warrants  the  poten- 
tial risk. 

Precautions : Careful  supervision  and  protective 
measures  for  potentially  suicidal  patients  are 
necessary.  Discontinuation  of  therapy  or  adjunc- 
ti ve  useof  a sedativeor  tranquilizer  may  be  neces- 
sary in  the  presence  of  increased  anxiety  or  agita- 
tion, hypomania  or  manic  excitement.  However, 
phenothiazines  may  aggravate  the  condition. 
Atropine-like  effects  may  be  more  pronounced 
(e  g.  paralytic  ileus)  in  susceptible  patients  and  in 
those  receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents).  Carefully  observe  pa- 
tients with  increased  intraocular  pressure.  Pre- 
scribe cautiously  in  hyperthyroid  patients  and  in 
those  receiving  thyroid  medications.  Cardio- 
vascular complications  (myocardial  infarction 
and  arrhythmias)  are  potential  risks  since  they 
have  occasionally  occurred  with  imipramine. 
the  parent  compound.  Desipramine  may  block 
the  pharmacologic  activity  of  guanethidine  and 
related  adrenergic  neuron-blocking  agents.  Hy- 
pertensive episodes  have  been  observed  during 
surgery  in  patients  on  desipramine  therapy. 
Before  prescribing  the  drug,  the  physician  should 
be  thoroughly  familiar  with  prescribing  informa- 
tion, with  the  literature,  with  all  adverse  reac- 
tions, with  the  diagnosis  and  management  of  de- 
pression, and  with  the  relative  merits  of  all  meas- 
ures for  treating  the  condition. 

Adverse  Reactions.  Dry  mouth,  constipation, 
disturbed  visual  accommodation,  anorexia,  per- 
spiration, insomnia,  drowsiness,  dizziness,  head- 
ache, nausea,  epigastric  distress,  and  skin  rash 
(including  photosensitization)  may  appear.  Since 
orthostatic  hypotension  has  occurred,  carefully 
observe  patients  requiring  concomitant  vasodi- 
lating therapy,  particularly  during  the  initial 
phases.  Other  adverse  reactions  include  tachy- 
cardia, changes  in  EEG  patterns,  tremor,  falling, 
mild  extrapyramidal  activity,  neuromuscular  in- 
coordination, epileptiform  seizures.  A confu- 
sional  state  (with  such  symptoms  as  hallucina- 
tions and  disorientation)  occurs  occasionally  and 
may  require  reduced  dosage  or  discontinuance 
of  therapy  Rarely,  transient  eosmophilia,  slight 
elevation  in  transaminase  levels,  transient  jaun- 
dice. or  liver  damage  have  occurred.  If  abnormal- 
ities occur  in  liver  function  tests,  discontinue 
drug  and  investigate.  Occasional  hormonal  ef- 
fects, particularly  decreased  libido  or  impotence 
and  instances  of  gynecomastia,  galactorrhea 
and  female  breast  enlargement  have  been  ob- 
served. Urinary  frequency  or  retention  may 
occur.  The  drug  should  bediscontmued  if  agranu- 
locytosis, bone  marrow  depression,  jaundice, 
thrombocytopenia,  or  purpura  occur. 

Dosage . 25  to  50  mg.  t.i.d.  The  maximum  daily 
dose  is  200  mg.  Continue  maintenance  dosage 
for  at  least  2 months  after  obtaining  satisfactory 
response.  Generally,  elderly  and  adolescent  pa- 
tients should  be  given  low  doses. 

Availability : Pink  capsules  of  25  mg.  in  bottles  of 
100  and  1000  (B)46-530-E 

For  complete  details,  please  see  the  prescribing 
information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  (pm 
Ardsley,  New  York  10502 


What  makes  l 


A man? 

Another  woman? 

Three  kids? 

No  kids  at  all? 

Wrinkles? 

You  name  it. 

Is  she 

truly  depressed? 

Is  that  why  she  lets  go 
in  your  office? 

You  comfort  her. 

Talk  to  her. 

And,  if  she  is  depressed, 

consider  Pertofrane. 

Because 

in  3 to  5 days 

she  can  often  begin 

to  cope, 

work, 

maybe  play, 
even  enjoy. 


Pertofrane® 

desipramine  hydrochloride 

In  depression... 

when  words  are  not  enougl 


KENTUCKY  MEDICAL  ASSOCIATION 

BOARD  OF  TRUSTEES— 1968-69 

Officers 


HENRY  B.  ASMAN,  1169  Eastern  Pkwy.,  Louisville  (502)  454-4649  President 

WALTER  L.  CAWOOD,  1200  Bath  Ave.,  Ashland  (606)  325-1665 President-Elect 

GEORGE  F.  BROCKMAN,  2 E.  Main  Cross,  Greenville  (502)  338-3660.  ..  .Immediate  Past  President 

EDWIN  P.  SOLOMON,  JR.,  910  Heyburn  Bldg.,  Louisville  (502)  585-4123 Vice  President 

S.  RANDOLPH  SCHEEN,  1249  Medical  Arts  Bldg.,  Louisville  (502)  451-1661  Secretary 

KEITH  P.  SMITH,  Medical  Arts  Bldg.,  Corbin  (606)  528-321  1 Treasurer 


RICHARD  F.  GREATHOUSE,  5 Triangle  Cen.,  Louisville  (502)  458-32 1 9 Speaker — House  of  Delegates 

CARL  COOPER,  JR.,  Bedford  (502)  255-3282 Vice-Speaker — House  of  Delegates 

G HESS,  7211  U.S.  42,  Florence  (606)  371-1  153  Chairman  of  the  Board  of  Trustees 

GEORGE  A.  SEHLINGER,  2312  Medical  Arts  Bldg.,  Louisville  (502)  452-1552.  .Vice-Chairman  of  the 

Board  of  Trustees 


Delegates  to  the  A.M.A. 


J.  THOS.  GIANNINI,  1 1 69  Eastern  Pkwy.,  Louisville  (502)  458-5315  Jan.  1969-Dec.  1970 

CHAS.  G.  BRYANT,  (Alt.)  1169  Eastern  Pkwy.,  Louisville  (502)  452-1558  ..Jan.  1969-Dec.  1970 

JOHN  C.  QUERTERMOUS,  205  S.  Eighth  St.,  Murray  (502)  753-5161  Jan.  1968-Dec.  1969 

DARYL  P.  HARVEY,  (Alt.)  Glasgow  (502)  651-2133  Jan.  1968-Dec.  1969 

CHAS.  C.  RUTLEDGE,  Hazard  Clinic,  Hazard  (606)  436-3121  Jan.  1968-Dec.  1969 

DAVID  B.  STEVENS,  (Alt.)  304  S.  Limestone,  Lexington  (606)  254-8008  Jan.  1968-Dec.  1969 

Trustees 

1st  District  C.  C.  LOWRY,  104  N.  5th  St.,  Murray  (502)  753-1340 1971 


2nd  District WILLIAM  W.  HALL,  Mayfair  Square,  Owensboro  (502)  684-6255 1970 

3rd  District THORNTON  E.  BRYAN,  JR.,  Cadiz  Clinic,  Cadiz  (502)  522-6673  1971 

4th  District W.  BRUCE  HAMILTON,  4th  & Buckman,  Shepherdsville  (502)  543-6362 ..  1971 

5th  District GEORGE  A.  SEHLINGER,  2312  Medical  Arts  Bldg.,  Louisville  (502)  452-1552  1969 

6th  District REX  E.  HAYES,  Glasgow  (502)  651-5113  1969 

7th  District DONALD  CHATHAM,  615  Washington  St.,  Shelbyville  (502)  633-3525 ..  1 970 

8th  District  LEE  C.  HESS,  7211  U.S.  42,  Florence  (606)  371-1153  1969 

9th  District J.  CAMPBELL  CANTRILL,  St.  Luke  PI.,  Georgetown  (502)  863-1231 1970 

10th  District ANDREW  M.  MOORE,  108  E.  Maxwell,  Lexington  (606)  252-4406 1970 

11th  District DOUGLAS  H.  JENKINS,  527  W.  Main,  Richmond  (606)  623-3751 1969 

12th  District ROBERT  N.  McLEOD,  JR.,  500  Bourne  Ave.,  Somerset  (606)  678-8155.  . . .1971 

13th  District PAUL  E.  HOLBROOK,  2nd  National  Bank  Bldg.,  Ashland  (606)  324-1616.  .1970 

14th  District BALLARD  W.  CASSADY,  Pikeville  (606)  437-6698 1971 

15th  District E.  C.  SEELEY,  Medical  Arts  Bldg.,  London  (606)  864-2357 1969 
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JULY  BUYERS  GUIDE  FOR  JOURNAL  OF  KMA  1969 


Bristol  Laboratories  483 

Burroughs  Wellcome  472 

Business  & Professional  Adjustment  Service,  Inc 477 


National  Drug  Company  460,  487-488 

Parke,  Davis  Company  508 


Campbell  Soup 


505 


Geigy  Pharmaceuticals  

General  Leasing  Corporation 
Glenbrook  Laboratories  . . . 


474-476,  521,  534-535 

485 

524 


Riker  Laboratories  

Robins,  A.  H.  Company 

Roche  Laboratories  

Rorer,  Wm.  H.  Company 


466-467 

489 

469-471,  484-485,  522-523,  538 
479 


Highland  Hospital  480 

Hynson,  Westcott  8 Dunning  461 

Lederle  Laboratories  463,  477,  517,  527,  531,  533,  537 

Lilly,  Eli  & Company  490 

McNeil  Laboratories  532 

Medical  Protective  Company  537 


Sandoz  529 

Searle,  G.  D.  & Company  ..506-507 

Southern  Optical  Company  480 

Wallace  Pharmaceuticals  518-520 

Wamer-Chilcott  481-482 

Winthrop  Laboratories  530 

Wyeth  Laboratories  509-510,515 
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from  the  discord  of  anxiety... 


with  the  aid  of  antianxiety 

Librium9 

(chlordiazepoxide 

HCl) 

5-mg,  1 0-mg 
and  25-mg  capsules 

In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees 
of  excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  dis- 
ease. In  properly  individualized 
maintenance  dosage,  Librium 
(chlordiazepoxide  HCl)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunc- 
tive therapy  in  psychophysiologic 
disorders— yet  seldom  impairs 
mental  acuity  or  ability  to  func- 
tion. Librium  has  demonstrated  a 
wide  margin  of  safety  in  short- 
and  long-term  therapy. 

Also  available: 

Libritabs® 

(chlordiazepoxide) 

^OCMfgj-| 

M]  Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


to  emotional  harmony 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude  ataxia 
or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during  protracted 
therapy. 


VOLUME  67 


AUGUST  1969 


NUMBER  ff 


The  Journal  of  The 


Medical  Association 

Annual  Meeting  Issue 


McDowell  house 


I SUMS 


UNlVERSlTYOPKFNTUClCf 


arrmimi 


un- 




I VERITY  OF  LOUlSViLLE  — - - 

5D1CAL  CENTER,  ,****&~A&C*si 


MEDICAL  CENTER,  i 


KENTUCKY  MEDICAL  ASSOCIATION" 


. «>  aJ  m 


/n  This  /ssue 


Cancer  Chemotherapy 

J.  W.  Yarbro,  M.D.,  Ph.D. 


A Familial  Microepidemic  of  Histoplasmosis 


Kenneth  S.  Welsh,  M.D.,  Ibrahim  lldirim,  M.D.  and 
Michael  l.  Furcolow,  M.D. 


569 


Tracheobronchial  and  Esophageal  Foreign  Body 
Extraction  in  Infants  and  Children 


Edwin  Nighbert,  M.D.,  Robert  Combs,  M.D.  and 
J.  Kent  Trinkle,  M.D.,  F.A.C.S. 


573 


Special  Article 

More  on  Medicare  and  Medicaid 


582 


KM  A Annual  Meeting  Section 


593 


Complete  Content*  on  page  $42 


il 


0**  i.  «dj 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


U.S.  PATENT  NO.  3,001,910 


TEPANIL — the  right  start  in  support  of  the) 
weight-control  program  you  recommend.  I 
reduces  the  appetite.  Doesn’t  kill  it.  Weigh 
loss  is  significant — gradual — yet  there  is  aj 
relatively  low  incidence  of  CNS  stimula 
tion.  Because  TEPANIL  works  on  the! 


appetite,  not  on  the  "nerves." 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients 
hypersensitive  to  this  drug;  in  emotionally  unstable  patients 
susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,  and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom 
fort  have  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


HMD  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 

IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


( In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 
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When  he  needs  an  antibiotic 
he  may  be  a candidate  for 


M • 


DECLOSTATIN  300 


Demethylchlortetracycline  HC1 300  mg 
and  Nystatin  500.000  units 
CAPSEEE-SHAPED  TABLETS  Lederle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  he  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy. 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foodgi 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company.  Pearl  River,  New  York 
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Where  Is  Your  Delegate?* 


FOR  a number  of  years  we  have  heard  the  complaint  from  the  rural  and 
semi-rural  areas  of  the  Commonwealth  that  the  municipalities,  with  their 
large  number  of  delegates  and  ease  of  attendance  at  meetings,  are  forming 
all  policy  for  the  State  Medical  Society.  It  is  my  contention  that  while  this  may 
appear  to  be  true,  the  Board  of  Trustees,  the  Executive  Committee  and  the  staff 
of  KMA  are  inherently  interested  in  the  views  of  all  of  its  members. 

Nothing  would  please  us  more  than  to  have  100  per  cent  participation  of  all 
delegates  in  the  1969  House,  for  it  is  here  that  policy  for  KMA  is  truly  developed. 
The  Board  of  Trustees,  the  Executive  Committee  and  the  staff  are  only  the  im- 
plementors of  this  policy.  It  is,  therefore,  the  responsibility  of  every  component 
society  to  make  sure  that  they  have  named  delegates  who  are  willing  to  give  of 
themselves  and  of  their  time.  In  addition,  it  is  the  responsibility  of  a society 
member  to  cover  his  practice  so  that  he  can  attend  the  meeting  in  their  behalf. 

As  Chairman  of  the  Board  of  Trustees  for  this  past  year  it  has  been  repeatedly 
brought  to  my  attention  how  important  it  is  to  know  the  views  of  all  of  the  com- 
ponent societies.  The  fact  that  so  many  of  the  outlying  societies  never  send  their 
representatives  to  present  their  views  makes  a weak  link  in  our  Association. 

1 feel,  and  very  strongly,  that  any  man  who  accepts  the  responsibility  of  dele- 
gate has  as  much  responsibility  as  any  member  of  the  Congress  of  the  United 
States  to  be  in  his  seat  at  the  House  of  Delegates  meeting,  and  for  the  entire  ses- 
sion. Here  decisions  are  made  that  affect  him,  his  cohorts,  his  patients,  his  family 
and  their  livelihood. 

It  is  my  feeling,  therefore,  that  if  a delegate  cannot  be  in  his  seat,  or  does  not 
intend  to  be  in  his  seat,  he  should  tell  his  component  society  so  that  they  can 
send  someone  else.  For  if  these  individuals  do  not  come  and  present  their  views, 
organized  medicine  has  lost  the  benefit  of  their  experience  and  knowledge. 

We  have  very  little  left  of  individual  freedoms  except  the  voice  of  argument 
and  discussion  and  the  loud,  clear  voice  of  THE  VOTE.  If  we  do  not  exercise  this 
right,  then  we  are  truly  giving  up  our  greatest  freedom.  Make  sure  your  dele- 
gate is  at  the  1969  meeting. 

L.  C.  Hess,  M.D.,  Chairman 
Board  of  Trustees 


*This  is  the  third  in  a series  of  articles  written  at  the  request  of  KMA  President  Henry  B. 
Asman,  M.D. 


“Yes.  Patients  respond  well 
to  it,  and  seem  to 
take  it  more  faithfully.” 


Works  well  • Doesn’t  constipate  • Tastes  good  • Economical 

Supplied:  Maalox  Suspension  (12  fl.  oz.) . Also  available:  Maalox  No.  1 Tablets  (0.4  Gm.)  : no  sugar, 
low  sodium  content.  Maalox  No.  2 Tablets  (0.8  Gm.)  : double  strength  for  double  antacid  action. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa.  19034 


THE  NUMBER  ONE  ANTACID 


Maalox 

MAGNESIUM-ALUMINUM  HYDROXIDE 


For  musculo-skeletal  pain, 

tryNorgesicfirst . . . 
8of10patients  probably  won’t 
need  anything  stronger 

Norgesic  offers  predictable  relief  in  approxi- 
mately 80%  of  patients  with  painful  musculo- 
skeletal disorders.  It  provides  both  effective 
analgesia  and  relief  of  associated  muscle 
spasm.  Norgesic  works  quickly,  usually  pro- 
ducing a high  level  of  analgesia  within  two 
hours,  and  relief  is  sustained  for  four  hours  or 
longer. 

For  the  relief  of  acute  mild  to  moderate  pain 
associated  with  musculo-skeletal  disorders, 
try  Norgesic  first. ..eight  of  ten  patients  proba- 
bly won’t  need  anything  stronger. 

Indications:  Symptomatic  relief  of  acute  mild  to  moderate 
pain  of  musculo-skeletal  origin. 

Contraindications:  Due  to  the  mild  anticholinergic  effect 
of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with 
glaucoma,  pyloric  or  duodenal  obstruction,  stenosing  peptic 
ulcers,  prostatic  hypertrophy,  obstructions  at  the  bladder  neck, 
achalasia  (megaesophagus),  myasthenia  gravis  or  in  patients 
known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine.  Do 
not  use  propoxyphene  (Darvon®)  concurrently. 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of 
this  preparation  in  pregnancy,  during  lactation,  or  in  the  child- 
bearing age  has  not  been  established,  use  of  the  drug  in  such 
patients  requires  that  the  potential  benefits  of  the  drug  be 
weighed  against  its  possible  hazard  to  the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug 
in  children  has  not  been  established;  therefore,  the  physician 
must  weigh  the  benefits  against  the  potential  hazards. 

Precautions:  Recent  studies  have  indicated  that  prolonged 
excessive  use  of  phenacetin  may  result  in  nephrotoxicity. 
Caution  should  therefore  be  exercised  when  administering 
Norgesic  to  patients  with  renal  insufficiency.  It  should  also  be 
used  with  caution  in  patients  with  tachycardia. 

Adverse  reactions:  Side  effects  of  Norgesic  are  those  usu- 
ally associated  with  APC  or  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  re- 
tention, dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  in- 
creased intraocular  tension,  weakness,  nausea,  vomiting, 
headache,  dizziness,  constipation,  drowsiness,  and  rarely, 
urticaria  and  other  dermatoses.  Infrequently,  mental  confusion 
in  the  elderly,  mild  central  excitation  and  occasional  halluci- 
nations. These  mild  side  effects  are  usually  eliminated  by  re- 
duction in  dosage.  One  case  of  aplastic  anemia,  with  no 
established  causal  relationship,  has  been  reported. 

Dosage  and  administration:  Adults -1  to  2 tablets  3 to  4 
times  daily. 

For  more  detailed  prescribing  information, 
see  Package  Circular  or  PDR. 

NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg., 
phenacetin.  160  mg.,  caffeine.  30  mg.) 

non-narcotic  analgesic 

Riker  Laboratories,  Northridge,  California  91324 

Div.  Dart  Industries  Inc. 

Sponsors  of  Riker  Service— 

the  complimentary  classified  service  for  physicians. 


Medical  Economics  says: 

GENERAL  LEASING’S  PLAN  IS 

"The  Winning  Way” 

TO  LEASE  A EAR! 


SEE  ARTICLE,  JUNE,  1968  ISSUE, 

BY  CHARLES  WALTER,  MIDWEST  EDITOR 


GENERAL 

LEASING 


is  grateful  for  this  tribute  to  its  “Doctor's 
Lease  Plan.”  Thank  you.  Doctors,  for  your 
participation  in  the  plan  which  is  so  formably 
commented  on  by  Editor  Charles  Walter 
in  “Medical  Economies.” 


LEASE 

LEASE 

Any  Make  or  Model 

Medical  or  Surgical 

NEW  1969  CAR 

EQUIPMENT 

★ Leasing  better  than 
buying 

★ No  capital  investment 

★ Dependable  car  at  all 
times 

★ Certain  tax  advan- 
tages 

★ Call  us  for  particulars 


★ A plan  for  young  doc- 
tors 

★ Medical  and  Surgical 
equipment 

★ Complete  office  fur- 
nishings 

'A  Enlarging  facilities 

At  Call  us  for  full  details 


PHONES:  897-1641-895-2451 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 
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THE  INSURANCE  PAGE 


Runaway  Medical  Costs 


The  medical  profession  is  presently 
undergoing  a damaging  barrage  of 
criticism,  with  almost  daily  headlines  from 
Washington  charging  high  prices  and  fraudu- 
lent practices  against  physicians  providing  care 
to  the  poor  and  elderly  under  the  Medicare 
and  Medicaid  programs.  Government  investi- 
gations have  carefully  teased  the  press  and 
television  with  sample  cases  of  dishonesty 
among  physicians,  dentists,  nursing  homes 
and  hospitals.  On  May  14,  Finance  Commit- 
tee member  John  Williams  (R-Delaware) 
charged  that  “profiteers  have  had  a field  day 
with  the  program  and  their  schemes  for  cheat- 
ing medicare  are  still  coming  to  light.” 
Finance  Committee  chairman  Russell  B.  Long 
(D-Louisiana)  has  also  stirred  interest  in 
Medicare  and  Medicaid  costs  by  charging  on 
the  Senate  floor,  that  the  Mafia  is  behind  a 
multi-million  dollar  fraud  involving  Medicaid 
dental  services  in  one  state. 

Thus,  when  the  hearings  of  the  Senate 
Finance  Committee  finally  roll  around  later 
this  year,  they  seem  destined  to  produce  daily 
headlines.  The  result  could  be  a Congress  and 
a public  outraged  by  apparent  evidence  that 
the  health  professions  are  getting  rich  from 
Medicare  and  Medicaid  while  everyone  else  is 
worrying  about  inflation  and  the  rising  level  of 
government  spending. 

Organized  medicine  would  be  well  advised 
to  take  a serious  view  of  the  political  con- 
sequences of  what  appears  to  the  average 
citizen  to  be  a runaway  situation  in  the  medical 
economy.  There  can  be  no  question  that  pres- 
sure is  building  for  Congress  to  put  some  sort 
of  lid  on  medical  care  costs. 

Judging  by  recent  history  of  congressional 
investigations  of  health  costs  it  appears  that 


further  hearings  will  do  little  more  than  rehash 
old  problems.  The  breadth  and  complexity  of 
the  subject  has  proved  almost  overwhelming  so 
far  for  committee  staffs. 

No  one  doubts  the  sincerity  of  senators  and 
congressmen  who,  like  many  health  leaders, 
want  to  do  something  about  health  care  costs. 
But  if  congressional  experience  of  the  past 
year  proves  anything  it  is  that  these  problems 
of  health  economics  are  not  likely  to  be  re- 
solved under  television  lights  in  a Capitol  Hill 
hearing  room., 

The  health  team  should,  however,  lose  no 
opportunity  to  help  those  who  make  federal 
policies  understand  the  realities  of  our  present 
day  medical  economy  and  the  historical  de- 
velopments that  made  it  what  it  is. 

New  methods  of  organizing  and  delivering 
medical  care  will  not  in  themselves  stabilize 
costs.  But  it  would  seem  sensible  for  the 
Federal  government  to  radically  refashion  the 
Medicare  package  and  to  subject  it  to  the 
same  professionally  devised  control  me- 
chanisms that  Blue  Shield  has  evolved  through 
decades  of  hardnosed  negotiations  with  other 
large  third  party  buyers,  such  as  the  steel,  auto 
and  telephone  industries  and  their  labor  unions. 
In  other  words,  medicine  might  urge,  most 
properly  and  constructively,  that  government 
abandon  the  idea  of  setting  up  parallel,  rival 
programs  of  medical  care  for  the  aged,  the 
indigent,  the  disabled,  etc.,  and  instead  permit 
those  programs  to  be  integrated  into  the  highly 
successful,  professionally  disciplined,  complex 
of  medical  prepayment  and  insurance  mechan- 
isms which  already  serve  some  75  per  cent  of 
the  American  people. 

William  W.  Hall,  M.D. 
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Trichomonads...  Monilia...  Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,1'4  broad-spectrum  antibiotics5'9  and  prolonged  use  of  corticosteroids.7 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9'11 

Comprehensive  — Effective 


The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:7 31,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.!  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L. : Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 

proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37. 358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


AVC 


rDC  A U (aminacrine  hydrochloride  0.2%,  sulfanilamide 
^KCA/V\  15.0%,  allantoin  2.0%) 

Cl  IDD/^CITODIEC  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
OUrrL^Ol  I VJKICO  I 05  Gm.,  allantoin  0.014  Gm.) 


TRADEMARK : AVC 
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in  trauma 

new 

Orenzyme 

Bitabs  One  tablet  q.i.d 

Trypsin:  100,000  N.F  Units,  Chyrnotrypsm:  8,000  N.F.  Units.;  equivalent  in  tryptic  activity  to  40  mg  of  N.F.  trypsin 

DOUBLE  STRENGTH 


Proteolytic  enzyme  therapy 
specifically  indicated 
for  the  rapid  resolution  of 
inflammation  and  edema 
as  adjunctive  therapy 
in  accidental  and 
surgical  trauma. 

1 tablet  q.i.d. 
provides  recommended 
therapeutic  dose  at 
lower  cost. 


Aruuursoosisi 


Description:  ORENZYME  BITABS  offers  the  therapeutic  effects  of 
trypsin  in  an  oral  form  as  adjunctive  therapy  for  the  rapid  reso- 
lution of  inflammation  and  edema.  ORENZYME  BITABS  is  con- 
venient to  use,  promotes  patient  cooperation  and  is  ideally 
suited  for  maintenance  therapy  following  parenteral  trypsin. 
Indications:  When  used  as  adjunctive  therapy  for  the  rapid  res- 
olution of  inflammation  and  edema,  good  results  hove  been 
obtained  in: 

□ Accidental  Trauma 

□ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  should  be  used  as 
indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
patients  with  a known  sensitivity  to  trypsin  or  chymolrypsln. 
Precautions:  It  should  be  used  with  caution  In  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemophilia, 
or  with  severe  hepatic  or  renal  disease.  Safe  use  in  pregnancy 
has  not  been  established. 


Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  manifesta- 
tions (rash,  urticaria,  itching),  gastrointestinal  upset  and  in- 
creased speed  of  dissolution  of  onimal-origin  surgical  sutures 
There  have  been  isolated  reports  of  anaphylactic  shock,  albu- 
minuria and  hematuria.  Increased  tendency  to  bleed  has  also 
been  reported  but,  in  controlled  studies,  it  has  been  seen  with 
equal  incidence  in  placebo-treated  groups.  (See  Precautions.) 
It  is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 

US.  PATENT  NO.  3,004,893  4/69  0-82IA 
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OPTICAL  ILLUSION? 

All  the  long,  diagonal 
lines  are  parallel,  but  the 
cross  lines  distract  the 
eye  and  make  them  ap- 
pear at  angles.  Don’t  suf- 
fer from  the  illusion  that 
all  glasses  are  properly 
crafted.  Rely  on  SOUTH- 
ERN OPTICAL  accuracy. 


charge  accounts 
invited 


Opticd 


SOUTHERN  OPTICAL  BLOG  640  S 4th 
(Midway  between  Broadway  1 Chestnut) 
MEDICAL  ARTS  BLOG  . Eastern  Parkway 
ST  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLOG  . Floyd  l Gray 
CONTACT  LENSES.  640  S 


Louisville 


Bowling  Green 
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Continuing  Educational  Opportunities 

From  The 


KMA  Postgraduate  Medical  Education  Office 


17-22  American  Congress  for  Physical  Medicine  and 
Rehabilitation,  Chicago,  111. 

18  21  American  Hospital  Association  Annual  Meet- 
ing, Chicago,  111. 

24-29  International  Congress  of  Gerontology,  Sher- 
aton-Park  and  Shoreham  Hotels,  Washington, 
D.C. 

SEPTEMBER 

4-6  American  Association  of  Obstetricians  and 

Gynecologists,  Hot  Springs,  Va. 

10-11  Pediatrics  Postgraduate  Conference,  Univer- 

sity of  Iowa,  Iowa  City,  Iowa 

15-16  Congress  on  Occupational  Health,  American 
Medical  Association,  St.  Louis,  Mo. 

19-20  Great  Plains  Regional  Heart  Meeting,  Uni- 
versity of  Iowa,  Iowa  City,  Iowa 


MATERNAL  AND  CHILD  HEALTH 

Postgraduate  programs  in  the  field  of  Maternal 
and  Child  Health  will  be  offered  by  the  Univer- 
sity of  California  School  of  Public  Health  at 
Berkeley  beginning  in  July  and  September,  1970. 
They  are  as  follows: 

“Maternal  and  Child  Health” — nine  months 
“Family  Planning” — nine  months 
“School  Health” — nine  months 
“The  Multiply  Handicapped  and  Mentally 
Retarded  Child” — 21  months 

“Career  Development  Programs” — 36  months 
For  information,  write  to  Helen  M.  Wallace, 
M.D.,  School  of  Public  Health,  University  of 
California,  Berkeley,  California,  94720. 


IN  KENTUCKY 


AUGUST 

24  Symposium  on  the  Common  Fungus  Infec- 
tions for  the  Clinician,  University  of 
Kentucky  College  of  Medicine  and  KAGP, 
Imperial  House,  Lexington 

SEPTEMBER 

23-25  KMA  ANNUAL  MEETING.  Convention 
Center,  Louisville 

OCTOBER 

26-30  Medical  Library  Association,  Brown  Hotel. 
Louisville 

NOVEMBER 

6-7  Third  Annual  Newborn  Symposium,  De- 
partment of  Pediatrics,  University  of  Louis- 
ville School  of  Medicine,  Louisville 

13-14  Recent  Developments  in  the  Surgical  Care  of 
Trauma  Program,  University  of  Kentucky 
Medical  Center,  Lexington 

IN  SURROUNDING  STATES 


ACHROMYCIN  V 

TETRACYCLINE  HC1 


AUGUST 


10-15  American  Congress  of  Rehabilitation  Medicine 
Annual  Session,  Palmer  House,  Chicago,  111. 


August  1969 


The  Journal  of  h 


the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.1 

Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulent 
action  of  simethicone.2 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonfuls 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Danhof,  I.  E.:  Report  on  file.  2.  Hoon,  J.  R.:  Arch.  Surg.  93.467  (Sept.)  1966. 

Mylanta 

#LIQUID/TABLETS 


Stuart 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Division/ATLAS  CHEMICAL  INDUSTRIES,  INC /Pasadena,  Calif  91109 
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at  CONVENTION  TIME 


and  THROUGHOUT  THE  YEA\ 


August  1969  • The  Journal  of  u 


! be  KENTUCKY  HOTEL 


ENTUCKY  MEDICAL  ASSOCLA  TION 


The  Kentucky  Hotel  takes  pride  in  being  chosen  once 
again  to  serve  as  your  HOSPITALITY  HOST  during 
your  Annual  Meeting  September  23-25  in  Louisville. 

Your  CONVENTION  HEADQUARTERS,  situated  in 
the  exciting  atmosphere  of  Downtown  Louisville,  fea- 
tures decorative  surroundings  and  traditionally  fine 
service.  Your  stay  with  us  will  be  a pleasant  and  mem- 
orable experience. 

Whenever  you  give  us  the  privilege  of  serving  you , as 
a group  or  as  individuals,  during  your  Annual  Meeting 
or  throughout  the  year , you  are  always  a welcome  guest 
at  the  KENTUCKY  HOTEL. 
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Welcomes 


Convalescing . . . but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications:  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions:  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient;  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions, 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mal  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition:  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets, 
WYSEALS®  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 

EQUANIL  ra 

(meprobamate) 

Wyeth  Laboratories  Philadelphia,  Pa. 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  4-67.  This  42  year  old  married 
white,  gravida  5.  para  4,  was  pregnant  at 
term.  She  had  had  no  prenatal  care  with 
this  pregnancy.  She  presented  herself  at  a local 
hospital  and  said  she  was  visiting  in  the  state. 

The  patient  stated  she  felt  as  if  she  had 
been  in  labor  for  a week  when  seen  by  the 
nurse  at  10  a.m.  on  May  12,  1967.  The  nurse 
contacted  the  physician  on  call,  who  referred 
her  to  the  chief  of  the  medical  staff  as  this  was 
an  out-cf-state  patient.  The  patient  was  ad- 
vised that  she  should  return  to  her  home  and 
see  her  family  physician  for  attention.  Sub- 
sequently, it  was  learned  that  she  was  a resi- 
dent who  had  actually  delivered  several  chil- 
dren at  the  hospital  in  the  past,  but  because 
of  an  unpaid  bill  stated  that  she  was  from 
elsewhere. 

On  May  13,  1967,  at  6:30  a.m.  an  ambu- 
lance was  called  to  the  patient’s  home.  She 
had  delivered;  the  attendant  did  not  see  any 
bloody  clothing  or  towels.  However,  he  noticed 
blood  dripping  to  the  floor  when  the  patient 
was  transferred  from  her  bed  to  the  ambulance 
cot.  She  appeared  weak,  but  had  no  com- 
plaints. The  ambulance  stopped  at  a local 
restaurant  and  called  three  physicians,  two  of 
whom  were  aware  that  the  patient  was  at  the 
hospital  the  previous  day.  The  patient  re- 
quested a glass  of  water  at  the  restaurant. 

Enroute  to  the  hospital  the  patient  began 
screaming  and  appeared  in  considerable  pain, 


then  ceased  all  sounds  and  movement  accord- 
ing to  the  driver  and  her  son  who  was  with 
them.  She  was  dead  on  arrival  at  the  hospital. 

An  autopsy  limited  to  the  trunk  and  head 
was  performed.  The  positive  findings  were:  1) 
right  lower  lobe  of  lung  contained  three  in- 
farcts and  the  left  lower  lung  one  infarct. 
These  were  secondary  to  pulmonary  emboli- 
zation, 2)  fatty  infiltration  of  the  liver,  3) 
chronic  thyroiditis,  4)  uterus  with  a retained 
placenta.  The  comments  of  the  summary  are 
quoted  because  of  their  interest. 

This  is  the  case  of  a post  partum  death  compli- 
cated by  liver  and  thyroid  disease  with  the  termi- 
nal episode  coming  acutely  by  pulmonary  em- 
bolization. The  mechanisms  of  death  are  very 
complicated,  and  should  be  classified  under 
eclampsia  and  its  complications.  The  fatty 
infiltration  of  the  liver,  which  had  been  present 
for  months,  indicated  the  patient  did  not  receive 
adequate  nutritional  elements  during  her  preg- 
nancy. The  pulmonary  embolism  was  the  cause 
of  death. 

Comments 

The  Committee  classified  this  case  as  a di- 
rect obstetrical  death  with  preventable  factors 
on  the  part  of  the  patient  and  the  local  medi- 
cal community  for  not  admitting  her.  The 
Committee  considered  the  cause  of  death 
most  likely  hemorrhage  due  to  the  retained 
placenta  in  spite  of  the  autopsy  findings  in  this 
patient.  A retained  placenta  could  well  account 
for  excessive  blood  loss  resulting  in  shock  and 
death. 
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WHAT'S  NEW 


Medical  Progress 


Surgical  Transplantation 

Allan  M.  Lansing,  M.D.,  Ph.D.,  F.R.C.S.  (C)* 


Transplantation  of  vital  organs  has  become  a 
common  procedure  in  centers  where  skilled 
personnel  are  available  in  the  fields  of  medi- 
cine, surgery  and  immunology.  The  state  of  the  art 
has  reached  a high  level  in  the  case  of  kidney 
transplants,  so  that  this  is  now  an  established  form 
of  treatment  for  end-stage  renal  failure.  In  the 
case  of  other  organs  that  require  a blood  supply 
for  survival  and  function,  however,  transplantation 
continues  to  be  an  experimental  procedure.  The 
enormous  advances  in  the  field  of  immunology  that 
have  been  stimulated  by  the  experience  in  clinical 
transplantation  would  in  themselves  form  the  basis 
for  a complete  review,  so  our  attention  will  have  to 
be  concentrated  primarily  on  the  surgical  problems. 
These  include  the  selection  of  recipients  and  donors, 
preservation  of  organ  viability  during  the  transplant, 
the  available  methods  of  preventing  and  treating  the 
rejection  process,  and  an  overall  view  of  the  results 
that  have  been  achieved. 

Since  organ  transplantation  is  a palliative  rather 
than  a curative  procedure,  certain  factors  must  be 
considered  in  selecting  the  recipient.  First,  he  must 
have  end-stage  irreversible  disease  involving  one 
vital  organ  system  and  he  must  have  a short  life 
expectancy.  Next,  there  must  be  no  other  form  of 
medical  treatment  available  or  suitable  for  the 
individual.  Thirdly,  the  patient  should  have  no  other 
serious  contraindication  such  as  infection,  carcinoma, 
or  even  moderately  severe  diabetes,  each  of  which 
would  be  made  worse  by  the  drugs  employed  to 
suppress  rejection.  Finally,  the  patient  should  have 
a strong  personality  with  great  determination  to  live 
and  complete  faith  in  his  physicians  so  that  he  will 
be  entirely  cooperative  in  the  strict  regimen  required 
in  the  post-transplant  period.  Ideally,  the  patient 
should  also  be  in  the  younger  age  group  although 
successful  transplants  have  been  performed  in  patients 
over  50.  In  the  case  of  kidney  transplants,  an  alterna- 
tive treatment  is  chronic  dialysis,  but  the  patient 
may  be  unsuited  for  this  because  of  geographical, 
financial,  psychological  or  physical  reasons.  Selection 


* Professor  of  surgery  and  chief  of  cardiovascular 
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of  a patient  for  transplant  of  any  other  organ  is  only 
acceptable  if  all  other  forms  of  medical  and  surgical 
treatment  have  been  exhausted  and  the  prognosis 
without  treatment  is  quite  evident  to  the  patient  and 
all  the  physicians  involved.  Needless  to  say,  this 
is  a very  difficult  decision  since  long-term  successes 
are  extremely  rare  with  transplants  of  heart,  liver, 
lung  or  pancreas. 

Despite  these  facts,  the  major  problem  today  is  not 
the  selection  of  recipients  but  rather  the  unavailability 
of  donors.  The  donor  must  be  an  individual  in  the 
younger  age  group  who  is  free  of  infection  or 
carcinoma.  Since  the  organ  to  be  transplanted  rapidly 
deteriorates  after  the  donor's  death,  trarsplantation  is 
greatly  facilitated  if  death  occurs  in  the  institution 
in  which  the  operation  is  to  be  performed.  If  the 
organ  is  one  whose  function  cannot  be  taken  over 
by  mechanical  means  in  the  postoperative  period, 
such  as  the  heart  or  liver,  it  is  even  more  essential 
that  a well-functioning  organ  be  transplanted,  or 
death  of  the  recipient  will  occur  shortly  after  opera- 
tion. The  moral,  ethical  and  legal  problems  generated 
by  this  conflict  have  put  great  strains  on  the  teams 
undertaking  transplantation.  They  can  only  be  re- 
solved by  the  continued  support  of  physicians 
practicing  in  the  area  and  by  the  education  of  the 
public,  so  that  relatives  of  an  individual  dying  of 
irreversible  brain  damage  will  request  that  a trans- 
plant be  considered.  As  a result  of  the  publicity 
restdting  from  transplantation  of  donors  over  long 
distances  and  the  circus-like  atmosphere  associated 
with  multiple  organ  transplants,  we  may  be  threatened 
by  a psychological  “rejection"  of  the  procedure  by 
the  public  that  could  be  as  serious  as  the  ever-present 
biological  rejection  of  the  transplant. 

The  problems  involved  in  carrying  out  cadaver 
organ  transplants  on  an  unscheduled  emergency  basis 
have  led  to  a search  for  methods  of  preserving  organ 
function  after  removal  from  the  cadaver.  Thus,  if 
the  transplant  can  only  be  done  on  an  emergency 
basis,  the  surgical  team  may  not  only  be  tired  from  a 
heavy  elective  schedule,  but  there  will  be  little  oppor- 
tunity to  match  the  donor  and  recipient  tissues.  At 
present,  the  usual  method  employed  to  preserve  an 
organ  is  to  cool  it  so  that  further  deterioration  of 
cellular  function  is  delayed  for  five  to  six  hours, 
but  even  this  period  is  far  from  ideal.  The  addition 
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of  hyperbaric  oxygenation  may  add  a few  hours 
more,  particularly  in  the  case  of  kidney  transplants, 
but  after  24  hours  there  is  marked  loss  of  function 
that  makes  this  technique  unsuitable  for  heart  trans- 
plants. Perfusion  systems  to  maintain  the  nutrition 
and  viability  of  the  organ  are  being  developed.  At 
present,  the  best  types  include  pulsatile  flow  of  a 
solution  that  does  not  contain  blood  since  the 
platelets,  cellular  elements,  and  denatured  proteins 
gradually  occlude  the  small  vessels  of  the  graft  and 
lead  to  increasing  edema  and  loss  of  organ  function 
within  a few  hours.  Metabolic  inhibitors  have  also 
been  employed  in  the  perfusate  to  inactivate  the 
enzymes  that  cause  destruction  of  cell  membranes  and 
intracellular  structures,  but  this  too  is  still  in  a 
very  early  stage  of  development.  Despite  the  success 
that  has  been  achieved  by  our  present  inadequate 
methods,  the  future  widespread  application  of  organ 
transplantation  will  depend  to  a great  extent  upon 
the  development  of  satisfactory  methods  for  organ 
preservation  that  will  permit  a less  hectic  approach 
to  the  operation. 

Since  rejection  of  the  transplanted  organ  always 
occurs  except  in  the  case  of  identical  twins,  one 
method  to  lessen  the  severity  of  the  rejection  is  to 
match  the  tissues  of  the  donor  and  recipient  as 
closely  as  possible.  The  best  choice  is  usually  a close 
relative  of  the  same  blood  type,  since  if  one  crosses 
major  blood  group  barriers  in  organ  transplantation 
the  rejection  process  is  more  severe.  Another  ap- 
proach is  to  type  the  leucocytes  of  the  donor  and 
the  recipient  by  comparing  their  reactions  to  a panel 
of  antisera  obtained  from  other  individuals.  Pre- 
sumably, the  more  similar  the  leucocytes  of  the  two 
individuals,  the  less  the  chance  of  a severe  rejection, 
although  this  has  not  yet  been  definitely  established. 
Mixed  lymphocyte  culture  to  determine  the  severity 
of  the  reaction  of  the  donor  and  recipient  lymphocytes 
to  each  other  has  also  been  employed  on  the  assump- 
tion that  the  reaction  will  be  more  violent  as  the 
difference  between  the  individuals  increases.  However, 
the  results  of  this  test  are  also  somewhat  variable, 
and  completion  of  the  test  requires  five  to  seven 
days,  which  prohibits  its  use  in  cadaver  donors. 

Since  perfect  tissue  matching  is  unlikely  to  be 
achieved  in  the  near  future,  and  the  ideal  method 
of  producing  immunological  tolerance  whereby  the 
body  accepts  the  foreign  graft  has  not  yet  been  accom- 
plished, present  methods  for  support  of  the  graft 
depend  upon  immunosuppression.  The  use  of  large 
doses  of  steroids  is  one  of  the  basic  tools,  presumably 
because  of  their  effect  in  producing  lymphocyte 
depletion,  their  anti-inflammatory  action  that  inter- 
feres with  tissue  destruction  resulting  from  antigen- 
antibody  interaction,  and  perhaps  their  suppression 
of  antibody  formation.  Azathioprine  is  another  cor- 
nerstone of  therapy  through  interference  with  nucleic 
acid  synthesis  and  prevention  of  mobilization  of  the 
lymphoid  tissues.  Antilymphocytic  globulin  (ALG) 
is  a biological  immunosuppressant  derived  from  horse 
antiserum  prepared  by  injecting  human  lymphocytes 
into  the  animal.  This  compound  plays  a supplementary 
role  by  allowing  reduction  of  the  dose  of  steroid 
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and  azathioprine.  acting  perhaps  by  lymphocyte  deple- 
tion, by  "blindfolding”  the  antigen  detector  sites  on 
the  lymphocytes,  or  by  sterile  activation  of  the 
lymphocytes  to  produce  a nonspecific  response  to 
ALG  that  prevents  the  specific  cellular  phase  of 
rejection.  However,  neither  steroids,  azathioprine, 
nor  ALG  has  any  effect  against  the  hyperacute  or 
the  chronic  forms  of  graft  rejection  that  are  caused 
by  antibody  formation,  and  each  of  them  has  serious 
side  effects:  the  steroids  may  produce  gastrointestinal 
ulceration,  psychosis,  diabetes,  and  osteoporosis; 
azathioprine  depresses  the  bone  marrow  and  may 
cause  gastrointestinal  ulceration;  and  ALG  can  cause 
serum  sickness,  nephritis,  and  hepatotoxicity.  Radia- 
tion is  also  used  for  immunosuppression  in  the  form 
of  local  radiation  of  the  graft  to  destroy  the  sensitive 
proliferating  lymphocytes  that  are  attacking  the 
transplant  and  occasionally  as  extracorporeal  radia- 
tion of  blood  as  it  circulates  through  an  external 
arteriovenous  shunt  to  produce  a generalized  deple- 
tion of  the  white  blood  cells.  Lymphocyte  depletion 
can  also  be  produced  by  creation  of  a thoracic  duct 
fistula  and  re-infusion  of  the  fluid  after  removal 
of  the  lymphocytes,  but  this  is  a cumbersome  method 
that  can  be  used  for  a short  term  only. 

Despite  all  these  problems,  the  results  of  kidney 
transplantation  are  now  so  satisfactory  that  it  has 
taken  its  place  as  an  acceptable  and  approved  method 
of  treatment  of  irreversible  end-stage  renal  failure. 
If  the  graft  comes  from  a related  living  donor,  the 
success  rate  may  be  from  75-90  percent  for  one 
year  and  with  a cadaver  graft  from  an  unrelated 
individual,  40-50  percent.  This  has  led  to  enthusiasm 
for  cadaver  transplants  of  other  vital  organs,  but 
unfortunately  the  success  rate  here  is  not  as  great, 
both  because  of  the  shorter  period  of  experience 
and  because  of  the  absence  of  mechanical  support 
devices  to  assist  the  function  of  the  transplanted 
organ  during  periods  of  poor  function  or  rejection. 
Thus,  survival  of  a heart  or  liver  transplant  patient 
for  one  year  is  still  rare  and  lung  transplant  recipients 
have  not  survived  even  a few  months.  Endocrine 
transplants  have  not  been  widely  tried  because  of 
the  availability  of  substitution  therapy,  and  trans- 
plantation of  the  bone  marrow  is  hampered  by  the 
fact  that  the  “organ"  being  transplanted  is  itself 
the  source  of  the  cells  involved  in  the  rejection 
process  and  hence  a graft  versus  host  rejection  takes 
place. 

The  future  of  organ  transplantation  appears  bright 
despite  the  present  embryonic  state  of  the  art,  and 
the  enterprise  offers  great  rewards  in  the  knowledge 
to  be  gained  in  the  field  of  immunological  disorders 
including  our  understanding  of  the  growth  and 
spread  of  cancer.  To  achieve  widespread  success 
we  need  methods  for  storage  and  preservation  of 
the  organs  that  permit  time  for  adequate  tissue 
typing,  computer  matching  of  donor  organs  and 
possible  recipients,  and  transfer  of  the  stored  organ 
to  the  best  possible  recipient  who  may  live  some 
distance  away.  These  factors  combined  with  more 
selective  immunosuppression  or  the  production  of 
immunological  tolerance  will  make  organ  trans- 
plantation a common  practice  in  the  near  future, 
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etin,  and  32.4  mg.  caffeine. 


564 


August  1969  * The  Journal 


Dk,  JOURNAL  of  iL 

.Kentucky  M edical  A ssociatio  ji 

Issued  Monthly  Under  The  Direction  Of  The  Board  Of  Trustees 


VOLUME  67 


AUGUST,  1969 


No.  8 


Cancer  Chemotherapy 

A Practical  Approach  for  the  Practicing  Physician 

J.  W.  Yarrro,  M.D..  Ph.D.* 

Lexington , Kentucky 


Cancer  Chemotherapy,  when  properly 
used,  offers  the  physician  an  opportunity 
to  give  months  and  even  years  of  added 
useful  life  to  the  patient  with  selected 
advanced  neoplastic  disease. 

IN  RECENT  years  the  rapid  progress  in  early 
diagnosis,  surgical  excision  and  radiation 
therapy  of  malignant  disease  have  com- 
bined to  markedly  improve  the  prospects  for 
cure  or  long-term  survival  of  patients  with 
many  types  of  malignant  processes.  There 
remain,  however,  a large  number  of  malig- 
nancies in  which  attempts  at  early  diagnosis 
have  proved  fruitless,  radiation  therapy  in- 
effectual, and  complete  surgical  excision  im- 
possible. It  is  clear  that  ultimately  the  man- 
agement of  advanced  neoplastic  disease  must 
involve  some  form  of  systemic  therapy  — 
chemotherapeutic,  immunological  or  both.  The 
recent  reports  of  cure  of  African  lymphoma 
by  cyclophosphamide  and  of  choriocarcinoma 
in  the  female  by  methotrexate  have  clearly 
demonstrated  that  eradication  of  advanced  neo- 
plasia is  sometimes  possible  by  the  use  of  drugs 
alone.  The  validity  of  the  concept  of  “total 
tumor  cell  kill'’  by  drugs  alone  has  been  dem- 
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onstrated  in  the  experimental  animal.  Combi- 
nations of  agents  have  been  shown  to  produce 
increased  anti-tumor  effect  without  an  increase 
in  drug  toxicity  beyond  tolerable  levels.  The 
application  of  these  principles  to  the  therapy 
of  acute  leukemia  in  childhood  has  been  re- 
warded by  a dramatic  increase  in  the  number 
of  complete  remissions  and  the  duration  of  sur- 
vival. Continued  development  of  new  drugs 
and  new  approaches  to  chemotherapy  have  en- 
couraged many  to  expect  that  an  increasing 
number  of  malignancies  will  be  treatable  by 
drug  therapy  in  the  near  future.  However,  care 
should  be  taken  not  to  minimize  the  toxicity 
of  these  drugs,  the  relatively  few  types  of  tu- 
mors which  now  respond  to  chemotherapy,  and 
the  relatively  low  response  rates  observed.  Ex- 
cept for  a few  well  studied  drugs  and  cancers, 
chemotherapy  must  be  considered  an  investi- 
gative procedure  undertaken  only  after  the 
most  careful  discussion  with  each  patient  of 
the  potential  detriment  and  benefit  of  therapy. 

The  essentials  of  effective  cancer  chemo- 
therapy may  be  summarized  as  follows: 

1 . Selection  of  an  agent  reported  to  be  ef- 
fective and  with  which  the  therapist  is  familiar. 

2.  Use  of  this  agent  in  an  adequate  dosage 
regimen  with  treatment  to  the  point  of  early 
toxicity. 

3.  Careful  measurement  of  the  tumor  size 
before  and  after  an  adequate  course  of  therapy. 
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4.  Continued  therapy  only  if  the  tumor 
shows  an  objective  regression. 

The  two  most  common  errors  in  cancer 
chemotherapy  are  the  failure  to  measure  the 
tumor  size  before  therapy  and  the  failure  to 
give  an  adequate  dose  because  of  a fear  of 
drug  toxicity.  Both  of  these  errors  result  in 
long-term,  low-dose,  ineffective  ‘‘palliative 
chemotherapy”  which  is  neither  palliative  nor 
chemotherapeutic.  It  is  clear  that  the  applica- 
tion of  the  principles  stated  above  will  result 
in  a replacement  of  the  commonly  used  low- 
dose.  long-term  chemotherapy  with  a more 
intensive  chemotherapeutic  attack  on  each 
patient’s  neoplasm  for  a short  period  of  time, 
and  the  use  of  drugs  over  a prolonged  period 
only  when  a therapeutic  trial  had  indicated 
clearly  that  the  patient  has  benefitted  from 
therapy.  The  concept  that  each  patient  should 
have  an  individual  therapeutic  trial  is  a logical 
consequence  of  the  fact  that  regression  rates 
for  most  tumors  are  so  low  that  failure  to  re- 
spond is  more  common  than  tumor  regression. 
Therefore,  therapy  given  without  some  objec- 
tive criterion  of  benefit  is  more  likely  to  be 
harmful  than  helpful. 

At  this  point  it  is  necessary  to  emphasize 
that  most  cancer  patients  who  receive  chemo- 
therapy under  ideal  circumstances  will  note 
marked  subjective  improvement.  This  is  less 
the  result  of  the  chemotherapy  than  of  the  en- 
thusiasm of  the  chemotherapist.  Unfortunately 
a deep  pessimism  with  regard  to  the  therapy 
of  advanced  cancer  pervades  the  medical  pro- 
fession. This  pessimism  is  invariably  conveyed 
to  the  patient  and  often  results  in  a feeling  of 
abandonment  and  considerable  hostility  to- 
wards physicians.  Such  hostility  is  familiar  to 
those  experienced  in  the  management  of  ter- 
minal cancer  and  is  often  manifested  by  an  in- 
ordinate preoccupation  with  numerous  minor 
manifestations  which  the  patient  repeatedly 
demands  that  the  physician  control.  The  pa- 
tient directs  the  physician  through  an  unending 
sequence  of  minor  symptom  management  rang- 
ing from  bowels  to  bladder  to  pain  to  diet  to 
vomiting  and  back  to  bowels  again  in  such 
fashion  that  the  novice  physician  is  often  made 
to  feel  quite  guilty  about  his  inability  to  con- 
trol minor  symptomatology.  It  is  almost  as 
though  the  patient,  recognizing  the  injustice 
of  condemning  his  physician's  inability  to  cure 


cancer,  is  nonetheless  subconsciously  deter- 
mined to  make  his  physician  feel  guilty  about 
his  management  of  the  case.  When  a patient 
with  feelings  of  abandonment  and  resentment 
is  confronted  by  a chemotherapist  willing  to 
attempt  control  of  his  cancer,  an  unwarranted 
sense  of  optimism  often  results  in  definite 
feelings  of  subjective  improvement  following 
chemotherapy.  The  use  of  such  subjective  mani- 
festations of  improvement  as  an  indication  for 
continued  chemotherapy  is  to  be  guarded 
against.  Such  therapy  may  serve  only  to  depress 
a needed  immune  mechanism  without  anti- 
tumor effect  and  may  deprive  the  patient  of  an 
effective  chemotherapeutic  agent  which  might 
be  discovered  if  subsequent  chemotherapeutic 
trials  with  other  drugs  are  used. 

The  non-investigative  drugs  presently  avail- 
able and  useful  in  the  management  of  neo- 
plastic disease  may  be  classified  as  follows: 

A.  Hormones 

1.  Diethylstilbestrol:  5mg  tablets;  usual 
dose  5mg  tid;  side  effects  are  nausea, 
vomiting,  uterine  bleeding,  and  fluid 
retention. 

2.  Testosterone  enanthate:  (Delatestryl) 
200mg/cc  for  I.M.  injection;  usual 
dose  200mg  3 times  per  week;  side 
effects  are  masculinization  and  fluid 
retention. 

3.  Hydroxyprogesterone  caproate  (Dela- 
tutin):  250mg/cc  for  I.M.  injection; 
usual  dose  500mg  3 times  per  week; 
side  effects  are  minimal. 

4.  Prednisone:  5mg  tablets;  usual  dose 
50-200mg/day;  side  effects  are  fluid 
retention,  hypertension,  diabetes,  pep- 
tic ulcer,  and  psychosis. 

B.  Alkylating  Agents 

1.  Mechlorethamine  (Mustargen):  lOmg 
ampules  for  I.V.  use  only;  usual  dose 
0.4mg/kg  in  a single  dose  repeated  as 
necessary  at  4-6  week  intervals;  side 
effects  are  nausea  and  vomiting  (early) 
and  later  bone  marrow  depression. 

2.  Chlorambucil  (Leukeran):  2mg  tablets; 
usual  dose  6-12mg/day;  the  major 
side  effect  is  bone  marrow  depression. 

3.  Melphalan  (Alkeran):  2mg  tablets; 

usual  dose  4-6mg/day;  the  major  side 
effect  is  bone  marrow  depression. 
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4.  Triethylenethiophosphoramide  (Thio- 
TEPA):  lOmg  ampules  for  I.V.  or  l.M. 
injection;  usual  dose  15mg  daily  x 5 or 

3 times  per  week  to  toxicity;  mainte- 
nance dose  5-1 5 mg  weekly;  the  major 
side  effect  is  bone  marrow  depression. 

5.  Busulfan  (Myleran):  2mg  tablets; 

usual  dose  4-12mg/day;  the  major 
side  effect  is  bone  marrow  depression. 

6.  Cyclophosphamide  (Cytoxan):  500mg 
ampules  for  I.V.  injection,  usual  dose 
15mg/kg;  50mg  tablets,  usual  dose 
100-200mg/day;  side  effects  are  bone 
marrow  depression,  hemorrhagic  cys- 
titis, and  alopecia. 

C.  Antimetabolites 

1.  Methotrexate:  2.5mg  tablets,  usual 

dose  2.5-5mg/day;  25mg  ampules  for 

I.V.  injection,  usual  dose  25mg  every 
4-7  days;  side  effects  are  oral  ulcera- 
tion and  bone  marrow  depression. 

2.  6-Mercaptopurine  (Purinethol):  50mg 
tablets;  usual  dose  100-200mg/day; 
side  effects  are  bone  marrow  depres- 
sion and  jaundice  due  to  bile  stasis. 

3.  5-Fluorouracil:  50()mg  ampules  for 

I.V.  use;  usual  dose  12mg/kg/day  for 

4 or  5 days  followed  by  6mg/kg/day 
every  other  day  for  5 to  7 doses  or 
until  patient  develops  burning  of  lips 
or  diarrhea;  maintenance  dose  12mg/ 
kg  every  1-2  weeks;  the  major  side 
effect  is  bone  marrow  depression. 

4.  Hydroxyurea  (Hydrea):  500mg  cap- 
sules; usual  dose  20-40mg/kg  per  day; 
the  major  side  effect  is  bone  marrow 
depression. 

D.  Miscellaneous  Agents 

1.  Actinomycin  D (Dactinomycin):  0.5 
mg  ampules  for  I.V.  use;  usual  dose 
.01 5 mg/kg  per  day  for  5 days;  the 
major  side  effect  is  bone  marrow  de- 
pression. 

2.  Vinblastine  (Velban):  lOmg  ampules 
for  I.V.  use;  usual  dose  0.1-0.2mg/kg 
every  1-2  weeks;  side  effects  are  alo- 
pecia, areflexia,  and  bone  marrow  de- 
pression. 

3.  Vincristine  (Oncovin):  lmg  ampules 
for  I.V.  use;  usual  dose  .0 1 5-.05mg/kg 
every  1-2  weeks;  side  effects  are  peri- 
pheral neuropathy  and  cerebellar  dys- 
function. 


If  a therapeutic  trial  results  in  an  objective 
regression  of  the  tumor,  then  continued  drug 
therapy  is  in  order.  Maintenance  therapy  is 
designed  to  prevent  regrowth  of  tumor  tissue 
at  the  least  cost  to  the  patient  in  drug  toxicity. 
For  optimal  anti-tumor  effect  the  maximum 
tolerated  dose  of  drug  should  be  used.  For 
those  drugs  which  primarily  depress  the  bone 
marrow  (alkylating  agents,  antimetabolites,  and 
vinblastine)  ordinarily  the  dose  and  treatment 
interval  is  adjusted  to  maintain  the  WBC  in 
the  range  of  3500  ± 500.  This  dose  is  reason- 
ably safe  and  insures  an  anti-tumor  activity 
against  sensitive  tumors.  At  such  time  as  re- 
growth of  tumor  is  observed  one  may  immedi- 
ately shift  to  therapy  with  an  alternate  agent. 
Unless  a maintenance  dose  adequate  to  depress 
the  WBC  is  used,  one  is  often  confused  at  the 
time  of  tumor  regrowth  by  the  possibility  that 
the  maintenance  dose  has  been  inadequate  and 
time  may  be  wasted  in  an  effort  to  control  a 
resistant  tumor  by  raising  the  dose  of  drug; 
failure  to  make  such  an  effort  might  result  in 
premature  termination  of  therapy  with  an 
effective  agent. 

Neoplasms  responsive  to  chemotherapy  and 
the  agents  of  choice  may  be  classified  as  fol- 
lows: 

A.  Neoplasms  in  which  chemotherapy  may 
result  in  a cure. 

1.  Choriocarcinoma  in  females  treated 
with  methotrexate  may  be  cured  in  up 
to  80%  of  the  cases.  The  drug  of 
second  choice  is  actinomycin  D. 

2.  African  lymphoma  of  Burkitt  treated 
with  cyclophosphamide  may  be  cured 
in  20-25%  of  the  cases. 

3.  Wilm's  tumor  of  childhood  treated 
with  actinomycin  D in  combination 
with  surgery  and  radiation  may  be 
cured  in  an  as  yet  undetermined  per- 
cent of  cases,  possibly  as  high  as  80% 
in  comparison  to  a lower  percent  cured 
by  surgery  and  radiation  alone. 

B.  Neoplasms  in  which  tumor  regression 
may  be  expected  in  over  75  percent  of 
treated  cases. 

1.  Acute  leukemia  of  childhood:  Combi- 
nation therapy  is  preferred  here,  for 
example  with  vincristine  + 6-mercap- 
topurine  methotrexate  -)-  predni- 
sone. 
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2.  Hodgkins  disease:  A combination  of 
vincristine  -f-  cytoxan  -f-  prednisone 
should  produce  a remission  in  over 
90%  of  cases;  mechlorethamine,  cy- 
clophosphamide, or  vinblastine  used 
alone  should  give  about  65%  remis- 
sions. 

3.  Lymphosarcoma:  Treatment  similar  to 
that  used  for  Hodgkins  disease. 

4.  Chronic  myelogenous  leukemia:  Bu- 
sulfan  or  hydroxyurea  should  give 
good  control  of  most  patients  until 
blastic  crisis  ensues. 

5.  Chronic  lymphatic  leukemia:  Chloram- 
bucil is  the  drug  of  choice. 

6.  Carcinoma  of  the  prostrate:  Stilbestrol 
is  the  drug  of  choice. 

C.  Neoplasms  in  which  tumor  regression 
may  be  expected  in  50-75  percent  of 
treated  cases. 

1.  Reticulum  cell  sarcoma:  Therapy  as 
in  Hodgkin's  disease  or  the  use  of  vin- 
cristine alone. 

D.  Neoplasms  in  which  tumor  regression 
may  be  expected  in  25-50  percent  of 
treated  cases. 

1.  Carcinoma  of  the  breast:  Post-meno- 
pausal patients  should  receive  stilbes- 
trol initially.  When  tumor  is  no  longer 
hormone  responsive  the  chemothera- 
peutic agents  of  choice  are  5-fluorour- 
acil  or  cyclophosphamide. 

2.  Carcinoma  of  the  colon:  5-fluorouracil 
is  the  drug  of  choice  and  cyclophos- 
phamide is  the  drug  of  second  choice. 

3.  Carcinoma  of  the  ovary:  Thio-TEPA 
is  the  drug  of  choice  and  chlorambucil 
is  the  drug  of  second  choice. 

4.  Carcinoma  of  the  endometrium:  Hy- 
droxyprogesterone  is  the  drug  of 
choice. 

5.  Embryonal  cell  carcinoma  of  the  testis: 
The  usual  therapy  is  actinomycin  D -(- 
chlorambucil  + methotrexate  given  in 
combination.  An  experimental  drug, 
mithramycin,  may  be  superior. 

6.  Acute  myelogenous  leukemia:  Combi- 
nation chemotherapy  as  for  childhood 
leukemia  is  usually  recommended.  An 
experimental  drug,  daunomycin,  may 
be  superior. 


E.  Neoplasms  in  which  tumor  regression 

may  be  expected  in  10-25  percent  of 

treated  cases. 

1.  Multiple  myeloma:  Melphalan  or  cy- 
clophosphamide are  the  drugs  of 
choice. 

2.  Carcinoma  of  the  lung  (bronchogenic): 
Cyclophosphamide  in  very  high  dosage 
intravenously  followed  by  methotrex- 
ate intravenously  after  recovery  from 
the  toxic  effects  of  cyclophosphamide 
may  produce  significant  regression  of 
tumor. 

3.  Neuroblastoma:  Cyclophosphamide  or 
vincristine. 

4.  Renal  cell  carcinoma:  Hydroxyurea. 

F.  Neoplasms  in  which  tumor  regression 

occurs  in  less  than  10  percent  of  treated 

cases. 

1.  Squamous  cell  carcinoma  of  the  head 
and  neck. 

2.  Carcinoma  of  the  liver,  gall  bladder, 
and  bile  ducts. 

3.  Carcinoma  of  the  stomach  and  esopha- 
gus. 

4.  Carcinoma  of  the  pancreas. 

5.  Carcinoma  of  the  cervix. 

6.  Malignant  melanoma. 

7.  Sarcoma  of  bone  and  soft  tissue. 

A common  and  often  troublesome  problem 
is  the  patient  who  has  recently  been  operated 
for  malignancy  and  in  whom  it  has  been 
necessary  for  the  surgeon  to  incompletely 
remove  the  tumor,  yet  who  has  no  clinically 
measurable  tumor  tissue.  With  the  exception 
of  groups  A,  B,  and  C listed  above  one 
should  not  undertake  chemotherapy  in  such 
patients.  The  probability  of  response  is  too 
low  to  make  such  therapy  worthwhile.  An 
even  more  troublesome  problem  is  that  of 
adjuvant  chemotherapy  post-operatively  in 
patients  in  whom  a cancer  operation  has  ap- 
parently removed  all  of  the  tumor.  Careful 
studies  to  date  have  not  demonstrated  this  ap- 
proach to  be  of  value.  Such  therapy  should 
not  be  thought  of  as  harmless;  under  certain 
experimental  circumstances  in  animals,  meta- 
static seeding  of  circulating  tumor  cells  takes 
place  only  after  injury  to  the  animal  by  the 
use  of  anti-tumor  drugs. 
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Case  Report: 

A Familial  Microepidemic  of  Histoplasmosis 

Kenneth  S.  Welsh,  M.D.*  Ibrahim  Ildirim,  M.D.** 
and  Michael  L.  Furcolow,  M.D.*** 

Lexington,  Kentucky 


Eight  cases  of  histoplasmosis  occurred  in 
a family  in  western  Kentucky.  The  cases 
came  to  medical  attention  two  months 
after  the  family  moved  into  a rural  home- 
stead. 

Throughout  the  past  few  years  a series  of 
epidemics  of  histaplosmosis  among  vari- 
ous groups  have  been  reported  by  such 
authors  as  Loosli1,  Grayston  and  Furcolow2, 
and  Lehan  and  Furcolow3.  In  general,  the  epi- 
demics reported  have  involved  diverse  groups 
such  as  Boy  Scouts,  farm  workers,  occa- 
sionally families,  and  have  generally  been  re- 
lated to  association  of  the  individuals  involved 
with  contact  with  soil  mixed  with  bird  excreta. 
A detailed  family  study  by  Bertan  et  al4  has 
shown  the  need  for  a closer  look  at  families  in 
cases  of  suspected  or  proven  histoplasmosis  as 
a means  for  shedding  more  light  on  the  epi- 
demiology of  histoplasmosis. 

In  November,  1967,  the  Department  of 
Community  Medicine  was  notified  by  the 
Hazelwood  Sanitarium  at  Louisville,  Kentucky 
of  the  admission  of  two  children  from  the 
same  family  to  the  sanitarium  with  acute 
pulmonary  histoplasmosis  and  suggested  that 
the  family  might  well  warrant  further  investi- 
gation. 


*Chief  resident  (deceased) , department  of  commun- 
ity medicine,  University  of  Kentucky  Medical  Center, 
Lexington 

**  Fellow,  department  of  community  medicine 

***Professor  and  acting  chairman,  department  of 
community  medicine 


The  purpose  of  this  paper  is  to  present  the 
results  of  the  investigation  of  a microepidemic 
of  histoplasmosis  occurring  in  a rural  Kentucky 
family  living  in  the  Ohio  River  Valley. 

Family  History 

The  family,  consisting  of  father,  mother,  and 
seven  siblings,  were  living  in  a dilapidated 
four-room  dwelling  in  a remote  location  on  a 
bluff  overlooking  the  Ohio  River  near  Mooley- 
ville,  Breckinridge  County,  Kentucky.  The 
family  had  moved  to  this  dwelling  in  March, 
1967,  from  another  rural  tenant  farm  located 
in  Breckinridge  County.  Prior  to  March  the 
dwelling  had  been  used  as  a farm  animal  shel- 
ter and  chicken  coop  for  several  months.  The 
H.  family  cleared  out  the  animal  detritus  in- 
cluding chicken  manure  and  made  the  dwelling 
somewhat  more  habitable.  Water  was  obtained 
from  a cistern.  There  were  no  toilet  facilities. 
The  only  heat  in  the  house  was  from  a wood 
and  coal  burning  stove  in  the  living  room.  The 
cash  income  of  the  family  was  extremely  lim- 
ited, amounting  to  somewhat  less  than  $100 
during  1966.  Much  of  the  food  consumed  by 
the  family  was  home  grown  with  supplementa- 
tion through  the  commodities  distribution  pro- 
gram. The  three  school  age  children  received 
hot  meals  at  school.  Medical  care  only  for 
emergency  situations  was  available.  Dental 
care  was  virtually  non-existent. 

In  April,  1967,  one  month  after  moving  to 
the  new  dwelling,  the  first  child,  W.E.H.,  a 
six-year-old  white  male,  and  then  the  second 
child,  J.R.H.,  a five-year-old  white  female, 
developed  fever  and  malaise  and  a productive 
cough  with  a yellowish  sputum.  In  May,  all  of 
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the  other  family  members  developed  coughs 
which  have  continued  to  the  present  time. 

On  May  19,  1967,  W.E.H.,  and  on  May  21, 
1967.  J.R.H.  were  hospitalized  at  Children’s 
Hospital,  Louisville,  for  acute  histoplasmosis. 
The  hospital  findings  of  W.E.H.  were  as  fol- 
lows: the  liver  was  5 cms.  below  costal  margin 
and  the  spleen  tip  was  palpable  at  the  left 
costal  margin.  Histo  skin  test  was  7 mms  in- 
duration and  PPD  was  negative.  Complement 
fixation  for  histoplasmosis  yeast  was  1/256. 
The  chest  x-ray  showed  bilateral  pulmonary  di- 
seases compatible  with  histoplasmosis.  He  en- 
tered another  hospital  in  October,  1967,  with 
a pulmonic  infiltrate,  cough,  and  fever.  Only 
symptomatic  therapy  was  given  during  both 
hospitalizations. 

The  hospital  findings  of  J.R.H.  were  as  fol- 
lows: the  liver  was  6 cms.  below  right  costal 
margin  and  the  spleen  was  not  palpable.  Cer- 
vical lymph  nodes  were  shotty  and  palpable, 
and  nodes  were  also  palpable  in  left  axilla  and 
both  inguinal  regions.  Complement  fixation 
for  histoplasmosis  yeast  was  1/256.  Pulmonary 
infiltrates  were  seen  on  x-ray.  She  entered 
another  hospital  in  October,  1967,  with  a find- 
ing of  chronic  cough,  fever  and  continued  in- 
filtrates on  chest  x-ray.  Her  condition  remained 
relatively  stable  during  a two-week  hospitaliza- 
tion and  she  was  subsequently  discharged  with- 
out specific  therapy  to  be  followed  in  the  out- 
patient clinic. 

Family  Study 

Visits  were  made  to  the  family  by  the  authors 
during  November  and  December.  1967,  to  col- 
lect more  data  and  to  undertake  epidemiologic 
investigation  of  the  family.  All  nine  family 
members  were  given  physical  examinations, 
skin  tests  PPD-S  for  tuberculosis,  PPD-B  for 
atypical  tuberculosis  of  Battey  strain  and  histo- 
plasmin  tine  test,  and  had  blood  drawn  for 
serology  and  hematocrit.  Chest  x-rays  were 
taken  of  the  entire  family.  Blood  was  also 
drawn  from  their  two  dogs  for  serology.  Cul- 
tures were  taken  from  various  locations  in  and 
around  the  house  and  from  a chicken  house 
near  the  home  in  an  attempt  to  find  Histoplas- 
ma  capsulation.  Medical  and  social  histories 
were  taken. 


History  and  physical  examination  findings 
and  x-ray  and  laboratory  results  for  the  family 
members  are  summarized  in  Table  I.  Consider- 
ation of  all  data  available  on  the  nine  members 
of  the  family  leads  to  the  belief  that  all  of  the 
children  except  possibly  J.A.H.  had  suffered 
from  acute  histoplasmosis.  J.A.H.  may  have 
had  a coincidental  pneumonia  (non-histo) 
which  responded  rapidly  to  penicillin  therapy. 

The  positive  finding  on  physical  examina- 
tions, skin  tests  and  laboratory  and  x-rays  on 
the  H.  family  are  presented  below: 

J.H.  41-year-old  male  (Father).  He  has 
moderate  (++)  dry  cough;  histo-tine:  12  mm; 
complement  fixation:  Histo  yeast:  1/8,  chest 
x-ray:  An  area  of  infiltration  extends  down- 
ward and  laterally  from  the  hilar  areas.  This 
has  the  appearance  of  inflammatory  disease. 

M.H.  28-vear-old  female  (Mother).  She  has 
severe  ( +++)  dry  cough.  Auscultation  of 
chest:  scattered  fine  and  course  rales  over  both 
lower  lung  field  posteriorly,  course  rales  in 
right  apical  area.  Scattered  fine  and  course 
rales  right  anterior  lung  field.  No  clearing  with 
cough.  Histo-tine:  11  mm,  complement  fixa- 
tion: histo-yeast:  1/8,  PPD-B:  10  mm.  Chest 
x-ray  bilateral  infiltration. 

E.J.H.:  9-year-old  Male.  Cough  ++,  lxl  cm 
anterior  cervical  and  6x6  mm  axillary  and  in- 
guinal adenopathy,  firm,  rubbery,  not  painful. 
Auscultation  of  chest:  increased  bronchial 

breathing  (harsh,  rough).  Ring  worm  of  scalp 
and  abdomen.  Histo-tine:  2- 1-0-1  mm.  Chest 
x-ray:  the  left  hilar  shadow  is  slightly  accen- 
tuated. 

B.J.H.:  8-year-old  Female.  Cough  +++,  lxl 
cm  anterior  cervical,  and  6x6  mm  inguinal 
lymphadenopathy,  firm,  rubbery,  non-tender. 
Hyperemia  of  right  ear  drum.  Auscultation  of 
chest:  sibilant  and  course  rales  throughout  all 
lung  fields  but  particularly  pronounced  over 
both  middle  and  lower  posterior  lung  fields. 
Histo-tine:  2- 1-2-0  mm.  Complement  fixation, 
histo  yeast:  1/64.  Chest  x-ray:  there  is  con- 
siderable bronchiovascular  thickening  in  the 
right  cardiophrenic  sulcus  which  has  the  ap- 
pearance of  residuals  of  previous  inflammatory 
disease. 

W.E.H.  6-year-old  Male.  Cough  ++,  6x6 
mm  anterior  cervical,  axillary  and  inguinal 
lymphadenopathy.  Ring  worm  of  scalp.  Histo- 
tine:  negative,  complement  fixation,  histo 
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yeast:  1/512,  histo  mycelial:  1/8;  Histo  pre- 
cipitin +,  complement  fixation  blasto:  1/16. 
Chest  x-ray;  bilateral  pulmonary  infiltration. 

J.R.H.:  5-year-old  Female.  Cough  + ++, 
7x7  mm  anterior  cervical,  axillary  and  inguinal 
nodes.  Auscultration  of  chest;  right  posterior 
middle  and  lower  lung  fields  have  crepitant, 
sibilant  and  post-tussive  rales,  Histo-tine:  2 
1/2-2  1/2-2  1/2-2  mm.  Complement  fixation 
Histo  yeast:  1/1024.  Histo  Mycelial;  1/16, 
histo  precipitin:  + ++,  complement  fixation, 
blasto:  1/8.  Chest  x-ray:  considerable  mottled 
density  almost  the  entire  area  of  both  lungs  ex- 
cepting the  supraclavicular  area.  The  shadows 
appear  rounded  and  lie  rather  close  together. 

B.S.H.:  4-year-old  Female.  Cough  ++,  5x5 
mm  anterior  cervical  nodes,  auscultation  of 
chest:  increase  in  bronchial  breath  sounds.  His- 
to-tine:  13  mm.  Complement  fixation,  histo 
yeast:  1/256,  chest  x-ray:  bilateral  infiltration. 

B.K.H.:  2-year-old  Female.  Cough  + + , 5x5 
mm  anterior  cervical  nodes.  Auscultation  of 
Chest:  wheezing  and  sibilant  rales  over  all 


lung  fields  with  prolonged  expiratory  phase. 
Liver  palpable,  soft,  non-tender,  2 cm  below 
R.  costal  margin  at  MCL.  Histo-tine:  16  mm, 
complement  fixation  histo  yeast:  1/128,  Histo 
Mycelial:  1/16,  histoprecipitin:  ++  + +,  chest 
x-ray,  shows  infiltration  in  right  lower  lobe. 

J.A.H.:  9/ 1 2-year-old  Female.  Cough  ++  + , 
4x4  mm  anterior  cervical  nodes.  Auscultation 
of  chest:  sibilant  and  course  rales  scattered 
over  all  lung  fields.  Liver  palpable  3 cm  be- 
low right  costal  margin  at  MCL.  Histo-tine: 
negative.  Complement  Fixation  and  precipitin 
tests  were  negative  for  Histo.  Chest  x-ray:  there 
is  minimal  infiltration  involving  the  right  lung 
field. 

The  family  has  two  dogs.  They  were  bled  for 
laboratory  study.  Their  precipitation  and  com- 
plement fixation  test  for  histo  was  negative. 
Collection  of  dust  from  the  wooden  floors  did 
not  yield  positive  culture  for  Histoplasma  cap- 
sulation. Four  soil  samples  from  the  chicken 
house  yielded  positive  cultures  for  Histoplas- 
ma capsulation. 


TABLE  1 

SUMMARY  OF  PHYSICAL  EXAMINATION,  SKIN  TESTING,  LABORATORY 
AND  X-RAY  WORK  AT  THE  TIME  OF  INVESTIGATION  ON  H.  FAMILY 


Skin  Test 

Results 

Precipitin 

Serology 

Complement  Fixation 

Chest 

Physical 

(Chest) 

Name 

Sex 

Age 

Histo  Tine 

PPD-S  PPD-B 

Histo  Histo  Y 

Histo  M 

Blasto 

Cocci 

X-Ray 

JH 

M 

41 

1 2mm 

0 

0 

Neg 

1 :8 

Neg 

Neg 

Neg 

Bilat 

Inf. 

Normal 

MH 

F 

28 

1 1 mm 

0 

1 0mm 

Neg 

1 : 8 

Neg 

Neg 

Neg 

Bilat 

Inf. 

Abnormal 

EJH 

M 

9 

2-1  -0- 1 mm 

0 

0 

Neg 

Neg 

Neg 

Neg 

Neg 

L Hilar 
Inf. 

Abnormal 

BJH 

F 

8 

2-1  -2-0mm 

0 

0 

Neg 

1 :64 

Neg 

Neg 

Neg 

Brocho 

Vascular 

Thick- 

ening 

Abnormal 

WEH 

M 

6 

0 

0 

0 

+ 

1 : 5 1 2 

1 : 8 

1:16 

Neg 

Bilat 

Inf. 

Abnormal 

JRH 

F 

5 

2 Vi  2 Vi  2 Vi  2 mm 

0 

0 

+ + + 

1:1024  1:16 

1 : 8 

Neg 

Bilat 

Inf. 

Abnormal 

BSH 

F 

4 

1 3mm 

0 

0 

Neg 

1 :256 

Neg 

Neg 

Neg 

Bilat 

Inf. 

Abnormal 

BKH 

F 

2 

1 6mm 

0 

0 

3 — 1 — b + 

1:128 

1 : 1 6 

Neg 

Neg 

RLL  Inf 

Abnormal 

JAH 

F 

9 mo 

0 

0 

0 

Neg 

Neg 

Neg 

Neg 

Neg 

R Lung 
Inf. 

Abnormal 

Histo  Y = Yeost  Phase  Antigen 
Histo  M = Mycelial  Phase  Antigen 
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Discussion 

Perhaps  the  most  important  question  in  the 
spread  of  histoplasmosis  in  the  highly  endemic 
area  is  whether  the  disease  is  contracted  in  gen- 
eral by  more  or  less  dissemination  of  the  spores 
or  whether  it  is  contracted  at  local  sites  by 
stirring  up  the  spore  bearing  dust.  From  the 
preceeding  epidemic  investigation,  it  is  clear 
that  at  least  in  this  family  the  cause  of  the 
epidemic  was  the  moving  of  the  family  into  an 
abandoned  chicken  house  and  the  stirring  up 
of  dust  associated  with  its  clearing.  Although 
the  fungus  was  never  isolated  from  the  dust 
inside  the  house,  it  was  isolated  from  the  chick- 
en coop  and  there  is  no  question  that  most  if 
not  all  the  family  members  had  an  acute  at- 
tack of  histoplasmosis  shortly  after  moving 
into  this  house. 

The  evidence  presented  in  this  paper  sup- 
ports the  concept  that  the  acquisition  of  histo- 
plasmosis even  in  areas  where  it  is  very  pre- 
valent is  probably  associated  with  a series  of 
small  epidemics  associated  with  visits  by  per- 
sons or  families  or  groups  to  areas  in  which 
the  organism  is  growing  in  the  soil  and  the 
stirring  up  of  these  soil  sites.  It  is  also  apparent 


Welsh,  lldirim  and  Furcolow 

as  has  been  stressed  before  by  Loosli  and 
others,  that  these  sites  are  most  often  associated 
with  the  mixture  of  bird  manure  with  the  soil 
in  order  to  furnish  a favorite  climate  for  the 
growth  of  the  organism. 

Summary 

A family  microepidemic  of  histoplasmosis  is 
reported  from  western  Kentucky  involving  eight 
persons,  both  adults  and  children.  The  occur- 
rence of  the  epidemic  was  associated  with  the 
family  moving  into  an  old  abandoned  chicken 
house  and  stirring  up  the  dust  presumably  la- 
den with  Histoplasma  capsulatum  since  all  fam- 
ily members  were  infected.  Although  the  or- 
ganism was  not  recovered  from  this  site,  the 
simultaneous  infection  of  most  of  the  family 
members  suggests  that  it  certainly  was  the 
cause  of  their  infection. 
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Tracheobronchial  and  Esophageal  Foreign  Body 
Extraction  in  Infants  and  Children! 


Edwin  Nighbert,  M.D.,* *  Robert  Combs,  M.D.** 
and  J.  Kent  Trinkle,  M.D..  F.A.C.S.*** 


Lexington,  Kentucky 


Aspiration  of  a foreign  body  into  the 
esophagus  or  trachea  is  a medical  emer- 
gency. Rapid  recognition  and  treatment 
are  essential  to  avoid  a patient  referral 
to  the  coroner. 

ASPIRATION  of  foreign  objects  into  the 
esophagus  or  the  tracheobronchial  tree  is 
common  in  infants  and  children.  When 
an  infant  can  maneuver  a hand  to  its  mouth, 
it  is  prone  to  ingest  all  types  of  foreign  matter 
from  blanket  fuzz  to  safety  pins.  Even  inade- 
quately chewed  food  particles  may  be  aspir- 
ated. This  article  is  a review  of  the  experience 
gained  during  the  past  seven  years  while  treat- 
ing 26  infants  and  children  with  foreign  body 
aspiration.  Endoscopic  extraction  of  the  object 
was  required  in  each  case.  Table  1 summarizes 
the  data  obtained  from  these  26  patients. 

Tracheobronchial 

There  were  15  patients  with  tracheobron- 
chial foreign  bodies.  The  average  age  was  3.8 
years  with  a range  of  14  months  to  10  years. 
Both  sexes  were  equally  represented.  Hospital- 
ization averaged  4.9  days.  In  13  patients  there 
was  a definite  history  of  foreign  body  ingestion 
or  of  choking  while  eating.  Dyspnea  was  pres- 
ent in  14  patients,  coughing  in  11,  cyanosis  in 
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surgery,  department  of  surgery,  University  of  Ken- 
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*** Assistant  professor,  department  of  surgery 


nine,  and  wheezing  in  seven.  Abnormal  physi- 
cal findings  were  present  in  14  of  the  15  pa- 
tients. 

Chest  x-rays,  including  films  in  inspiration 
and  expiration,  were  diagnostic  in  eight  pa- 
tients, helpful  in  five  and  normal  in  two.  Hy- 
per-expansion of  the  involved  side  with  medi- 
astinal shift  is  diagnostic  if  it  is  present;  how- 
ever atelectasis,  pneumonia,  or  lung  abscess 
may  be  noted  instead.  Figure  1 shows  a typical 
radiograph  of  a child  taken  four  hours  after 
foreign  body  aspiration.  Ten  of  15  patients  had 
a white  blood  cell  count  10,000/mm:;;  but  only 
six  had  a temperature  elevation  of  101°  or 
greater. 

Eleven  foreign  bodies  were  organic  — in- 
cluding seven  nuts  and  two  beans.  The  four 
inorganic  particles  were  toy  bullets,  a bullet 
casing  and  a ball  point  pen  cap.  Six  objects 
were  in  the  right  mainstem  bronchus,  six  in 
the  left  mainstem  bronchus,  and  two  in  the 
trachea. 

Removing  a foreign  body  from  the  tracheo- 
bronchial tree  is  difficult  and  hazardous.1  Or- 
ganic lesions  cause  an  intense  inflammatory 
reaction  with  a progressive  increase  in  mu- 
cosal edema.  Most  patients  require  general  an- 
esthesia. Dexamethasone,  2-4  mg.  intravenous, 
and  topical  XA  % Neo-Synephrine  reduce  the 
edema  and  facilitate  extraction.  A 3,  5 or  7 
mm.  bronchoscope  is  inserted  and  the  foreign 
body  removed  intact  if  possible  - organic  ob- 
jects usually  are  fragmented  during  removal. 
If  the  lesion  is  not  easily  dislodged  or  if  re- 
spiratory distress  is  severe,  tracheostomy  should 
be  performed  to  improve  ventilation  and  allow 
a larger  bronchoscope  to  be  inserted.  Saline 
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FIGURE  1 illustrates  a hyperinf lated  right  lung  due  to 
the  “ball-valve”  action  of  a peanut  in  the  right  main 
bronchus.  The  x-ray  on  the  left  is  taken  during  inspiration 
and  on  the  right  in  expiration.  Note  that  the  heart  and 
mediastinum  are  shifted  toward  the  left  by  the  overin- 
flated right  lung. 


lavage  is  helpful  in  removing  fragments.  If 
symptoms  persist,  bronchoscopy  should  be  re- 
peated to  eliminate  the  possibility  of  a retained 
fragment. 

Large  tracheobronchial  foreign  bodies  may 
cause  complete  respiratory  obstruction  and 
death.  Smaller  organic  objects  evoke  such  in- 
tense inflammation  that  mucosal  edema  may 
cause  airway  obstruction  after  a few  hours. 
There  were  two  cardiac  arrests  secondary  to 
hypoxia — both  patients  survived  but  required 
tracheostomy  for  ventilation  and  extraction. 
Postoperative  12  patients  were  placed  in  a 
croup  tent  and  10  were  given  antibiotics. 


Esophageal 

Eleven  patients  had  esophageal  foreign 
bodies.  The  average  age  was  3.3  years  with 
a range  of  1 1 months  to  12  years.  There  were 
six  boys  and  five  girls.  The  hospital  stay  aver- 
aged 2.3  days  with  a range  of  one  to  14  days. 
In  10  patients  there  was  a history  of  ingestion 
of  a foreign  object,  and  six  of  1 1 complained 
of  dysphagia.  The  only  abnormal  physical 
findings  were  due  to  aspiration  pneumonia  in 
two  patients. 

All  the  esophageal  foreign  bodies  were  ra- 
diopaque and  were  apparent  on  the  x-ray. 
Figure  2 shows  an  x-ray  of  a coin  lodged  at 
the  cricopharyngeus  muscle  near  the  junction 
of  the  pharynx  and  esophagus.  Seven  objects 
were  located  at  the  cricopharyngeus,  three  at 
the  level  of  the  aortic  arch,  and  only  one 


lodged  in  the  distal  esophagus.  Foreign  bodies 
may  be  extracted  with  the  laryngoscope  if  lo- 
cated at  the  pharyngoesphageal  junction.  Distal 
lesions  require  the  use  of  the  esophagoscope. 
If  the  position  or  the  shape  of  the  object  indi- 
cates that  it  might  be  hazardous  to  attempt  ex- 
traction, it  frequently  can  be  manipulated  into 
the  stomach.  Foreign  bodies  in  the  stomach 
usually  pass  through  the  remainder  of  the  gas- 
trointestinal tract;  however,  the  physical  and 
chemical  characteristics  of  the  object  should  be 
noted.  Long  or  pointed  foreign  bodies  may 
perforate  the  mucosa  and  have  difficulty  ne- 
gotiating turns-.  Lead  objects  in  the  gastro- 
intestinal tract  more  than  two  weeks  can  cause 
lead  poisoning'*.  Yellow  and  orange  wax  cray- 
ons contain  paranitraniline  and  can  cause 
methemoglobinemia.4  Nine  of  the  1 1 esopha- 
geal foreign  bodies  were  easily  extracted  and 
two  were  pushed  into  the  stomach  and  passed 
without  incident.  There  were  no  esophageal 
perforations  and  no  deaths. 


FIGURE  2 illustrates  an  x-ray  with  a radio-opaque 
foreign  body  lodged  at  the  level  of  the  cricopharyngeus 
muscle.  Objects  in  the  esophagus  lodge  horizontal  to  the 
frontal  plane,  but  foreign  bodies  in  the  larynx  or  trachea 
are  usually  vertical  to  this  plane. 

Summary 

The  experience  gained  in  treating  26  patients 
with  tracheobronchial  or  esophageal  foreign 
bodies  is  presented.  There  were  no  deaths,  but 
two  patients  with  tracheobronchial  lesions  had 
cardiac  arrest.  Abnormal  physical  findings 
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TABLE  1 


INFANTS  AND  CHILDREN  WITH  FOREIGN  BODY  ASPIRATION 


Tracheobronchial  115) 

Esophageal  (11) 

Mean  Age  in  Years 

3.8 

3.3 

Age  Range 

1 4 mo.  — 1 0 yr. 

1 1 mo.  - 12  yr. 

Sex 

8 Male  7 Female 

6 Male  5 Female 

Hospital  days-Average  & Range 

4.9  (1-13) 

2.3  (1-14) 

Foreign  Body:  Organic 

6 Peanuts 
1 Piece  apple 
1 Hazelnut 

1 Popcorn 

2 Beans 

0 

Inorganic 

2 Bullet  hulls 
1 Plastic  bullet 
1 Ball  pen  cap 

6 Coins 

1 Metal  Washer 
1 Bobiack 
1 Pear 

1 Link  chain  saw 

Duration 

3 hr.  — 2 mo. 

4-24  hr.  (3  unknown) 

History  and  Symptoms 

Coughing  - 1 1 
Wheezing  - 7 
Cyanosis  - 9 
Dyspnea  - 14 
Aspiration  by  hx  - 1 3 

Difficulty  swallowing  - < 
Vomiting  - 1 
Choking  - 1 
Anorexia  - 1 
Aspiration  by  hx.  - 10 

Physical 

Wheezing  - 9 
Fever  - 6 
Retraction  - 11 
Dyspnea  - 1 2 
No  findings 

Dyspnea  - 2 
Cough  - 1 
Chills  & Fever  - 1 
Retraction  - 1 
Wheezing  - 1 
No  findings  - 9 

X-ray:  Opaque 

0 

11  (100%) 

Non-Opaque 

15  (100%) 

0 

Diagnostic 

8 (53%) 

11  (100%) 

Consistent  with  Diagnosis 

5 (33%) 

0 

Not  Diagnostic 

2 (22%) 

0 

WBC  — over  10,000/mm^ 

10  (66%) 

5 (45%) 

Temperature — over  101° 

6 (40%) 

1 (9%) 

Location 

Right  Bronchus  - 6 
Left  Bronchus  - 6 
Trachea  - 2 
Not  recovered  - 1 

Cricopharyngeus  - 7 

Aortic  Arch  - 3 
Distal  Esophagus  - 1 

Table  1 summarizes  the  significant  data  obtained  from  26  infants  and  children  with  tracheobronchial  or  esophageal 
foreign  bodies. 


were  present  in  14  of  15  patients  with  tracheo- 
bronchial foreign  bodies  and  in  only  two  of 
1 1 with  esophageal  lesions.  Roentgenographs 
were  diagnostic  in  all  esophageal  foreign 
bodies  and  in  53  percent  of  tracheobronchial 
lesions. 
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HIGHLAND  HOSPITAL 


Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive 
and  well  organized  activities  program  including  occupational  therapy,  art  therapy,  athletic 
activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be 
realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 


50% 

WHY  PAY  IT??? 

You  don’t  have  to  with  our  new  BUSINESS  & 
PROFESSIONAL  PRE-COLLECTION  PLAN. 

All  monies  come  direct  to  you. 

GUARANTEED  TO  WORK 

Write  for  full  details , P.O.  Box  172 , Harlan , Kentucky  40831 
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an  antibiotic 
you  can  use 
without  risk 
to  the  kidney 


Polycillin-IY 

(sodium  ampicillin) 

the  penicillin  you  use  like  a 
broad-spectrum  antibiotic 


PRESCRIBING  INFORMATION.  11-1/2/69.  For  complete  in- 
formation consult  Official  Package  Circular. 

Indications:  Infections  due  to  susceptible  strains  of  Gram- 
negative bacteria  (including  Shigellae,  S.  typhosa  and  other 
Salmonellae,  E.  coli,  H.  influenzae,  P.  mirabilis,  N.  gonor- 
rhoeae  and  N.  meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpenicillinase-pro- 
ducing staphylococci). 

Contraindications:  A history  of  allergic  reactions  to  penicillins 
or  cephalosporins  and  infections  due  to  penicillinase-produc- 
ing organisms. 

Precautions:  Typical  penicillin-allergic  reactions  may  occur, 
especially  in  hypersensitive  patients.  Mycotic  or  bacterial  su- 
perinfections may  occur.  Experience  in  newborn  and  prema- 
ture infants  is  limited  and  caution  should  be  used  in  treatment, 
with  frequent  organ  function  evaluations.  Safety  for  use  in 
pregnancy  is  not  established.  In  gonorrheal  therapy,  serologic 
tests  for  syphilis  should  be  performed  initially  and  monthly  for 
4 months.  Assess  renal,  hepatic  and  hematopoietic  function 
intermittently  during  long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urticaria,  nausea,  vom- 
iting, diarrhea  and  anaphylactic  reactions.  Mild  transient  ele- 
vations of  SGOT  or  SGPT  have  been  noted.  Black  tongue  has 


been  noted  in  some  patients  receiving  the  Chewable  Tablets. 
Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h.  (according  to 
infection  site  and  offending  organisms).  Children— 50-100 
mg./ Kg. /day  in  3 to  4 divided  doses  (depending  on  infection 
site  and  offending  organisms).  Bacterial  meningitis— 150-200 
mg./  Kg. /day  in  6 to  8 divided  doses.  Children  weighing  more 
than  20  Kg.  should  be  given  an  adult  dose  when  prescribing 
orally.  In  parenteral  administration,  children  weighing  more 
than  40  Kg.  should  be  given  an  adult  dose.  Beta-hemolytic 
streptococcal  infections  should  be  treated  for  at  least  10  days. 
Supplied:  Capsules— 250  mg.  in  bottles  of  24  and  100.  500 
mg.  in  bottles  of  16  and  100.  For  Oral  Suspension— 125  mg./ 
5 ml.  in  60,  80  and  150  ml.  bottles.  250  mg./ 5 ml.  in  80 
and  150  ml.  bottles.  Chewable  Tablets— 125  mg.  in  bottles  of 
40.  Injectable— for  I.M./I.V.  use— vials  of  125  mg.,  250  mg., 
500  mg.,  and  1 Gm.  Pediatric  Drops— 100  mg./ ml.  in  20  ml. 
bottles.  A.H.F.S.  Category  8:12.16 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


Indications:  For  the  treatment  of  trichomonia 
both  male  and  female  patients  and  the  sexual 
ners  of  patients  with  a recurrence  of  the  infection 
provided  trichomonads  have  been  demonstrated  by 
wet  smear  or  culture. 

Contraindications:  Evidence  of  or  a history  of  blood 
dyscrasia,  in  patients  with  active  organic  disease  of 
the  central  nervous  system,  and  the  first  trimester 
of  pregnancy. 

Warnings:  Use  with  discretion  during  the  second 
and  third  trimesters  of  pregnancy  and  restrict  to 
patients  not  cured  by  topical  measures.  Flagyl  (me- 
tronidazole) is  secreted  in  the  breast  milk  of  nursing 
mothers;  it  is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  Mild  leukopenia  has  been  reported 
during  Flagyl  use;  total  and  differential  leukocyte 
counts  are  recommended  before  and  after  treat- 
ment with  the  drug,  especially  if  a second  course  is 
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metronidazole 
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deep-seated  invasions  of  Trichomonas 
cure  rates  above  90  per  cent  and 
e series  of  patients.  When  the 


placed  high  in  the  vaginal  vault 
days  and  the  oral  dosage  is  reduced 
mg.  tablets  daily  during  the  ten-day 
eatment.  Do  not  use  the  vaginal  inserts 
sole  form  of  therapy.  In  the  Male.  Prescribe 
r when  trichomonads  are  demonstrated 
enital  tract,  one  250-mg.  tablet  two  times 
r ten  days.  Flagyl  should  be  taken  by  both 
over  the  same  ten-day  period  when  it  is 
d for  the  male  in  conjunction  with  the  treat- 
his  female  partner. 

Forms:  Oral  tablets  250  mg. 

Vaginal  inserts  . . .500  mg. 
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esearch  in  the  Service  of  Medicine 


—The  lowest  priced  tetracycline— nystatin  combination  available 
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PROFESSIONAL  LIABILITY  INSURANCE 

is  a high  mark  op  distinction 


Professional  Protection  Exclusively  since  1899 


LOUISVILLE  OFFICE:  Riley  Lassiter,  Representative 
Suite  260 

Shelbyville  Road  Mall  Office  Center 
400  Sherburn  Lane 

Telephone:  (Area  Code  502)  895-5501 
Mailing  Address:  P.O.  Box  20065,  Louisville,  Kentucky  40220 


More  On  Medicare  And  Medicaidt 


WASHINGTON,  D.C. — The  Internal 
Revenue  Service  plans  to  audit  the 
federal  income  tax  returns  of  phy- 
sicians and  other  health  practitioners  who 
have  received  more  than  $25,000  a year  in 
medicare  and  medicaid  payments. 

Plans  for  the  special  audit  were  disclosed 
by  IRS  Commissioner  Randolph  W.  Thrower 
at  the  first  of  a series  of  public  hearings  the 
Senate  Finance  Committee  is  holding  in  its 
investigation  of  the  rising  costs  of  the  two  gov- 
ernment health  care  programs.  He  said  the  De- 
partment of  Health,  Education  and  Welfare 
had  agreed  to  require  intermediary  insurance 
carriers  to  use  physicians'  social  security  num- 
bers on  reports  of  payments  under  the  pro- 
gram in  the  future. 

Finance  Committee  Chairman  Russell  B. 
Long  (D.,  La.)  estimated  “possibly  as  many 
as  10,000’’  had  been  getting  upwards  of 
$25,000  a year  under  the  programs.  Thrower 
said  the  initial  audits  would  be  for  1967  and 
would  be  limited  to  those  receiving  more  than 
$50,000. 

Long  said  that  the  investigation  of  the  com- 
mittee’s staff  so  far  showed  “widespread  abuse, 
and  fraud,  as  well  as  lax  administration.” 
Robert  M.  Ball,  social  security  administrator, 
reported  his  investigators  had  looked  into 
more  than  700  possible  fraud  cases  under 
medicare.  He  said  more  than  300  of  these 
cases  were  still  in  some  stage  of  inquiry,  and 
that  14  had  been  turned  over  to  the  Justice 
Department  for  prosecution. 

"But  these  should  not  be  taken  as  a reflec- 
tion on  the  200,000  doctors  participating  in 
medicare,”  Ball  said.  He  added  a bigger  prob- 

fThis  material  appeared  in  the  regular  monthly 
summary  of  Washington  news  prepared  by  the  Wash- 
ington office  of  the  American  Medical  Association, 
July  7,  1969. 


lem  than  outright  fraud  were  “cases  that  don't 
quite  become  fraud.” 

HEW  Undersecretary  John  G.  Veneman  told 
the  committee  that  the  Nixon  Administration 
wants  congressional  authority  to  stop  medicare 
payments  to  doctors  who  overcharge,  use  in- 
ferior supplies  or  engage  in  fraud. 

“Under  present  medicare  law,  there  is  no 
authority  for  the  program  to  deny  reimburse- 
ment to  a licensed  practioner,  who  has  demon- 
strated a clear  pattern  of  fraud,  repeated  over- 
charging of  the  program  or  the  use  of  supplies 
which  are  inferior  or  harmful,”  Veneman  said. 

“We  are  recommending  authority  . . to  dis- 
continue future  reimbursement  and  to  put  all 
parties  on  notice  to  this  effect  where  on  the 
basis  of  clear  evidence,  a finding  is  made 
that  this  is  justified  by  reason  of  such  abuses.” 

Commenting  on  the  hearings,  Dwight  L. 
Wilbur,  M.D.,  president  of  the  American 
Medical  Association,  said  that  the  vast  ma- 
jority of  physicians  serving  medicaid  patients 
are  not  overcharging  for  their  services. 

“Most  physicians,”  Doctor  Wilbur  said,  “are 
acting  honorably  and  with  utmost  restraint. 
Fortunately,  very  few  M.D.’s  participating  in 
medicaid  are  guilty  of  overcharging  and  other- 
wise exploiting  the  program.  Such  exploita- 
tion by  a minuscule  minority  was  unavoidable 

“ . . . The  medical  profession  is  making  a 
great  effort  to  identify  and  weed  out  dishonest 
doctors  who  betray  their  oath  as  professional 
men  serving  the  public.  We  have  been  suc- 
cessful in  this  search,  but  a few  physicians 
remain  who  still  are  not  identified.  We  shall 
search  them  out  and  expose  them,  for  the 
good  of  the  entire  profession.” 

Meantime,  HEW  issued  a regulation  limiting 
the  fees  paid  by  states  to  physicians,  dentists 
and  other  health  practitioners  under  medicaid. 
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Under  the  regulation,  a state's  medicaid 
payment  to  a physician  for  a service  will  be 
limited,  with  one  exception,  to  the  75th  per- 
centile of  the  customary  charge — the  maxi- 
mum customary  fee  of  75  per  cent  of  the 
physicians  in  the  area. 

If  a state  has  been  paying  more  than  the 
75th  percentile  of  the  customary  charge,  it  must 
not  exceed  the  medicare  level,  about  the 
83rd  percentile.  A medicaid  official  said  that 
only  two  states  may  have  to  roll  back  their 
fees,  but  declined  to  name  them. 

After  July  1,  1970,  states  may  request  per- 
mission to  increase  physicians'  fees  above  the 
75th  percentile  if  two  conditions  are  met: 

1.  The  average  percentage  increase  re- 
quested above  the  75th  percentile  on  January  1, 
1969,  may  not  exceed  the  percentage  in- 
crease in  the  all-services  component  of  the 
Consumer  Price  Index  (adjusted  to  exclude  the 
medical  component)  or  in  an  alternate  index 
designated  by  the  Secretary  of  Health.  Edu- 
cation and  Welfare. 

2.  Evidence  must  be  clear  that  the  pro- 
viders and  the  states  have  cooperatively  es- 
tablished effective  utilization  review  and  qual- 
ity control  systems. 

The  new  fee  regulation  also  requires  states 
to  revise  their  medicaid  plans  to  include  de- 
scriptions and  details  of  their  payment 
structures.  A state  that  wishes  to  revise  its 
payment  structure  for  practitioners’  services  or 


change  the  payments  authorized  under  it  may 
not  do  so  until  the  proposed  changes  have 
been  approved  by  the  Secretary  of  Health, 
Education  and  Welfare  or  his  representative. 

States  that  begin  their  medicaid  programs 
after  July  1,  1969,  must  arrange  their  pay- 
ment structures  so  that  fees  do  not  exceed  the 
75th  percentile  of  customary  charges. 

HEW  estimated  the  regulation  would  re- 
sult in  a saving  of  $65  million  in  the  first  year. 

Despite  a strong  protest  by  the  American 
Hospital  Association,  HEW  discontinued  the 
overhead  medicare-medicaid  percentage  al- 
lowance paid  to  hospitals,  extended  care  facili- 
ties and  other  institutional  providers.  It  was 
two  per  cent  for  non-profit  and  one-and-one- 
half  per  cent  for  proprietary  institutions.  The 
action  was  effective  July  1,  1969. 

Another  new  medicaid  regulation  requires 
states  to  provide  periodic  health  screening, 
diagnosis,  and  treatment  for  all  eligible  youths 
under  21  years  of  age,  effective  July  1,  1969. 

HEW  also  established  a new  classification 
of  institution — called  intermediate  care  fa- 
cility— eligible  to  receive  federal  contributions 
for  the  care  of  aged,  blind  or  disabled  re- 
cipients or  public  assistance  is  covered  in  an- 
other regulation.  This  should  reduce  costs  of 
medicaid  by  allowing  states  to  relocate  sub- 
stantial numbers  of  welfare  recipients  who  are 
now  in  skilled  nursing  homes  in  lower  cost 
institutions,  HEW  said. 


1969  KM  A Annual  Meeting 

September  23-25 
Convention  Center 
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(See  pages  593-616  for  details) 
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A little  Hygrotoi 

chlorthalidone 


HY-6674 


all  the  way  from  one  daily  tablet  to  the  next 
to  help  control  edema  and  hypertension 

ts  prolonged  action  usually  provides  smooth,  sustained  diuretic 
effectiveness;  real  one-a-day  dosage,  right  from  the  start;  convenience 
end  economy. 

Hygroton,  chlorthalidone,  can  cause  side  effects.  And  it's  contra- 
ndicated  in  hypersensitivity  to  the  drug  and  severe  renal  and 
hepatic  diseases. 


Check  the  prescribing  information.  It's  summarized  on  the  next  page. 


Geigy 


A little  Hygroton  can  work  a long  diuretk  day 

chlorthalidone 
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Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supplements, 
which  should  be  used  only  when  ade- 
quate dietary  supplementation  is  not 
practical,  the  possibility  of  small-bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  been 
required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding 
occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk.  The 
drug  may  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  of  childbearing  age,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Antihypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  anti  hypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
anti  hypertensive  agents  by  at  least 
one-half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  when 
chlorthalidone  is  combined  with  bar- 
biturates, narcotics  or  alcohol,  aplastic 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rashes, 
urticaria,  purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia,  pares- 
thesia, and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored  tab- 
lets of  100  mg.  and  aqua  tablets  of  50 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


1969  KMA  Annual  Meeting 


THE  1969  KMA  Annual  Meeting  will  be 
be  held  in  the  Louisville  Convention 
Center  from  September  23  through 
September  25.  An  excellent  attendance  may  be 
expected  by  Kentucky  physicians.  Attendance 
figures  of  the  recent  annual  meetings  indicate 
that  approximately  50  percent  of  the  Kentucky 
physicians  attend — and  this  percentage  is  one 
of  the  best — if  not  the  best,  of  any  of  the  state 
medical  associations. 

Such  attendance  at  the  Annual  Meeting 
wasn’t  always  the  case.  In  1839,  a group  of 
Kentucky  physicians,  calling  themselves  “The 
Medical  Association  of  Northeastern  Ken- 
tucky”, met  in  Washington,  and  resolved  to 
hold  a convention  in  Frankfort — on  the  second 
Monday  in  January,  1841 — for  the  purpose  of 
organizing  a state  medical  society.  On  that  date 
in  1841,  69  physicians  met  in  Frankfort  and 
established  the  “State  Medical  Society  of  Ken- 
tucky.” Officers  were  elected  and  a constitu- 
tion and  bylaws  adopted.  The  scientific  pro- 
gram consisted  of  a paper  given  by  James  C. 
Cross,  M.D.,  entitled,  “Geology”,  and  another 
by  Daniel  Drake,  M.D.,  entitled,  “A  Memoir 
on  the  Disease,  Called  by  the  People — 
Trembles”,  and  the  “Sick-Stomach,  Or  Milk- 
Sickness.”  Unfortunately,  the  following  year, 
on  January  12,  1842,  not  enough  physicians 
showed  up  to  hold  a meeting;  apparently,  not 
even  the  elected  officers  of  the  society  ap- 
peared. Finally,  on  October  1,  1851,  39  physi- 
cians met  in  Frankfort  and  organized  the  Ken- 
tucky State  Medical  Society.  The  proceedings 
of  that  first  Annual  Meeting  were  published — 
as  were  those  of  the  second  meeting  held  in 
Louisville,  October  20,  1852.  Lunsford  P. 
Yandell,  Sr.,  M.D.,  complained  about  the  poor 
attendance  at  the  third  Annual  Meeting,  which 
was  in  Lexington  on  October  of  1853.  The 
Associational  meeting  of  1868  was  held  in 
Lebanon — and  one  of  the  scientific  papers 


that  attracted  the  most  attention  was  given  by 
John  D.  Jackson,  M.D.,  of  Danville — entitled, 
“The  Innoculability  and  Transmission  of 
Tuberculosis.” 

The  Annual  Meeting  now  requires  large 
physical  accommodations,  and  much  detailed 
planning  in  advance.  The  scientific  program 
alone  occupies  three  days,  and  this  year  will 
offer  an  excellent  and  diversified  series  of  sub- 
jects— presented  by  outstanding  speakers.  In 
recent  years  the  quality  of  the  scientific  pro- 
grams has  been  excellent,  and  this  year  will 
be  no  exception.  The  program  committee,  un- 
der the  chairmanship  of  Peter  Bosomworth, 
M.D.,  has  done  a fine  job.  Some  of  the  high- 
lights of  the  program  will  be  panel  discussions 
on:  “The  Early  Diagnosis  of  Cancer”;  “New 
Trends  in  Chemotherophy”;  “Early  Diagnosis 
of  Gynecologic  Cancer”;  “Obesity” — and 
others.  On  Wednesday  afternoon  something 
new  will  be  tried — called  the  “Cracker-barrel 
Session.”  This  will  consist  of  small,  informal 
group  discussions,  with  each  group  led  by  a 
discussion  leader.  Fourteen  different  subjects 
will  be  offered  to  the  physicians  in  this  manner 
— and  you  may  choose  the  one  in  which  you 
wish  to  participate. 

New  information  may  be  obtained  by  visit- 
ing the  exhibits.  This  year  there  will  be  over 
70  technical  exhibits,  and  a number  of  scien- 
tific exhibits. 

The  House  of  Delegates  will  meet  Monday 
morning,  September  22,  and  again  in  the  even- 
ing of  Wednesday,  September  24.  Any  member 
of  KMA  may  attend  these  meetings,  with  only 
the  delegates  being  allowed  to  vote  on  the 
many  issues  that  are  presented  and  discussed. 

Insofar  as  organized  medicine  in  Kentucky 
is  concerned,  the  Annual  Meeting  is  the  main 
event  of  the  year.  You  should  be  a part  of  it! 

Walter  S.  Coe,  M.D. 
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Clues  to 

PVD 


heavy  smoker 
with  vasospasm 


He  may  be  comparatively  young  or  approaching  middle  age.  Typically,  he  is  a 
heavy  cigarette  smoker — a pack  or  more  a day  for  a number  of  years.  Whether 
smoking  is  a causative  or  an  important  exacerbating  factor  in  peripheral  vascular 
disease  is  still  under  discussion.  But  the  vasoconstrictive  effects  of  nicotine  are 
firmly  supported  by  a substantial  body  of  laboratory  and  clinical  evidence,  and  the 
close  association  is  now  generally  accepted. 

Thus,  a history  of  heavy  smoking  coupled  with  vasospasm  may  serve  as  warning 
signals  to  the  physician.  When  a diagnosis  is  established,  therapeutic  measures  are 
directed  toward  increasing  the  local  circulation,  and  appropriate  management  of  the 
patient’s  general  medical  needs  should  be  instituted.  These  include  the  important 
safeguards  of  keeping  warm  and  refraining  from  smoking. 


Before  prescribing  Roniacol  Timespan 
(nicotinyl  alcohol  tartrate),  please  consult 
complete  product  information,  a summary  of 
which  follows. 

Indications:  Conditions  associated  with  deficient 
circulation;  e.g.,  peripheral  vascular  disease, 
vascular  spasm,  varicose  ulcers,  decubital  ulcers, 
chilblains,  Meniere’s  syndrome  and  vertigo. 
Caution:  Roche  Laboratories  endorses  caution 
in  the  administration  of  any  therapeutic  agent 
to  pregnant  patients. 

Side  Effects:  Transient  flushing,  gastric 
disturbances,  minor  skin  rashes  and  allergies  may 
occur  in  some  patients,  seldom  requiring 
discontinuation  of  the  drug. 

Dosage:  1 or  2 Timespan  Tablets  morning  and 
night. 

How  Supplied:  Timespan  Tablets — 150  mg 
nicotinyl  alcohol  in  the  form  of  the  tartrate  salt 
— bottles  of  50. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


■ 

Important  in 

total  management  of 

peripheral  vascular  disease , 


tartrate) 
for  relief  of  ischemic  symptoms 


vascular  spasm  or 
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— Komacol 
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Convenience  of  b.i.d.  dosage — sustained-release  Timespan  Tablets  usually  provide 
prolonged  relief  of  ischemic  symptoms  with  two  doses  daily. 

Smoothness  of  onset — the  action  of  Roniacol  (nicotinyl  alcohol)  is  smooth  and 
gradual  in  onset,  rarely  causing  severe  flushing. 

Selectivity  of  action — relaxes  the  musculature  of  peripheral  blood  vessels. 

High  degree  of  safety — side  effects  seldom  require  discontinuation  of  therapy. 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,”  he  soon  suf- 
fers from  acute  discomfort... and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HC1)  and  the  dependable  anticholinergic 
/ antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient’s  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also. 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma: prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction;  known  hypersensitivity 
to  chlordiazepoxide  HC1  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  Chi 
depressants.  As  with  all  CNS-acting  drugs,  cal 
tion  patients  against  hazardous  occupations  rl 
quiring  complete  mental  alertness  (e.g.,  operatiil 
machinery,  driving).  Though  physical  and  psi 
chological  dependence  have  rarely  been  reportJ 
on  recommended  doses,  use  caution  in  a I 
ministering  Librium  (chlordiazepoxide  hydrl 
chloride)  to  known  addiction-prone  individual 
or  those  who  might  increase  dosage;  withdraw  I 
symptoms  (including  convulsions),  followiil 
discontinuation  of  the  drug  and  similar  to  thol 
seen  with  barbiturates,  have  been  reported.  U | 
of  any  drug  in  pregnancy,  lactation,  or  in  worm! 
of  childbearing  age  requires  that  its  potenti 
benefits  be  weighed  against  its  possible  hazard 
As  with  all  anticholinergic  drugs,  an  inhibitir 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  debilitate' 
limit  dosage  to  smallest  effective  amount  to  pr< 
elude  development  of  ataxia,  oversedation  c 
confusion  (not  more  than  two  capsules  per  da 
initially;  increase  gradually  as  needed  and  tolei 


or  here. 
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ed).  Though  generally  not  recommended,  if 
)mbination  therapy  with  other  psychotropics 
;ems  indicated,  carefully  consider  individual 
tarmacologic  effects,  particularly  in  use  of  po- 
ntiating  drugs  such  as  MAO  inhibitors  and 
nenothiazines.  Observe  usual  precautions  in 
resence  of  impaired  renal  or  hepatic  function, 
aradoxical  reactions  ( e.g .,  excitement,  stimula- 
on  and  acute  rage)  have  been  reported  in  psy- 
liatric  patients.  Employ  usual  precautions  in 
eatment  of  anxiety  states  with  evidence  of  int- 
ending depression;  suicidal  tendencies  may  be 
esent  and  protective  measures  necessary.  Vari- 
ate effects  on  blood  coagulation  have  been 
:ported  very  rarely  in  patients  receiving  the 
rug  and  oral  anticoagulants;  causal  relation- 
I lip  has  not  been  established  clinically. 
ADVERSE  REACTIONS:  No  side  effects  or 
lanifestations  not  seen  with  either  compound 
one  have  been  reported  with  Librax.  When 
tlordiazepoxide  hydrochloride  is  used  alone, 
rowsiness,  ataxia  and  confusion  may  occur, 
specially  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide  hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diet. 


:wo  good  reasons 
or  prescribing 

LIBRAX* 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide  HC1  and  2.5  mg  clidinium  Br. 


ROCHE 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BAC1TRAC1N-NE0MYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y, 
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PRESIDENT-ELECT 
Walter  L.  Cawood,  M.D. 
Ashland 


A highlight  of  the  1969  Annual  Meeting  will  be 
the  installation  of  Doctor  Cawood  as  president  of  the 
Kentucky  Medical  Association  on  Wednesday  eve- 
ning, September  24.  Elected  KM  A Trustee  for  the 
13th  District  in  1964,  Doctor  Cawood  served  as 
chairman  of  the  Board  during  the  1967-1968  Associa- 
tional  Year,  the  first  year  of  his  second  term  as  a 
trustee. 

Born  at  Lena  Rue  in  Harlan  County,  Kentucky  in 
1921,  Doctor  Cawood  graduated  from  Hall  High 
School  in  1940.  He  attended  Berea  College,  Eastern 
Kentucky  State  Teachers  College  and  the  University 
of  Kentucky,  graduating  from  the  University  of 
Louisville  School  of  Medicine  in  1946.  After  com- 


pleting his  internship  at  Nashville  General  Hospital 
he  served  for  two  years  in  the  Army  Medical  Corp 
at  Pasadena,  California. 

Upon  his  discharge  from  military  service,  Doctor 
Cawood  began  general  practice  in  Harlan  where  he 
remained  until  1955.  He  then  spent  three  years  in 
a radiology  residency  at  Johns  Hopkins  Hospital.  He 
has  practiced  radiology  in  Ashland  since  1958. 

Active  in  the  affairs  of  the  Boyd  County  Medical 
Society  and  the  Kentucky  Medical  Association,  the 
American  Medical  Association  and  the  American 
College  of  Radiology  for  many  years,  Doctor  Cawood 
is  well  qualified  for  the  office  of  president  to  which 
his  fellow  KMA  members  have  elected  him. 


VICE  PRESIDENT 

Edwin  P.  Solomon,  M.D.,  Louisville 


An  active  participant  in  medical  affairs  at  both 
state  and  local  level.  Doctor  Solomon,  an  obstetrician 
and  gynecologist,  graduated  from  Tulane  Medical 
School.  He  is  past  president  of  the  Jefferson  County 
Medical  Society  and  the  Kentucky  and  Louisville 
Obstetrical  and  Gynecologic  Societies  and  has  served 
on  many  KMA  committees.  An  assistant  professor 


of  obstetrics  and  gynecology  at  the  University  of 
Louisville  School  of  Medicine,  Doctor  Solomon  is 
a fellow  of  the  American  College  of  Obstetrics  and 
Gynecology  and  of  the  American  College  of  Sur- 
geons and  a diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology. 


Secretary  and  Treasurer 


SECRETARY 

S.  Randolph  Scheen,  M.D.,  Louisville 

Now  serving  his  second  year  as  KMA  secretary, 
Doctor  Scheen,  a dermatologist  is  an  instructor  in 
medicine  at  the  University  of 
Louisville  School  of  Medicine 
and  chief  of  dermatology  at  St. 
Joseph’s  Infirmary.  He  is  a 1953 
graduate  of  the  University  of 
Louisville  School  of  Medicine 
and  a member  of  the  American 
Academy  of  Dermatology,  the 
Noah  Worcester  Dermatologic 
Society  and  the  Alumni  Association  of  the  Mayo 
Foundation. 


TREASURER 

Keith  P.  Smith,  M.D.,  Corbin 

Doctor  Smith  has  served  as  KMA  treasurer  since 
1963  and  is  a former  vice  president  and  chairman 
of  the  Board  of  Trustees.  A 1936 
graduate  of  the  University  of 
Louisville  School  of  Medicine, 
he  is  a past  president  and  vice 
president  of  the  Kentucky  Acad- 
emy of  General  Practice.  He  has 
practiced  for  a number  of  years 
in  Corbin  where  he  was  first 
chief  of  staff  of  the  Corbin 

Municipal  Hospital 
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Journal  Editors 


EDITOR 

Walter  S.  Coe,  M.D.,  Louisville 

Elected  this  year  to  his  second  two-year  term  as 
editor  of  The  Journal,  Doctor  Coe  was  recently 
named  president-elect  of  the 
Jefferson  County  Medical  Society. 
A 1943  graduate  of  the  Univer- 
sity of  Louisville  School  of  Medi- 
cine, he  is  an  associate  clinical 
professor  of  medicine  at  that  in- 
stitution. He  is  past  president  of 
the  Kentucky,  Louisville  and 
Jefferson  County  Heart  Assoc- 
iations. 


ASSOCIATE  EDITOR 
Sam  A.  Overstreet,  M.D.,  Louisville 

Doctor  Overstreet  served  as  president  of  the 
Kentucky  Medical  Association  during  its  Centennial 
year  1950-51  and  is  a former 
Journal  editor,  a position  in 
which  he  served  for  eight  years. 
He  is  a 1923  graduate  of  the 
University  of  Louisville  School 
of  Medicine,  a member  of  the 
State  Board  of  Health,  the 
Southern  Medical  Association  and 
the  American  College  of  Physi- 
cians. 


ASSISTANT  EDITOR 
Walter  I.  Hume,  Jr.,  M.D.,  Louisville 

Now  serving  as  president  of  the  Jefferson  County 
Medical  Society,  Doctor  Hume  has  been  very 
I active  in  committee  work  both  in 
the  Society  and  in  the  Kentucky 
% I Medical  Association.  An  assis- 
S(JSN  MgjjKsm  tant  clinical  professor  of  surgery 
| | M at  the  University  of  Louisville 

1 SfcSS*.  School  of  Medicine,  he  is  a 1949 
graduate  of  Harvard  Medical 


AMA  Delegate 

J.  Thomas  Giannini,  M.D.,  Louisville 

A 1938  graduate  of  the  University  of  Louisville 
School  of  Medicine,  Doctor  Giannini  is  a fellow 
sf*-"  I t*ie  American  Society  of  Plas- 

I tic  and  Reconstructive  Surgeons. 
• I He  has  served  as  a delegate  to 
i.  11  the  AMA  since  1963  and  was 

i J “ “ 

jA  S previously  an  alternate  delegate. 
He  has  also  served  KMA  as  a 
delegate  from  Jefferson  County 
and  as  chairman  of  the  Scien- 


AMA  Delegates 


John  C.  Quertermous,  M.D.,  Murray 

An  internist  practicing  in  Murray  since  1950, 
Doctor  Quertermous  has  been  an  AMA  delegate 

f since  1963  and  serves  as  chair- 
man of  the  KEMPAC  Board.  He 
is  a 1942  graduate  of  the  Uni- 
versity of  Louisville  School  of 
Medicine  and  a past  president  of 
the  Calloway  County  Medical 
Society.  He  is  a former  chairman 
of  the  KMA  Council  on  Legis- 
lative Activities  for  national 
affairs. 


Charles  C.  Rutledge,  M.D.,  Hazard 

Doctor  Rutledge,  a former  alternate  delegate,  has 
served  as  an  AMA  delegate  since  1965.  A surgeon, 
he  graduated  from  the  University 

' 1 of  Louis\  ille  School  of  Medicine 

" * . I in  1946  and  has  practiced  in 

Hazard  since  1955.  He  is  a mem- 
■ her  of  the  Kentucky  Surgical 

I Societ\  and  the  Southern  Medi- 
cal  Association  and  a fellow  of 
I the  American  College  of  Sur- 
geons. 
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New  Trustees 


Thornton  E.  Bryan,  Jr.,  M.D.,  Cadiz 

A 1954  graduate  of  the  University  of  Louisville 
School  of  Medicine,  Doctor  Bryan  has  practiced  in 
Cadiz  since  1955.  He  is  a member  of  the  KMA 
Executive  Committee,  Plans  and  Development  com- 
mittee, a past  president  of  the  Kentucky  Academy  of 
General  Practice,  and  president  of  the  Trigg  County 
Hospital  staff. 


C.  C.  Lowry,  M.D.,  Murray 

Doctor  Lowry  served  as  vice  president  of  KMA 
for  the  Western  District  during  the  1965-66  Associa- 
tional  year.  A surgeon,  he  graduated  from  Vander- 
bilt Medical  School  in  1943  and  has  practiced  in 
Murray  since  1952.  He  is  a fellow  of  the  American 
College  of  Surgeons  and  holds  membership  in  the 
Southeastern  Surgical  Congress  and  the  Kentucky 
Surgical  Society. 


W.  Bruce  Hamilton,  M.D.,  Shepherdsville 

In  the  two  years  preceding  his  election  as  a 
trustee,  Doctor  Hamilton,  a 1953  graduate  of  the 
University  of  Louisville  School  of  Medicine,  served 
as  chairman  of  the  KMA  By-Laws  Committee.  He 
was  president  of  the  Bullitt  County  Medical  Society 


in  1968  and  is  a member  of  the  Bullitt  County  Board 
of  Health  and  the  Kentucky  Academy  of  General 
Practice. 


Robert  N.  McLeod,  Jr.,  M.D.,  Somerset 

Doctor  McLeod,  a pediatrician,  graduated  from  the 
University  of  Pennsylvania  School  of  Medicine  in 
1945  and  has  practiced  in  Somerset  since  1950.  He 
served  for  five  years  as  chairman  of  the  KMA 
Committee  on  Neo-Natal  Mortality  and  for  three 
years  as  a member  of  the  Board  of  Consultants  for 
The  KMA  Journal.  He  is  past  president  of  the 
Kentucky  Pediatric  Society  and  the  Pulaski  County 
Medical  Association. 


Paul  E.  Holbrook,  M.D.,  Ashland 

Elected  to  fill  the  unexpired  term  of  Walter  L. 
Cawood,  M.D.,  Ashland,  KMA  president-elect.  Doc- 
tor Holbrook  is  a 1938  graduate  of  the  University 
of  Louisville  School  of  Medicine.  An  internist,  he 
has  practiced  in  Ashland  since  1945. 


Election  of  Trustees  and  Alternate  Trustees 

Five  district  trustees  and  five  alternate  trustees  will  be  elected  by  The  House  of  Delegates  at  its  second 
session,  Wednesday,  September  24.  Nominations  will  be  made  by  the  delegates  from  the  electing  districts  at 
a meeting  following  the  first  session  of  the  House  on  Monday,  September  22.  The  committee  will  report  its 
nominees  at  the  close  of  the  first  scientific  session  on  Tuesday,  September  23.  Nominations  may  be  made 
from  the  floor  at  the  final  session  of  the  House  Wednesday  evening,  September  24.  The  delegates  will  consider 
and  act  upon  all  nominations  at  this  final  session. 

Districts  electing  trustees  for  three-year  terms  are:  FIFTH  DISTRICT  (incumbent  George  A.  Sehlinger, 
M.D.,  Louisville);  SIXTH  DISTRICT  (incumbent  Rex  E.  Hays,  M.D.,  Glasgow);  EIGHTH  DISTRICT 
(incumbent  Lee  C.  Hess,  M.D.,  Florence);  ELEVENTH  DISTRICT  (incumbent  Douglas  H.  Jenkins,  M.D., 
Richmond);  FIFTEENTH  DISTRICT  (incumbent  E.  C.  Seeley,  M.D.,  London.)  All  are  eligible  for  re-election 
with  the  exception  of  Doctor  Hayes  who  has  served  two  full  terms. 

Districts  electing  alternate  trustees  are  the  same  as  those  electing  trustees.  Incumbents  are  W.  Fielding 
Rubel,  M.D.,  Louisville;  James  O.  Willoughby,  M.D.,  Bowling  Green;  Donald  K.  Dudderar,  M.D..  Newport; 
Hugh  Mahaffey,  M.D.,  Richmond;  and  Harold  L.  Bushey,  M.D.,  Barbourville,  respectively.  All  five  alternate 
trustees  are  eligible  for  re-election. 
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Officers  of  the  House  of  Delegates 


SPEAKER 

Richard  F.  Greathouse,  M.D.,  Louisville 


VICE-SPEAKER 

Carl  C.  Cooper,  M.D.,  Bedford 


Now  serving  his  second  term  as  speaker  of  the 
House,  Doctor  Greathouse  is  a former  vice-speaker 
and  delegate  from  the  Jefferson 
County  Medical  Society.  He  has 
served  as  secretary-treasurer  of 
KEMPAC  and  is  past  president 
of  the  Louisville  Pediatric 
Society.  He  is  a 1951  graduate 
of  the  University  of  Louisville 
School  of  Medicine  where  he  is 
an  assistant  clinical  professor  of 
pediatrics. 


A former 
gate  to  the 


KMA  vice  president  and  alternate  dele- 
AMA,  Doctor  Cooper  is  serving  his 
second  term  as  vice-speaker  of 
the  House.  He  has  served  on 
many  KMA  committees  and  is 
a past  vice-president  of  the  Ken- 
tucky Academy  of  General  Prac- 
tice. Doctor  Cooper  graduated 
from  the  University  of  Louis- 
ville School  of  Medicine  in  1952. 
He  is  a member  of  the  American 
Academy  of  General  Practice. 


KMA  Delegates 


ADAIR 

Oris  Aaron,  Columbia 

ALLEN 

Earl  P.  Oliver,  Scottsville 

ANDERSON 

Boyd  Caudill,  Lawrenceburg 

BALLARD 

Glenn  D.  Baird,  Bandana 

BARREN 

W.  H.  Bryant,  Glasgow 

BATH 

BELL 

Charles  B.  Stacy,  Pineville 
Kenneth  W.  Smith,  Middlesboro 

BOONE 

Glenn  F.  Baird.  Florence 

BOURBON 

Richard  Wever.  Paris 

BOYD 

John  Harrison.  Ashland 

BOYLE 

John  M.  Baird.  Danville 

BRACKEN 

James  Stevenson.  Brooksville 

BREATHITT 

F.  C.  Lewis.  Jackson 

BRECKINRIDGE 

James  G.  Sills,  Hardinsburg 

BULLITT 

Patrick  Murphy,  Lebanon  Jet. 

BUTLER 

D.  G.  Miller,  Jr.,  Morgantown 

CALDWELL 

CALLOWAY 

Hugh  Houston,  Murray 


CAMBELL-KENTON 

Carl  J.  Brueggemann,  Covington 
Donald  K.  Dudderar,  Newport 
W.  V.  Pierce,  Covington 
Donald  Janney,  Covington 
Louis  J.  Nutini,  Erlanger 
Thomas  L.  Heavern,  Jr.,  Highland 
Hts. 

CARLISLE 

J.  T.  O’Neill,  Arlington 

CARROLL 

E.  S.  Weaver,  Carrollton 

CARTER 

CASEY 

Lewis  E.  Wesley,  Liberty 

CHRISTIAN 

W.  Faxon  Payne,  Hopkinsville 
James  B.  Cox,  Hopkinsville 

CLARK 

CLAY 

W.  E.  Becknell,  Manchester 

CLINTON 

Earnest  A.  Barnes,  Albany 

CRITTENDEN 

R.  M.  Brandon,  Marion 

CUMBERLAND 

Joseph  Schickel,  Burkesville 

DAVIESS 

Coy  Ball,  Owensboro 
J.  C.  Stiles,  Owensboro 
J.  S.  Oldham,  Owensboro 

EDMONSON 

S.  E.  Farmer,  Brownsville 

ELLIOTT 

Brown  L.  Adkins,  Sandy  Hook 

ESTILL 

Charles  E.  Terry,  Irvine 


FAYETTE 

John  F.  Berry,  Jr.,  Lexington 
Leslie  W.  Blakey,  Lexington 

M.  Cary  Blaydes,  Lexington 
Peter  P.  Bosomworth,  Lexington 

N.  Lewis  Bosworth.  Lexington 
Thomson  R.  Bryant.  Lexington 
Winston  L.  Burke,  Lexington 
David  A.  Hull,  Lexington 
Richard  D.  Floyd,  Lexington 
Richard  F.  Hench.  Lexington 
Bush  A.  Hunter,  Lexington 
Carl  H.  Scott,  Lexington 

Ben  C.  Stigall,  Lexington 

FLEMING 

S.  W.  Gehring,  Flemingsburg 

FLOYD 

Lowell  Martin,  Martin 

FRANKLIN 

Sandford  L.  Weiler,  Frankfort 
B.  B.  Baughman,  Frankfort 

FULTON 

Glynn  F.  Bushart,  Fulton 

GALLATIN 

John  D.  Fielding,  Jr.,  Warsaw 

GARRARD 

O.  S.  Playforth,  Lancaster 

GRANT 

Dari  B.  Shipp.  Dry  Ridge 

GRAVES 

Henry  B.  Keister,  Mayfield 

GRAYSON 

P.  A.  O'Neill,  Leitchfield 

GREEN 

Robert  Simmons,  Greensburg 

GREENUP 
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HANCOCK 

Glenn  Richards,  Lewisport 

HARDIN 

Clyde  Brassfield,  Elizabethtown 

HARLAN 

Henry  Evans,  Harlan 

R.  Smith  Howard,  Harlan 

HARRISON 

Wilbur  H.  Wilson,  Cynthiana 

HART 

Keene  M.  Hill,  Jr.,  Horse  Cave 

HENDERSON 

Kenneth  Eblen.  Henderson 
Charles  C.  Kissinger,  Henderson 

HENRY 

Robert  Houston,  Eminence 

HICKMAN 

C.  J.  Mills,  Clinton 

HOPKINS 

Loman  E.  Trover,  Madisonville 
Faull  S.  Trover,  Madisonville 

JACKSON 

Donald  L.  Peterson,  McKee 

JEFFERSON 

Ralph  M.  Denham.  Louisville 
Harold  G.  Eskind,  Louisville 
Roy  A.  Martin,  Louisville 
Robert  L.  McClendon,  Louisville 
F.  Albert  Olash,  Louisville 
Bernard  I.  Popham,  Louisville 
W.  Fielding  Rubel,  Louisville 

S.  Randolph  Scheen,  Louisville 
Robert  C.  Tate,  Louisville 
Robert  S.  Tillett,  Louisville 
James  G.  Baker,  Louisville 
Frank  M.  Gaines,  Jr.,  Louisville 
R.  F.  Greathouse,  Louisville 
Cecil  L.  Grumbles,  Louisville 

N.  I.  Handelman,  Louisville 
Edward  N.  Maxwell,  Louisville 
Herman  R.  Moore,  Jr.,  Louisville 
Carroll  H.  Robie,  Louisville 
Charles  C.  Smith,  Jr.,  Louisville 
Donn  L.  Smith,  Louisville 
John  D.  Allen,  Jr.,  Louisville 
William  H.  Bizot,  Louisville 
Glenn  W.  Bryant,  Louisville 
Peter  C.  Campbell,  Jr.,  Louisville 
Elbert  G.  Christian,  Louisville 
Fred  C.  Coy,  Jr.,  Louisville 
Morgan  R.  Colbert,  Louisville 
John  H.  Doyle,  Louisville 
Charles  M.  Hargadon,  Louisville 
Clyde  T.  Moore,  Louisville 
Charles  R.  Oberst,  Louisville 
John  L.  Wolford,  Louisville 

JESSAMINE 

J.  Sankey  Williams,  Nicholasville 

JOHNSON 

Glenn  R.  Powell,  Paintsville 


KNOTT 

Gene  T.  Watts,  Hindman 

KNOX 

Harold  L.  Bushey,  Barbourville 

LARUE 

Marion  Douglass,  Jr.,  Magnolia 

LAUREL 

John  B.  Rypstra,  London 

LAWRENCE 

William  J.  McNabb,  Louisa 

LEE 

LESLIE 

Mary  Pauline  Fox,  Hyden 

LETCHER 

Jim  B.  Tolliver,  Whitesburg 

LEWIS 

LINCOLN 

Giles  L.  Stephens,  Stanford 

LIVINGSTON 

LOGAN 

LYON 

R.  H.  Hyde,  Eddyville 

McCracken 

Burton  Haley,  Paducah 
Walter  Johnson,  Paducah 
W.  Eugene  Sloan,  Paducah 

McCreary 

H.  A.  Perry,  Whitley  City 

McLEAN 

Everett  S.  Coleman,  Sacramento 

MADISON 

MAGOFFIN 

MARION 

MARSHALL 

Keith  Ellis,  Benton 

MARTIN 

Raymond  Wells,  Inez 

MASON 

William  Savage,  Maysville 

MEADE 

MENIFEE 

Donald  L.  Graves,  Frenchburg 

MERCER 

Frank  Whalen,  Harrodsburg 

METCALFE 

L.  P.  Emberton,  Edmonton 

MONROE 

J.  Jack  Martin,  Tompkinsville 

MONTGOMERY 

Robert  J.  Salisbury,  Mt.  Sterling 

MORGAN 

Alec  Spencer,  West  Liberty 

MUHLENBERG 

Mark  A.  Judge,  Central  City 


NELSON 

Kenneth  L.  Stinnette,  Bardstown 

NICHOLAS 

W.  R.  Kingsolver,  Carlisle 

OHIO 

OLDHAM 

Burl  Mack,  Pewee  Valley 

OWEN 

O.  A.  Cull,  Owenton 


OWSLEY 

Mildred  B.  Gabbard,  Booneville 

PENDLETON 

William  M.  Townsend,  Falmouth 

PERRY 

Keith  Cameron,  Ary 

PIKE 

Harvey  A.  Page,  Pikeville 
Max  P.  Jones,  Pikeville 

POWELL 

PULASKI 

Stephen  B.  Kelley,  Somerset 
John  P.  Hill,  Somerset 

ROBERTSON 

ROCKCASTLE 

George  H.  Griffith,  Mt.  Vernon 

ROWAN 

RUSSELL 

James  E.  Monin,  Jamestown 

SCOTT 

R.  Kendall  Brown,  Georgetown 

SHELBY 

M.  D.  Klein,  Shelbyville 

SIMPSON 

Douglas  R.  Alvey,  Franklin 

SPENCER 

M.  H.  Skaggs,  Taylorsville 

TAYLOR 

H.  F.  Chambers,  Campbellsville 

TODD 

Ralph  D.  Lynn,  Elkton 

TRIGG 

Thornton  Bryan,  Jr.,  Cadiz 

TRIMBLE 

Carl  Cooper,  Bedford 

UNION 

Wallas  N.  Bell,  Sturgis 

WARREN 

Paul  J.  Parks,  Bowling  Green 
James  O.  Willoughby,  Bowling 
Green 


WASHINGTON 

Richard  A.  Hamilton,  Springfield 

WAYNE 

John  W.  Simmons,  Monticello 
(Continued  on  page  602) 
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Reference  Committee  Activity 

All  officers’  and  committees’  reports  and  resolutions  will  be  referred  to  one  of  six  reference 
committees  by  Speaker  Richard  F.  Greathouse,  M.D.,  Louisville  at  the  first  meeting  of  the  KMA 
House  of  Delegates  at  9 a.m.  Monday,  September  22.  Reference  committee  chairmen  will  meet 
for  briefing  sessions  at  12:30  p.m.  Monday  in  Room  317,  Kentucky  Hotel.  Reference  committees 
will  meet  on  the  mezzanine  floor  of  the  Kentucky  Hotel  at  2 p.m.  Monday,  September  22  and 
any  KMA  member  wishing  to  testify  on  any  resolution  or  report  is  urged  to  be  present.  In  order 
to  permit  all  who  wish  to  speak  to  be  heard,  these  open  sessions  will  last  at  least  one  hour.  The 
committees  will  go  into  executive  sessions  following  the  open  hearings  to  study  the  reports,  re- 
view the  testimony  and  write  their  reports  to  the  House. 

The  committees’  recommendations  will  be  presented  at  the  final  session  of  the  House,  Wed- 
nesday night,  September  24,  in  the  Terrace  Room,  Kentucky  Hotel.  Listed  below  are  the  refer- 
ence committees  appointed  by  Doctor  Greathouse  to  serve  during  the  1969  session. 


1969  Reference  Committee  Appointments 


REFERENCE  COMMITTEE  NO.  1 

Parlor  B 

Lewis  Bosworth,  M.D.,  Lexington,  Chairman 

Harold  Bushey,  M.D.,  Barbourville 

Burton  Haley,  M.D.,  Paducah 

Thomas  L.  Heavern,  M.D.,  Highland  Heights 

Bernard  Popham,  M.D.,  Louisville 


REFERENCE  COMMITTEE  NO.  2 

Room  203 

Donn  L.  Smith,  M.D.,  Louisville,  Chairman 
Max  Jones,  M.D.,  Pikevilte 
Glen  Richards,  M.D.,  Lewisport 
Carl  Scott,  M.D.,  Lexington 
Faull  Trover,  M.D.,  Madisonville 


REFERENCE  COMMITTEE  NO.  3 

Room  204 

James  Cox,  M.D.,  Hopkinsville,  Chairman 
Cecil  Grumbles,  M.D.,  Louisville 
David  Hull,  M.D.,  Lexington 
John  S.  Oldham,  M.D.,  Owensboro 
Charles  B.  Stacy,  M.D.,  Pineville 


REFERENCE  COMMITTEE  NO.  4 

Parlor  A 

Ed  Maxwell,  M.D.,  Louisville,  Chairman 
Carl  Brueggemann,  M.D.,  Covington 
John  Hill,  M.D.,  Somerset 
Hugh  Houston,  M.D.,  Murray 
Robert  Houston,  M.D.,  Eminence 


REFERENCE  COMMITTEE  NO.  5 

Parlor  C 

Paul  Parks,  M.D.,  Bowling  Green,  Chairman 
Glenn  Bryant,  M.D.,  Louisville 
John  D.  Fielding,  M.D.,  Warsaw 
Lowell  Martin,  M.D.,  Martin 
Richard  McElvin,  M.D  , Lexington 


REFERENCE  COMMITTEE  NO.  6 

Parlor  D 

John  Baird,  M.D.,  Danville,  Chairman 
John  Berry,  M.D.,  Lexington 
Harold  Eskind,  M.D.,  Louisville 
Mildred  Gabbard,  M.D.,  Booneville 
John  Rypstra,  M.D.,  London 


ucky  Medical  Association  • August  1969 


601 


OFFICIAL  CALL 
KMA  Annual  Meeting 

To  the  officers  and  members  of  the  component 
county  medical  societies  of  the  Kentucky  Medical 
Association. 


Meeting  Place 

The  Annual  Meeting  of  the  KMA  will  convene 
on  Tuesday,  Wednesday  and  Thursday,  September 
23,  24  and  25,  at  Convention  Center,  Louisville. 
The  first  general  session  will  be  called  to  order  at 
8:50  a.m.  Tuesday. 


The  House  of  Delegates 

The  first  regular  session  of  the  House  of  Delegates 
will  convene  at  9 a.m..  Monday,  September  22.  The 
second  regular  business  session  will  begin  at  7 p.m., 
Wednesday,  September  24.  A subscription  dinner 
will  be  served  to  the  delegates  preceding  the  session 
at  6 p.m.  Both  sessions  will  be  held  in  the  Terrace 
Room  of  the  Kentucky  Hotel. 


Registration 

The  registration  desk  will  open  at  the  Terrace 
Room  of  the  Kentucky  Hotel  at  8 a.m.,  Monday, 
September  22.  and  at  5:30  p.m..  Wednesday,  Septem- 
ber 24.  It  will  be  open  in  the  technical  exhibit  hall 
of  Convention  Center  from  8 a.m.  to  5 p.m.  Tuesday. 
Wednesday  and  Thursday.  September  23-25. 

Lung  Cancer  Screening  Booth 
Scheduled  For  KMA  Meeting 

A Lung  Cancer  Screening  Booth  will  be  available 
to  doctors  this  year  at  the  Annual  Meeting.  The 
booth,  sponsored  by  the  Kentucky  Division  of  the 
American  Cancer  Society,  will  be  located  in  the 
main  auditorium  of  Convention  Center. 

Cytotechnologists  will  collect  sputum  samples 
which  will  be  processed  and  scanned  for  the  presence 
of  atypical  cells.  Results  of  screening  will  be  sent  to 
the  physician  on  whom  the  study  was  performed. 

All  those  attending  are  urged  to  take  advantage 
of  this  opportunity. 


REGISTRATION  INFORMATION 

A Registration  Booth  will  be  located  in  the 
north  end  of  the  Convention  Hall  (in  the 
Technical  Exhibit  Hall)  throughout  the  An- 
nual Meeting.  The  booth  will  open  at  8 a.m. 
Tuesday,  Wednesday  and  Thursday,  Sep- 
tember 23,  24  and  25. 

Please  wear  your  badge  at  all  times  while 
attending  the  meeting. 


House  To  Elect  New  KMA  Officers 
For  1969-70  Associational  Year 

The  House  of  Delegates  will  elect  the  KMA 
officers  for  the  1969-70  Associational  year  at  the 
close  of  its  final  session  Wednesday  evening,  Septem- 
ber 24.  Officers  to  be  selected  by  the  House  are: 

President-Elect  (Western)  One  Year 

Vice  President  (Eastern)  One  Year 

-Secretary  (S.  Randolph  Sheen,  M.D.,  Louisville, 

incumbent) 
Three  Years 

-'Treasurer  (Keith  P.  Smith,  M.D.,  Corbin,  incumbent) 

Three  Years 

*AMA  Delegates  (John  C.  Quertermous,  M.D., 
Murray,  and  Charles  C.  Rutledge,  M.D.,  Hazard, 

incumbents) 
Two  Years 

*AMA  Alternate  Delegates  (Daryl  P.  Harvey,  M.D., 
Glasgow  and  David  B.  Stevens,  M.D.  Lexington, 

incumbents) 
Two  Years 

* Eligible  for  re-election 

Emergency  Messages  Transferred 
Through  584-2201  at  Meeting 

A Message  Center  will  be  set  up  during  the  Annual 
Meeting  where  you  may  be  reached  in  case  of  an 
emergency  or  for  routine  messages.  The  number  is 
(Area  Code  502)  584-2201.  The  Message  Center 
will  be  located  in  the  center  of  the  Technical  Exhib- 
it Hall  at  Convention  Center  and  will  be  staffed  at 
all  times  by  trained  employees  of  South  Central  Bell. 

Only  emergency  calls  will  be  posted  on  the  black- 
board in  the  entrance  lobby  of  Convention  Center 
and  in  the  Scientific  Assembly  Hall.  All  other  mes- 
sages will  be  kept  on  file  at  the  Message  Center 
until  you  call  for  them;  so  please  check  this  desk 
frequently. 

Due  to  the  arrangement  of  facilities  for  the  meet- 
ings, paging  of  individual  physicians  will  not  be 
possible. 

It  will  be  possible  to  locate  other  physicians 
through  the  Message  Center  by  calling  584-2201  and 
asking  that  your  message  be  delivered. 

The  Kentucky  Hotel  phone  number  is  587-1181. 
If  you  are  attending  the  meetings  of  the  House  of 
Delegates,  have  your  calls  directed  to  the  Terrace 
Room.  When  you  receive  a call  your  name  will  be 
posted  on  the  blackboard  at  the  front  of  the  room. 

You  are  urged  to  make  use  of  the  Message  Center 
which  is  located  conveniently  and  efficiently  for  the 
transfer  of  messages.  Be  sure  to  leave  these  phone 
numbers  at  your  home,  office  and  hospital. 


(Continued  front  page  600) 
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The  Kentucky  Hotel 
KM  A Annual  Sleeting  Headquarters 


SCIENTIFIC  PROGRAM  September  23,  24  and  25  will  feature  panel  discussions  of  timely  medical  topics 
by  prominent,  nationally  recognized  physicians.  Themes  will  include  “Cancer,”  "Drugs.”  "Transplants." 
“Atherosclerosis,”  “Obesity,”  and  “School  Health."  A new  "Crackerbarrel  Session"  will  be  introduced  at  the 
September  24  afternoon  session. 


SIXTEEN  SPECIALTY  GROUPS  have  scheduled  meetings  on  the  afternoons  of  September  23  and  25.  KMA 
members  may  attend  any  of  these  meetings  in  which  they  are  interested. 


THE  HOUSE  OF  DELEGATES,  top  policy-making  body  of  the  Association,  will  meet  at  9 a.m.  Monday, 
September  22,  and  at  7 p.m.,  Wednesday,  September  24  in  the  Terrace  Room  of  the  Kentucky  Hotel.  New 
KMA  officers  will  be  elected  at  the  second  session. 


THE  PRESIDENT’S  LUNCHEON  guest  speaker  will  be  M.  Stanton  Evans,  Indnanapolis,  Indiana,  editor  of 
the  Indianapolis  News.  Mr.  Evans  will  discuss  "The  Future  of  Freedom."  Beginning  at  11:50  a.m.  Wednesday, 
September  24  in  the  Flag  Room  of  the  Kentucky  Hotel,  the  luncheon  will  also  feature  the  presentation  of 
KMA’s  three  top  awards. 

SEVENTY -FIVE  TECHNICAL  EXHIBITS  of  a variety  of  medical  products  and  services  will  be  on  display 
in  Convention  Center  near  the  scientific  session  Assembly  Hall.  Members  will  have  the  opportunity  to  gain 
the  latest  information  about  recent  advances  in  many  fields  of  interest. 

ALUMNI  REUNIONS  for  the  five-year  classes  of  the  University  of  Louisville  School  of  Medicine  are  planned. 

THE  WOMAN’S  AUXILIARY  to  KMA  will  hold  its  47th  Annual  Convention  September  22,  23  and  24 
at  the  Kentucky  Hotel.  Business  sessions  and  special  entertainment  have  been  scheduled. 
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New  KMA  Members  To  Be  Offered 
Ninth  Orientation  Course  Sept.  22 

Approximately  100  new  KMA  members  will  have 
an  opportunity  to  take  the  Ninth  KMA  Orientation 
course,  which  will  be  held  in  the  Mirror  Room  of 
the  Kentucky  Hotel  on  Monday,  September  22,  just 
prior  to  the  opening  of  the  1969  KMA  Annual 
Meeting. 

The  members  of  the  KMA  Communication  and 
Health  Education  Committee  have  spent  much  time 
in  preparing  an  outstanding  program  designed  to 
better  equip  new  KMA  members  in  meeting  present- 
day  responsibilities  as  a citizen  and  as  a physician. 
The  informative  and  fast-moving  session  will  begin 
promptly  at  8:30  a.m.,  following  registration  at  8:00 
a.m.,  and  will  adjourn  by  12:30  p.m. 

Letters  of  invitation  are  being  sent  to  those  KMA 
members  who  have  joined  the  Association  during 
the  past  two  years  and  have  not  as  yet  attended  an 
orientation  program.  Any  KMA  member,  whether  he 
receives  an  invitation  or  not,  is  most  welcome  to 
attend  the  course.  Following  is  the  program  to  be 
presented  at  the  Ninth  Orientation  Course  on  Mon- 
day, September  22. 


Ninth  KMA  Orientation  Program 

N.  Lewis  Bosworth,  M.D. , Lexington 
Moderator 

8:00  a.m.  Registration 

8:30  a.m.  Welcome  and  Introduction 

Henry  B.  Asman,  M.D.,  Louisville 
KMA  President 

8:35  a.m.  “The  Wife’s  Role  in  Organized  Medicine” 
Mrs.  William  McBeath.  Lexington 
President,  Woman’s  Auxiliary  to  KMA 


Structure-Function-Policies  in  Organized  Medicine 


8:50  a.m.  “County  Medical  Society” 

Walter  Johnson,  M.D.,  Paducah 
Past  President 

McCracken  County  Medical  Society 

9:05  a.m.  “Kentucky  Medical  Association" 

S.  Randolph  Scheen,  M.D.,  Louisville 
KMA  Secretary 

9:20  a.m.  “American  Medical  Association” 

Robert  C.  Long,  M.D.,  Louisville 
Member,  AMA  Board  of  Trustees 


9:35  a.m.  "Community  Relations" 

Charles  Rutledge,  M.D.,  Hazard 
Delegate  to  AMA 


9:55  a.m.  "Health  Insurance”  (Blue  Cross-Blue  Shield) 

J.  Ed  McConnell,  Louisville 
President 

Blue  Cross  Hospital  Plan,  Inc. 

10:10  a.m.  “Health  Insurance”  (Commercial) 

Francis  J.  Batridge 

Metropolitan  Life  Insurance  Company 

10:25  a.m.  COFFEE  BREAK 


10:40  a.m.  “Cults" 

David  B.  Stevens,  M.D.,  Lexington 
Chairman,  KMA  Cults  Committee 

10:55  a.m.  “Medical  Ethics" 

Clyde  C.  Sparks,  M.D.,  Ashland 
KMA  Past  President 


11:15  a.m.  “Medico-Legal  Aspects" 

E.  Gaines  Davis,  Jr„  Frankfort 
KMA  Legal  Counsel 

1 1 :35  a.m.  “Medico-Press  Relations" 

Charles  Harrison,  Louisville 
Associate  News  Director 
WAVE-TV,  & AM 

1 1 :50  a.m.  “The  National  Scene  for  Medical  Legislation" 

John  C.  Quertermous,  M.D.,  Murray 
Chairman,  KEMPAC  Board  of  Directors 

12:05  p.m.  “State  Legislation  and  the  Key  Man  System" 

Fred  C.  Rainey,  M.D.,  Elizabethtown 
Chairman  for  State  Affairs 
KMA  Committee  on  Legislative 
Activities 


12:15  p.m.  “The  Physician's  Role  in  Legislation  and 
Politics" 

Hoyt  D.  Gardner,  M.D.,  Louisville 

Secretary-Treasurer 

American  Medical  Political  Action 

Committee 


Nominating  Committee  To  Hold 
Open  Meeting  September  22 

The  KMA  Nominating  Committee  will  hold  an 
open  meeting  following  the  close  of  the  first  session 
of  the  House  of  Delegates  Monday,  September  22, 
at  the  alcove  in  the  Terrace  Room  of  the  Kentucky 
Hotel. 

Any  KMA  member  may  confer  with  the  commit- 
tee during  this  meeting.  Final  recommendations  of 
the  committee  will  be  made  at  the  end  of  the  first 
scientific  session  Tuesday  morning,  September  23. 

The  House  of  Delegates  will  vote  on  the  nominees 
at  the  close  of  its  second  session,  September  24.  At 
this  session  nominations  may  be  made  from  the 
floor. 

Fred  C.  Rainey,  M.D.,  Elizabethtown  is  chairman 
of  the  Nominating  Committee.  Members  are  Joseph 
R.  Miller,  M.D.,  Benton;  Paul  J.  Parks,  M.D., 
Bowling  Green;  William  P.  VonderHaar,  M.D., 
Louisville;  and  J.  Sankey  Williams,  M.D.,  Nicholas- 
ville. 


KEMPAC  Seminar  Planned  Sept.  22 

The  annual  KEMPAC  Seminar,  held  Monday, 
September  22  in  the  Grand  Ballroom  of  the  Seel- 
bach  Hotel  in  Louisville,  will  open  with  a social 
hour  at  6 p.m.,  followed  by  dinner,  a program  fea- 
turing three  outstanding  speakers,  and  dancing.  Com- 
plete details  on  the  event  will  be  presented  in  the 
September  issue  of  The  Journal. 
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1969  Annual  Meeting  Program  Summary 

The  Kentucky  Medical  Association 

September  20,  21 , 22,  23,  24,  and  25 
Louisville 


6:30  p.m. 


12:30  p.m. 


SATURDAY,  SEPTEMBER  20 

Dinner  Meeting,  Board  of  Directors,  Ky.  Physicians  Mutual  

SUNDAY,  SEPTEMBER  21 

Luncheon  Meeting,  KMA  Board  of  Trustees  

MONDAY,  SEPTEMBER  22 


Pendennis  Club 


Parlor  A,  Kentucky  Hotel 


8:30  a.m. 
9:00  a.m. 
12:30  p m. 
2:00  p.m. 
6:00  p.m. 


Orientation  Program,  New  KMA  Members 
First  Meeting,  KMA  House  of  Delegates  . 
Luncheon  for  Reference  Committee  Chairmen 

Reference  Committee  Meetings  

KEMPAC  Reception,  Banquet  and  Seminar  . . 


Mirror  Room,  Kentucky  Hotel 

Terrace  Room,  Kentucky  Hotel 

Room  317,  Kentucky  Hotel 

Parlors  A,  B,  C,  D — Rooms  203  & 204,  Kentucky  Hotel 
Grand  Ballroom,  Seelbach  Hotel 


8:50  a.m. 
9:00  a.m. 
9:00  a.m. 
12:00  noon 
2:00  p.m. 


TUESDAY,  SEPTEMBER  23 

_ . Scientific  Assembly  Hall,  Convention  Center 

Opening  Ceremonies  ' 

. . Technical  Exhibit  Hall,  Convention  Center 

Registration 

First  Scientific  Session Scientific  Assembly  Hall,  Convention  Center 

Board  of  Trustees  Luncheon  4 Meeting  Parlor  A,  Kentucky  Hotel 

Specialty  Group  Sessions,  Convention  Center  ( Eight  Specialty  Group  Sessions  will  be  held  simultane- 
ously at  this  time.  Any  KMA  member  may  attend  any  of  these  meetings.  There  will  be  no  Gen- 
eral Session  at  this  time.  See  pages  606-608  in  program ). 


WEDNESDAY,  SEPTEMBER  24 


9:00  a.m. 
11:50  a.m. 
2:00  p.m. 
5:00  p.m. 
6:00  p.m. 


Second  Scientific  Session  Scientific  Assembly  Hall,  Convention  Center 

President's  Luncheon  Flo9  Room'  Kentucky  Hotel 

Third  Scientific  Session  Scientific  Assembly  Hall,  Convention  Center 

Meeting,  Board  of  Trustees  Parlor  B— Dinner  at  6:00,  Parlor  A,  Kentucky  Hotel 

Subscription  Dinner  and  Meeting,  House  of  Delegates  Terrace  Room,  Kentucky  Hotel 


THURSDAY,  SEPTEMBER  25 

9:00  a.m.  Fourth  Scientific  Session  Scientific  Assembly  Hall,  Convention  Center 

12  00  noon  Board  of  Trustees  Luncheon  and  Afternoon  Meetings  Parlor  A,  Kentucky  Hotel 

2-00  p.m.  Specialty  Group  Sessions,  Convention  Center  (Eight  Specialty  Group  Sessions  will  be  held  simultane- 
ously at  this  time.  Any  KMA  member  may  attend  any  of  these  meetings.  There  will  be  no  Gen- 
eral Session.  See  page  610-611  in  program). 


A 30-minute  intermission  has  been  scheduled  during  each  morning  and  afternoon  Scientific  Session 

for  visiting  Scientific  and  Technical  Exhibits. 

( Full  Scientific  Program  Starts  on  page  606) 
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The  Kentucky  Medical  Association 
SCIENTIFIC  PROGRAM 
Lewis  S.  McMurtry  Memorial  Meeting 
Convention  Center,  Louisville 


TUESDAY,  SEPTEMBER  23 
MORNING  SESSION 

General  Session 


Henry  B.  Aswan,  M.D.,  Louisville,  KMA  President 
Presiding 

8:50  Opening  Ceremonies 

9:00  PANEL  DISCUSSION  “The  Early  Diagnosis  of 
Cancer” 

William  Jewell,  M.D.,  Lexington.  Moderator 
Gilbert  S.  Campbell,  M.D.,  Little  Rock,  Ark. 
Richard  K.  Winkelmann,  M.D.,  Rochester, 
Minn. 

William  Christopherson,  M.D.,  Louisville 
Willet  F.  Whitmore,  Jr.,  M.D.,  New  York, 
N.Y. 

10:00  Intermission  to  Visit  Exhibits 

10:30  PANEL  DISCUSSION:  “New  Trends  in  Chemo- 

therapy” 

William  Jewell,  M.D.,  Lexington,  Moderator 
Richard  K.  Winkelmann.  M.D.,  Rochester, 
Minn. 

M.  Eugene  Lahey,  M.D..  Salt  Lake  City,  Utah 
Ricardo  R.  Fuste.  M.D.,  Memphis,  Tenn. 
Willet  F.  Whitmore,  Jr.,  M.D.,  New  York, 
N.Y. 

1 1 :30  President's  Address 

Henry  B.  Asman,  M.D.,  Louisville 


TUESDAY,  SEPTEMBER  23 
AFTERNOON  SESSION 

Eight  Specialty  Group  Meetings 


GILBERT  S.  CAMPBELL,  M.D. 
Little  Rock,  Arkansas 


Professor  and  chairman,  de- 
partment of  surgery,  chief  of 
thoracic  surgery  division.  Uni- 
versity of  Arkansas  Medical 
Center.  M.D.,  1946,  University 
of  Virginia.  M.S.,  1949,  Ph.D., 
1954,  University  of  Minnesota. 
Fellow,  American  College  of 
Surgeons.  Member,  American 
Association  for  Advancement  of 
Science,  American  Association 
for  Thoracic  Surgery,  Arkansas, 
Southwestern,  Southern  and 
American  Surgical  Societies. 


RICHARD  K.  WINKELMANN,  M.D. 
Rochester,  Minnesota 

Professor  of  dermatology  and 
anatomy.  University  of  Minne- 
sota, staff,  Mayo  Clinic.  M.D., 

1948,  Marquette  University. 

Ph.D.,  1956,  University  of 
Minnesota.  Atomic  Energy  Com- 
mission Fellow  in  Medicine, 

1949-51. 


(The  scientific  programs  of  eight  specialty  groups, 
beginning  at  2 p.m.,  will  feature  prominent  guest 
speakers  from  throughout  the  country.  All  KMA 
members  are  invited  to  attend  the  specialty  group 
meetings  of  their  choice.  There  will  be  no  general 
scientific  session  at  this  time.) 


Kentucky  Society  of  Anesthesiologists 
Room  205,  Convention  Center 

2:00  “Cardiac  Arrhythmias,  Prescription  of" 

Alon  P.  Winnie,  M.D.,  Chicago,  111. 

3:00  Intermission  to  Visit  Exhibits 
3:30  Business  Meeting 

3:50  “Anesthesiology  and  Emergency  Medical  Care" 

Lloyd  F.  Redick,  M.D.,  Lexington 


WILLET  F.  WHITMORE,  JR.,  M.D. 
New  York.  New  York 


Clinical  professor  of  surgery 
(urology),  Cornell  University 
Medical  College,  attending  sur- 
geon (urology),  New  York  Hos- 
pital. M.D.,  1942,  Cornell  Uni- 
versity Medical  College.  Fel- 
low, American  College  of  Sur- 
geons. Consultant  to  National 
Cancer  Institute.  Member,  New 
York,  American  Urological  As- 
sociation. Honorary  member, 
British,  Mexico,  Peruvian,  Co- 
lombian, Venezuelan  Urological 
Societies. 
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Kentucky  Chapter,  American  College 
of  Chest  Physicians 

Room  104,  Convention  Center 

2:00  “Black  Lung" 

G.N.  Combs,  M.D.,  Pikeville 

Porter  Mayo,  M.D.,  Lexington 

2:15  “Radiology  of  Chest  and  Lung  Scanning" 

Arthur  Lieber,  M.D.,  Lexington 
J.T.  Ling,  M.D.,  Louisville 
2:30  “Cardiology" 

Henry  Post,  M.D.,  Louisville 
Frank  Moore,  M.D.,  Bowling  Green 
2:45  “E.K.G.” 

Armond  T.  Gordon,  M.D.,  Louisville 
Ferrell  C.  Lowery,  Jr.,  M.D..  Louisville 

3:00  Intermission  to  Visit  Exhibits 

3:30  “Evaluation  and  Rehabilitation  of  Emphysema- 

tous Patients" 

Tom  Stephenson,  M.D.,  Louisville 
Israel  Muss,  M.D..  Louisville 


M.  EUGENE  LAHEY,  M.D. 
Salt  Lake  City,  Utah 


Professor  and  head,  depart- 
ment of  pediatrics.  University 
of  Utah,  M.D.,  1943,  Sf.  Louis 
University.  Past  president,  West- 
ern Society  for  Pediatrics  Re- 
search. Editorial  Board,  The 
Journal  of  Pediatrics.  Member, 
Medical  Advisory  Board,  The 
Leukemia  Society,  U.S.  Pharma- 
copeia Scope  Panel  on  Pediat- 
rics. Author  or  co-author  of  48 
papers  relating  to  pediatrics. 


Kentucky  Dermatological  Society 
General  Hospital 

2:00  “Dermatology  Clinic  and  Discussion” 

William  E.  McDaniel,  M.D.,  Lexington. 
Moderator 

3:00  Intermission  to  Visit  Exhibits 

3:30  “General  Discussion  of  Cases  Presented" 

Richard  K.  Winkelmann,  M.D.,  Rochester, 
Minn. 


Kentucky  Obstetrical  and  Gynecologic  Society 
Room  101,  Convention  Center 

2:00  PANEL  ON  FETAL  MONITORING 

“Chemical  Monitoring” 

J.W.  Greene,  Jr.,  M.D.,  Lexington 
“Mechanical  and  Electronic  Monitoring” 

P.V.  Dilts,  Jr.,  M.D.,  Lexington 
Warren  H.  Pearse,  M.D.,  Omaha,  Neb. 

3:00  Intermission  to  Visit  Exhibits 

3:30  PANEL  ON  EARLY  DIAGNOSIS  OF  GYNECOL- 
OGIC CANCER 

“Cytodiagnosis” 

D.N.  Tweeddale,  M.D.,  Lexington 
“Other  Diagnostic  Methods” 

F.H.  Catron.  M.D.,  Lexington 
Warren  H.  Pearse,  M.D..  Omaha,  Neb. 


Kentucky  Chapter,  American  Academy 
of  Pediatrics 

Assembly  Hall,  Convention  Center 

2:00  “Choice  of  Iron  Compounds  in  the  Treatment  of 
Iron  Deficiency  Anemia” 

Eugene  Lahey,  M.D.,  Salt  Lake  City,  Utah 
2:30  “Therapeutic  Management  of  Collagen  Diseases" 
Nancy  Holland,  M.D.,  Lexington 
3:00  Intermission  to  Visit  Exhibits 

3:30  “Cow's  Milk  Induced  Enteric  Blood  Loss  as  a 
Cause  of  Iron  Deficiency  Anemia” 

Eugene  Lahey,  M.D.,  Salt  Lake  City,  Utah. 
4:00  “Diagnosis  and  Management  of  the  Hemolytic 
Anemias" 

Phillip  Holland,  M.D.,  Lexington 


RICARDO  R.  FUSTE,  M.D. 
Memphis,  Tennessee 


Radiotherapist  at  Methodist 
Hospital.  M.D.,  1941,  University 
of  Havana  Medical  School.  Prev- 
ious practice  in  surgical  path- 
ology and  radiotherapy  in  Cuba. 
Former  member  of  many  soci- 
eties in  Cuba  and  Memphis 
Roentgen  Society.  Author  or  co- 
arthor  of  several  papers  on  the 
study  of  cancer. 


ALON  P.  WINNIE,  M.D. 
Chicago,  Illinois 


Assistant  professor  of  anes- 
thesiology, Northwestern  Uni- 
versity Medical  School.  M.D., 
1958,  Northweste*n  Un  iversity . 
Fellow,  American  College  of 
Anesthesiologists,  President,  Chi- 
cago Sosiety  of  Anesthesiolo- 
gists. Editor,  ISA  Bulletin.  Mem- 
ber, International  Anesthesia 
Research  Society,  American 
Therapeutic  Society. 
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Kentucky  Psychiatric  Association 
Room  204,  Convention  Center 

2:00  “Drug  Abuse  and  Drug  Dependancy  as  a Psychi- 
atric Problem" 

Sidney  Cohen,  M.D.,  Chevy  Chase,  Md. 

2:40  Discussion 

3:00  Intermission  to  Visit  Exhibits 
3:30  "Treatment  Decision  Research" 

Myron  G.  Sandifer,  Jr.,  M.D.,  Lexington 

3:45  Discussion 

3:50  “Emergency  Screening  and  Referral  — I.S.R. — 
The  Unique  Contribution  of  the  Comprehensive 
Care  Centers” 

John  H.  Parks,  M.D.,  Lexington 

4:05  Discussion 

4:10  "Problems  in  Community  Mental  Health” 

Edward  C.  Frank,  M.D.,  Louisville 

4:25  Discussion 


WARREN  H. 
Omaha, 


PEARSE,  M.D. 

Nebraska 

Assistant  dean,  College  of 
Medicine,  University  of  Nebraska; 
staff,  University  of  Nebraska 
Hospital.  M.D.,  1951,  North- 

western University.  Member,  As- 
sociation of  Professors  of  Gyne- 
cology and  Obstetrics,  Fellow, 
American  College  of  Obstetrics 
and  Gynecology.  OB-GYN  Con- 
sultant, U.S.  Fifth  Army.  As- 
sociate Examiner,  American 
Board  of  Obstetrics  and  Gyne- 
cology. 


Kentucky  Chapter,  American  College 
of  Radiology 

Room  208,  Convention  Center 

2:00  “The  Role  of  Radiation  Therapy  in  Carcinoma  of 
the  Larynx” 

Ricardo  R.  Fuste,  M.D.,  Memphis,  Term. 


Kentucky  Urological  Association 
Room  203,  Convention  Center 

2:00  "Carcinoma  of  the  Prostrate” 

Willet  F.  Whitmore,  Jr.,  M.D.,  New  York, 
N.Y. 

3:00  Intermission  to  Visit  Exhibits 
3:30  Pyelogram  Hour 
4:20  Business  Meeting 


SIDNEY  COHEN,  M.D. 
Chevy  Chase,  Maryland 


Chief,  Center  for  Studies  of 
Narcotic  and  Drug  Abivse, 
National  Institute  of  Mental 
Health,  M.D.,  1938,  Germany. 
Editor,  Journal  of  Psychopharma- 
cology. Editorial  Board,  Psycho- 
somatics.  Member,  Academy  of 
Psychosomatic  Medicine.  Author 
of  over  100  scientific  articles 
and  several  books,  including 
“LSD”  and  “The  Drug  Di- 
lemma” 


A 


WEDNESDAY,  SEPTEMBER  24 
MORNING  SESSION 

General  Session 

Edwin  P.  Solomon,  Jr.,  M.D.,  Louisville 
Vice  President,  Presiding. 

9:00  “Steroid  Replacement  Therapy” 

Warren  H.  Pearse,  M.D.,  Omaha,  Neb. 

9:20  “The  Rational  Basis  for  Beta-Blockades  for  the 
Treatment  of  Arrhythmias” 

Alon  P.  Winnie,  M.D.,  Chicago.  111. 

9:40  "The  Current  Status  of  Drug  Abuse” 

Sidney  Cohen,  M.D.,  Chevy  Chase,  Md. 

10:00  Intermission  to  Visit  Exhibits 
10:30  “Cardiac  Transplants” 

Allen  M.  Lansing,  M.D.,  Louisville 

10:50  “Corneal  Transplants" 

Roderick  Macdonald,  Jr.,  M.D.,  Louisville 

11:10  “Recent  Advances  in  Liver  Transplantation" 

Israel  Penn,  M.D.,  Denver,  Colo. 

1 1 :30  Presentation  of  Scientific  Exhibit  Award 


JOHN  C.  DUFFY,  M.D. 
Armonk,  New  York 


Medical  director,  IBM  Corpor- 
ation. M.D.,  1946,  Stanford  Uni- 
versity. Fellow,  American  Coll- 
ege of  Preventive  Medicine. 

Fellow,  Industrial  Medicine. 

Member,  American  Academy  of 
Occupational  Medicine,  New 
York  State  Society  of  Industrial 
Medicine. 
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PRESIDENT’S  LUNCHEON 

Flag  Room,  Kentucky  Hotel 
1 1 :50  a.m. 

Henry  B.  Asman,  M.D.,  Louisville,  KMA 
President,  Presiding 

Invocation 

The  Most  Rev.  Thomas  J.  McDonough 
Archbishop  of  Louisville 

Recognition 

Henry  B.  Asman,  M.D. 

Awards  Presentation 

Richard  F.  Grise,  M.D.,  Bowling  Green 
Chairman,  KMA  Awards  Committee 

“The  Future  of  Freedom” 

M.  Stanton  Evans,  Editor,  Indianapolis  News 


EARL  E.  VASTBINDER,  M.D. 
Lexington,  Kentucky 


Assistant  professor  of  pediat- 
rics, University  of  Kentucky. 
Adolescent  clinic  staff.  Assistant 
pediatrician,  University  Hospital. 
M.D.,  1961,  M.Sc.,  1967,  Ohio 
State  University.  Member  _ of 
Governor's  Conference  on  Drug 
Abuse.  Member,  Ambulatory 
Pediatric  Association,  Society 
for  Adolescent  Medicine.  Medical 
Coordinator,  Children's  Bureau 
of  Fayette  County.  Director, 
Health  Service  Research  Unit. 


WEDNESDAY,  SEPTEMBER  24 
AFTERNOON  SESSION 


General  Session 

L.  C.  Hess,  M.D.,  Florence,  Chairman,  Board 
of  Trustees,  Presiding 

2:15  PANEL  DISCUSSION:  “Obesity" 

George  W.  Pedigo,  M.D.,  Louisville,  Moderator 
John  C.  Duffy,  M.D.,  Armonk,  N.Y. 

Earl  E.  Vastbinder,  M.D.,  Lexington 
John  S.  Llewellyn,  M.D.,  Louisville 

3:15  Intermission  to  Visit  Exhibits 

3:45  CRACKERBARREL  SESSION 

“Circulatory  Collapse  and  Septic  Shock" 

Mohammed  Atik,  M.D.,  Louisville 

“Obstructive  Pulmonary  Diseases" 

William  H.  Anderson,  M.D.,  Louisville 

“Alcoholism  and  Drug  Abuse" 

Sidney  Cohen,  M.D.,  Chevy  Chase,  Md. 

“Contraceptive  Methods” 

Warren  H.  Pearse,  M.D.,  Omaha,  Neb. 

“Vascular  Complications  of  Diabetes" 

Marvin  D.  Siperstein,  M.D.,  Ph.D.,  Dallas, 
Tex. 

“Clinical  Missed  Diagnoses  as  Clarified  by 
Catheterization'" 

Robert  L.  Grissom,  M.D.,  Omaha,  Neb. 

“The  Regulation  and  Treatment  of  Arrhythmias” 

Alon  P.  Winnie,  M.D.,  Chicago,  111. 

“Management  of  Cardiac  Emergencies" 

Karl  Yoshonis,  M.D.,  Lexington 

“Management  of  Malignant  Diseases" 

John  Yarbro,  M.D.,  Lexington 

“Sexual  Problems  in  Medical  Practice" 

Cornelia  Wilbur,  M.D.,  Lexington 
Robert  Aug,  M.D.,  Lexington 

“Surgical  Treatment  of  Parkinson's  Disease" 

H.  Martin  Blacker,  M.D.,  Lexington 

“High  Risk  Pregnancy" 

J.W.  Greene,  Jr.,  M.D.,  Lexington 

“High  Risk  Infants" 

Billy  F.  Andrews,  M.D.,  Louisville 

"Organ  Transplantation" 

Israel  Penn,  M.D.,  Denver,  Colo. 

“Instant  Radiographic  Diagnosis" 

Harold  Rosenbaum,  M.D.,  Lexington 

“Computer  Applications  to  Medicine" 

John  C.  Duffy,  M.D.,  Armonk,  N.Y. 


ROBERT  L.  GRISSOM,  M.D. 
Omaha,  Nebraska 


Professor  and  chairman  of 
department  of  medicine,  Uni- 
versity of  Nebraska.  M.D.,  1941, 
University  of  Illinois.  Trustee, 
Nebraska  Heart  Association, 
Nebraska  Society  of  Internal 
Medicine.  Member,  Association 
of  University  Cardiologists, 
Council  on  Clinical  Cardiology. 
Regional  secretary,  National 
Board  of  Medical  Examiners. 
Fellow,  American  College  of 
Physician*. 


JACK  C.  GEER,  M.D. 
Columbus,  Ohio 


Professor  and  chairman,  de- 
partment of  pathology,  Ohio 
State  University.  M.D.,  1956, 

Louisiana  State  University.  Mem- 
ber, American  Association  of 
Pathologists  and  Bacteriologists, 
American  Society  for  the  Ad- 
vancement of  Science,  Council 
on  Arteriosclerosis,  Ame  icon 
Heart  Association,  International 
Academy  of  Pathology,  American 
Society  of  Clinical  Pathologists. 
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“Cardiac  Surgery,  Indications  and  Results” 

Allan  Lansing,  M.D.,  Louisville 

“Consideration  in  the  Management  of  Ocular 
Trauma" 

Roderick  Macdonald,  Jr.,  M.D.,  Louisville 

“Female  Sterilization — Indications  and  Techniques” 

Walter  M.  Wolfe,  M.D.,  Louisville 

“Problems  in  the  Diagnosis  and 
Management  of  Thyroid  Diseases" 

Beverly  T.  Towery,  M.D.,  Louisville 

“Management  of  Drug  Poisoning" 

Eugene  H.  Conner,  M.D.,  Louisville 

THURSDAY,  SEPTEMBER  25 
MORNING  SESSION 

General  Session 

George  A.  Sehlinger,  M.D.,  Louisville,  Vice  Chair- 
man, Board  of  Trustees,  Presiding 

9:00  PANEL  DISCUSSION:  “New  Concepts  in  the 

Management  of  the  Patient  with  Atherosclerosis" 

Beverly  T.  Towery,  M.D.,  Louisville,  Moder- 
ator 

Robert  L.  Grissom,  M.D.,  Omaha,  Neb. 

Jack  C.  Geer,  M.D..  Columbus,  Ohio 
Marvin  D.  Siperstein,  M.D.,  Ph.D.,  Dallas, 
Tex. 

C.  Thomas  Flotte,  M.D.,  Baltimore,  Md. 

10:15  Intermission  to  Visit  Exhibits 

10:45  PANEL  DISCUSSION:  “School  Health,  Physical  Ed- 
ucation and  Medical  Aspects  of  Sports" 

O.B.  Murphy,  M.D.,  Lexington,  Moderator 
Marvin  Barnett,  D.M.D.,  Louisville 
Fred  L.  Allman,  Jr.,  M.D.,  Atlanta,  Ga. 

Allan  J.  Ryan,  M.D.,  Madison,  Wise. 

Specialty  Group  Session 
Kentucky  EEN&T  Society 
Room  205,  Convention  Center 

9:00  “Diabetic  Retinopathy  and  Its  Treatment  with 
Photocoagulation” 

Patrick  R.  O’Connor,  M.D.,  Louisville 

9:30  “Laryngeal  Lesions  in  Children" 

Fielding  Daniel,  M.D.,  Louisville 
10:00  Intermission  to  Visit  Exhibits 
10:30  “Reconstructive  Principles  and  Problems 
for  the  Otolaryngologist” 

Charles  W.  Gross,  M.D.,  Memphis,  Tenn. 

1 1 :30  Business  Meeting 

THURSDAY,  SEPTEMBER  25 
AFTERNOON  SESSION 

Eight  Specialty  Group  Meetings 

(Eight  specialty  groups  will  meet  at  2 p.m.  with  out- 
standing speakers  appearing  on  their  programs.  All 
KMA  members  are  invited  to  these  meetings.  No 
general  session  will  be  held.) 

Kentucky  EEN&T  Society 
Room  205,  Convention  Center, 

2:00  “Modern  Advances  and  Complications  of  Cata- 
ract Surgery" 

R.M.  Fasanella,  M.D.,  New  Haven,  Conn. 

3:00  Intermission  to  Visit  Exhibits 
3:30  “Surgical  Problems” 

R.M.  Fasanella,  M.D.,  New  Haven,  Conn. 


MARVIN  D.  SIPERSTEIN,  M.D. 

Dallas,  Texas 

Professor  of  internal  medicine, 
University  of  Texas  Southwestern 
Medical  School.  Senior  attend- 
ing staff,  internal  medicine, 
Parkland  Memorial  Hospital. 
M.D.,  1948,  University  of  Minne- 
sota. Ph.  D.,  1953,  University  of 
California.  Consultant,  United 
States  Public  Health  Service. 
Modern  Medicine  Distinguished 
Achievement  Award,  1969.  Edi- 
torial Board,  Journal  of  Ath- 
erosclerosis Research,  Diabetes 
Journal,  Advances  in  Internal 
Medicine.  Past  president,  Dallas 
Diabetes  Association. 


FRED  L.  ALLMAN,  JR.,  M.D. 
Atlanta,  Georgia 

Staff  member,  Atlanta  Ortho- 
paedic Clinic.  M.D.,  1955, 

Medical  College  of  Georgia. 

Chairman,  School  Child  Health 
Committee,  Medical  Association 
of  Georgia.  Member,  Research 
Task  Force,  President's  Council 
on  Physical  Fitness,  American 
Academy  of  Orthopaedic  Sur- 
geons. Author  of  numerous  pub- 
lications and  three  sound  movies 
in  the  field  of  sports  medicine 
and  physical  fitness. 


C.  THOMAS  FLOTTE,  M.D. 
Baltimore,  Maryland 


Director  of  surgery  education, 
Maryland  General  Hospital. 
M.D.,  1946,  Jefferson  Medical 
College.  Editor,  Maryland  State 
Medical  Journal.  Medical  Board, 
American  Red  Cross.  Member, 
American  College  of  Surgeons, 
American  Association  Advance- 
ment of  Science,  Association  of 
American  Medical  Colleges, 
American  Geriatrics.  Served  on 
Council  on  Arteriosclerosis  and 
Cardiovascular  Disease,  Ameri- 
can Heart  Association. 


610 


August  1969  • The  Journal 


Kentucky  Chapter,  American  Academy 
of  General  Practice 

Assembly  Hall,  Convention  Center 

2:00  “Stress  Tests  as  an  Aid  to  Diagnosis  of  Central 
and  Peripheral  Arteriosclerosis” 

Robert  L.  Grissom,  M.D.,  Omaha,  Neb. 

3:00  Intermission  to  Visit  Exhibits 

Kentucky  Industrial  Medical  Association 
Room  203,  Convention  Center 

2:00  "Health  Screening  on  an  International  Basis” 
Michael  J.  McNamara,  M.D.,  Lexington 
3:00  Intermission  to  Visit  Exhibits 
3:30  “Pulmonary  Screening  in  Industry" 

John  C.  Duffy,  M.D.,  Armonk,  N.Y. 


Kentucky  Orthopaedic  Society 
Room  101,  Convention  Center 

(To  Be  Announced) 

Kentucky  Society  of  Pathologists 
Room  208,  Convention  Center 

2:00  “Perforating  Dermatoses” 

Daniel  Richfield,  M.D.,  Covington 
2:30  “Pathologic  Changes  in  a Patient  Who  Received 
a Heart  Transplant" 

James  McAdams,  M.D.,  Cincinnati,  Ohio 

3:00  Intermission  to  Visit  Exhibits 

3:30  “Laboratory  Evaluation  of  Hypertension” 

John  Koepke,  M.D.,  Lexington 
4:00  “Aterial  Wall  Metabolism  and  Atherosclerosis" 

Jack  C.  Geer,  M.D.,  Columbus,  Ohio 

Kentucky  Chapter, 

American  College  of  Physicians 
Room  204,  Convention  Center 

2:00  “Meningitis" 

Paul  C.  Grider,  M.D.,  Louisville 
2:30  “Alkaline  Phosphatase” 

Charles  C.  Smith,  M.D.,  Louisville 
3:00  Intermission  to  Visit  Exhibits 

3:30  “The  Nature  of  Vascular  Diseases  in  Diabetes 
Mellitus" 

Marvin  D.  Siperstein,  M.D.,  Ph.D.,  Dallas, 
Tex. 

4:00  “Management  of  Hyperlipidemias” 

Maurice  Best,  Jr.,  M.D.,  F.A.C.P.,  Louisville 
Charles  H.  Duncan,  M.D.,  Louisville 

Kentucky  Association 
of  Public  Health  Physicians 
Room  207,  Convention  Center 

2:00  “Health  Problems  of  Adolescence” 

Earl  E.  Vastbinder,  M.D.,  Lexington 

2:30  Discussion 

3:00  Intermission  to  Visit  Exhibits 
3:30  Business  Meeting 


RODERICK  MACDONALD,  JR.,  M.D. 
Louisville,  Kentucky 

Associate  Dean  for  clinical 
affairs.  University  of  Louisville 
School  of  Medicine.  M.D.,  1950, 

Medical  College  of  South  Carolina. 

Medical  director,  Kentucky  Lions 
Eye  Foundation.  Member,  Gover- 
nor’s Commission  for  the  Ken- 
tucky Blind  School,  New  Orleans 
Academy  of  Ophthalmology,  Pan 
American  Association  of  Ophthal- 
mology, Eye,  Ear,  Nose,  and 
Throat  Society. 


Kentucky  Chapter, 

American  College  of  Surgeons 
Room  104,  Convention  Center 

2:00  "Protean  Manifestations  of  Amoebic  Colitis” 

E.  Truman  Mays,  M.D..  Louisville 
2:15  “Mediastinoscopy — Techniques  and  Results” 

J.  Kent  Trinkle,  M.D.,  Lexington 
2:30  “Experience  with  Resection  of  Abdominal  Aortic 
Aneurysms” 

C.  Thomas  Flotte,  M.D.,  Baltimore,  Md. 

3:00  Intermission  to  Visit  Exhibits 
3:30  “Childhood  Intussusception" 

Bernard  J.  Schoo,  M.D.,  Louisville 
3:45  "A  New  Method  in  the  Treatment  of  Snake  Bites” 
Joseph  L.  Milburn,  M.D.,  Madisonville 
4:00  “Chronic  Osteomyelitis  of  the  Tibia" 

Francis  X.  Sommer,  M.D.,  Barbourville 
4:15  “Non-Beta  Islet  Cells  Tumors  of  Pancreas” 

Fred  T.  Moore,  M.D.,  Louisville 


Lewis  McMurtry,  1889  President 
To  Be  Honored  At  KMA  Meeting 

The  official  title  of  the  1969  Annual  Meeting 
of  the  KMA  will  be  the  Lewis  S.  McMurtry 
Memorial  Meeting  in  honor  of  the  Association’s 
1889  President. 

The  Association  es- 
tablished the  practice 
in  1935  of  honoring  a 
past  president  or  other 
outstanding  physician 
at  each  Annual  Meeting. 

Following  this  tradition, 

Doctor  McMurtry  will  be 
honored  this  year. 

A descriptive  biogra- 
phy of  DoctorMcMurtry, 
a Louisville  physician, 
will  be  contained  in  the  program  booklet  for 
the  Annual  Meeting.  Eugene  H.  Conner,  M.D., 
Louisville,  KMA  historian,  will  write  the  biogra- 
phy available  in  the  booklet  at  the  meeting, 
September  23,  24  and  25. 
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Speakers,  Crackerbarrel  Session 
To  Highlight  Scientific  Program 

Sixteen  prominent  physicians  will  be  guest  speakers 
during  the  four  general  scientific  sessions  and  will 
also  participate  in  the  meetings  of  the  16  specialty 
groups  at  the  KMA  Annual  Meeting  September 
23-25. 

The  guest  physicians,  all  well-known  in  their 
respective  fields  of  medicine,  will  come  to  Kentucky 
from  all  parts  of  the  country. 

The  scientific  program  of  this  year’s  Annual 
Meeting  will  feature  discussions  of  “Cancer,” 
“Drugs,”  “Transplants,”  and  “Atherosclerosis.”  Fol- 
lowing a panel  discussion  on  “Obesity”  in  the 
Wednesday  afternoon  scientific  session,  20  timely 
medical  topics  will  be  discussed  in  a new  Cracker- 
barrel  Session.  Other  talks  are  scheduled  to  comple- 
ment the  speakers’  presentations  and  to  enrich  the 
entire  program. 

Other  highlights  of  the  Annual  Meeting  will  in- 
clude the  President’s  Luncheon,  meetings  of  the 
KMA  House  of  Delegates,  an  Orientation  program 
for  new  members,  the  Annual  Convention  of  the 
Woman’s  Auxiliary  to  KMA  and  the  annual 
KEMPAC  seminar.  Seventy-five  technical  exhibits, 
displayed  during  the  three-day  meeting,  will  give 
KMA  members  an  excellent  opportunity  to  view  a 
variety  of  the  latest  medical  products  and  services. 


U Of  L Plans  9 Alumni  Reunions 
During  KMA  Annual  Meeting 

Alumni  reunions  are  planned  for  nine  five-year 
classes  of  the  University  of  Louisville  School  of 
Medicine  during  the  KMA  Annual  Meeting  in 
September,  according  to  Les  Shively  of  the  Alumni 
office. 

A tour  of  the  Medical  School  and  individual 
functions  are  being  planned  by  the  chairman  of  each 
group.  Following  is  a list  of  the  chairmen  selected 
this  year. 

1924 — David  M.  Cox,  M.D..  102  Breckinridge 
Lane,  Louisville,  897-2531 

1929 — Margaret  A.  Limper,  M.D.,  1405  E.  Burnett 
St.,  Louisville,  635-5291 

1934— H.  David  Chipps,  M.D.,  1636  Nicholas- 
ville  Road,  Lexington,  278-2327 

1939 — Chairman  to  be  selected 

1944 — Gordon  L.  Smiley,  M.D.,  1147  Medical 
Arts  Bldg.,  Louisville,  454-5861 

1949— William  B.  Clark,  Jr.,  M.D.,  435  Spring  St., 
Jeffersonville,  Ind.,  282-2883 

1954 — Milton  F.  Miller,  M.D.,  662  Medical 
Towers  South,  Louisville,  583-0453 


1959— Neville  W.  Caudill,  M.D.,  504  Medical 
Towers,  Louisville,  899-3441 

1964— Ronald  G.  Chism,  M.D.,  5135  Dixie  High- 
way, Louisville,  447-3242 


Editor  To  Talk,  Awards  Given 
At  KMA  President’s  Luncheon 

The  President’s  Luncheon  for  physicians  and  their 
wives  on  September  24  will  feature  a talk  by  M. 
Stanton  Evans,  editor  of  the  Indianapolis  News  and 
the  presentation  of  KMA’s  three  top  awards. 

Mr.  Evans  will  talk  on  “The  Future  of  Freedom” 
at  the  luncheon  held  in  the  Flag  Room  of  the 
Kentucky  Hotel.  Preceding  his  address  the  Dis- 
tinguished Service  Medal,  the  Outstanding  General 
Practitioner  Award  and  the  R.  Haynes  Barr  Award 
will  be  presented. 

A winner  of  four  Freedoms  Foundation  George 
Washington  medals  and  a well-known  author,  Mr. 
Evans  was  named  editor  of  the  News  in  1960  after 
serving  as  chief  editorial  writer.  He  is  also  an 
associate  editor  and  regular  columnist  for  National 
Review. 

The  recipient  of  the  R.  Haynes  Barr  Award  is 
selected  by  the  Awards  Committee,  chaired  by 
Richard  F.  Grise,  M.D.,  Bowling  Green.  The  award 
is  given  in  recognition  for  outstanding  contributions 
to  medicine  by  a layman.  The  Committee  will  pre- 
sent the  nominations  for  the  other  two  awards, 
which  are  given  to  physicians,  to  the  House  at  its 
first  session.  Other  nominations  may  be  made  from 
the  floor.  Nominations  may  be  mailed  now  to  KMA 
Headquarters  Office. 

The  Awards  Committee  members  are  Doctor 
Grise,  William  A.  Blodgett,  M.D.,  Louisville;  Frank 

L.  Duncan,  M.D.,  Monticello;  C.  Wayne  Franz, 

M. D.,  Ashland;  and  Joseph  Keith,  Jr.,  M.D.,  Lex- 
ington. 


KIMA  Luncheon  To  Honor  Dr.  Duffy 

The  Kentucky  Industrial  Medical  Association  will 
hold  a luncheon  meeting  during  the  KMA  Annual 
Meeting  Thursday,  September  25  in  Ship  Room,  Ken- 
tucky Hotel.  The  luncheon  session  is  to  be  in  honor 
of  John  C.  Duffy,  M.D.,  medical  director  of  IBM 
Corporation  in  New  York.  Doctor  Duffy  will  be 
speaker  for  the  luncheon  which  will  adjourn  in  time 
for  the  KIMA  specialty  session  at  2 p.m. 


Take  This  Issue  Home  To  Your  Wife 

This  issue  of  The  Journal  features  the  pro- 
gram of  the  Woman’s  Auxiliary  Annual  Con- 
vention as  well  as  other  activities  planned 
during  the  KMA  Annual  Meeting  which  will 
be  of  interest  to  your  wife.  KMA  President 
Henry  B.  Asman,  M.D.,  urges  you  to  take 
this  issue  home  for  her  to  read. 
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Scientific  Committee  Chooses 
Twelve  Exhibits  for  Meeting 

The  KMA  Annual  Meeting  will  feature  12  out- 
standing scientific  exhibits  this  year,  according  to  T. 
R.  Marshall,  M.D.,  Louisville,  chairman  of  the 
Scientific  Exhibits  Committee. 

Covering  a variety  of  medical  topics,  the  exhibits 
will  depict  recent  developments  in  research  and 
techniques.  Each  participating  exhibitor  will  be 
awarded  a certificate  from  KMA  and  the  winning 
exhibitor  will  receive  a plaque. 

The  scientific  exhibits,  conveniently  arranged  for 
easy  access,  will  be  located  between  the  Technical 
Exhibit  Hall  and  the  Scientific  Assembly  Hall  in 
Convention  Center.  A complete  list  of  the  scientific 
exhibits  on  display  during  the  meeting  follows. 

Chemoprophylaxis  of  Tuberculosis 

Joseph  H.  Humpert,  M.D. 

Hemophilia 

Giovanni  Raccuglia,  M.D. 

William  Carney,  M.D. 

Diagnosis  and  Treatment  of  Rheumatoid  Arthritis 

William  R.  Murray,  M.D. 

Diagnose  Gout  and  Treat  It 

Irvin  F.  Hermann,  M.D. 

Kenneth  M.  Kron,  M.D. 


Infusion  Pyelography 

T.  R.  Marshall,  M.D. 

Gastric-Tube  Substitution  for  the  Resected  Esophagus 

William  C.  Gardner,  M.D. 

Merle  M.  Mahr,  M.D. 

Complications  of  Hair  Transplantation 

D.  B.  Stough,  III,  M.D. 

Educational  Television  Program 

KMA  Educational  Television  Committee 
William  P.  VonderHaar,  M.D.,  Chairman 

Rehabilitation  Center  Services 

Robert  P.  Smith,  M.D. 

Kathryn  E.  Abrams 

Lung  Cancer  Screening  Booth 

Duane  Tweeddale,  M.D. 

Library  Sciences  to  Kentucky  Hospitals  OVRMP  and 
KOMRML 

Joan  Titley 

Professional  Education  Service 

Kentucky  State  Department  of  Health 


MAKE  YOUR  RESERVATIONS  NOW 

Hotel  reservations  for  the  KMA  Annual 
Meeting  September  23-25  should  be  made 
now  in  order  to  be  sure  of  rooms.  Hotels  and 
motels  in  downtown  Louisville  have  excellent 
accommodations  and  are  available  within 
easy  access  of  Convention  Center. 


Pre-Register  NOW  for  the  1969  Annual  Meeting 


You  can  save  yourself  time  and  avoid  standing  in 
a long  line  by  completing  the  form  below  and  send- 
ing it  to  the  KMA  Headquarters  office  as  soon  as 
possible. 

Your  badge  will  be  ready  at  the  window  marked 
“Pre-Registration”  on  your  arrival  at  the  meeting. 

It  was  felt  by  the  Executive  Committee  that  pre- 
registration, used  for  the  first  time  at  the  KMA  An- 


nual Meeting,  would  be  a benefit  to  those  attending. 
Rather  than  filling  out  forms,  more  time  could  be 
spent  in  attending  meetings  or  visiting  exhibits. 

We  urge  you  to  take  advantage  of  this  opportunity 
and  send  the  form  below  today. 

Delegates  to  KMA  and  members  of  the  Board  of 
Trustees  do  not  need  to  pre-register  as  this  is  auto- 
matically done  for  them. 


PRE-REGISTRATION  FORM 

1969  ANNUAL  MEETING  KENTUCKY  MEDICAL  ASSOCIATION 

CONVENTION  CENTER  SEPTEMBER  23-25,  1969 

LOUISVILLE,  KENTUCKY 

NAME  FIELD  OF  PRACTICE  

(Please  Print) 

ADDRESS 

(Number  and  Street)  (City)  (County)  (State) 

I am:  □ KMA  Member  □ Intern  or  Resident 

□ Non-member  Physician  □ Medical  Student 

Return  form  to  KMA  Headquarters,  3532  Janet  Avenue,  Louisville,  Ky.  40205 
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Seventy-five  Technical  Exhibits  To  Feature 
Latest  Medical  Products  and  Services 


Floor  Plan  of  Technical  Exhibits 


The  1969  KM  A Annual  Meeting  will  feature 
seventy-five  technical  exhibits  in  the  hall  at  Conven- 
tion Center.  As  you  enter  the  hall,  some  of  the 
latest  developments  in  medical  techniques  and  infor- 
mation will  be  displayed  for  your  convenience  and 
enjoyment.  Exhibitors  will  be  available  to  discuss 
their  products  with  you  and  relate  their  latest  dis- 
coveries and  innovations.  They  can  also  show  you 
the  most  up-to-date  advances  in  their  services. 

The  exhibits,  prepared  carefully  and  skillfully  to 
appeal  to  you,  the  physician,  have  also  been  pre- 
pared to  appeal  to  your  special  interests  as  a practi- 
tioner. A vast  amount  of  knowledge  and  information 
can  be  secured  conveniently  and  effortlessly  in  a 
short  period  of  time. 

Intermissions  of  30  minutes  have  been  scheduled 
during  each  general  and  specialty  group  session  so 
that  every  KMA  member  may  take  advantage  of  this 
excellent  opportunity  provided  by  the  exhibits. 


TECHNICAL  EXHIBITORS 


Abbott  Laboratories  (20) 

Arnar-Stone  Laboratories,  Inc.  (57) 
Audio  Digest  Foundation  (34) 
Automated  Management  Systems  (67 
and  68) 

Ayerst  Laboratories  (45) 

Blue  Cross  & Blue  Shield,  Kentucky 
(40) 

Borden  Company,  The  (28) 

Bristol  Laboratories  (22) 

Burroughs  Wellcome  & Co.  (U.S.A.), 

Inc.  (39) 

Burton,  Parsons  & Company,  Inc.  (75) 
Carnation  Company  (54) 

CIBA  Pharmaceutical  Co.  (18) 
Coca-Cola  USA  (69) 

Copy  Van  of  Louisville,  Inc.  (42) 
Crocker-Fels  Co.,  Inc.  (46) 

Dairy  Council,  Inc.  (62) 

Dictaphone  Corporation  (27) 
Donnellon  McCarthy,  Inc.  (30) 

Doyle  Pharmaceutical  Company  (65) 
Eaton  Laboratories  (50) 

Emko  Company  (43) 

Encyclopaedia  Britannica,  Inc.  (64) 
Field  Enterprises  Educational  Corp. 

(36) 

Flint  Laboratories  (25) 

Gerber  Products  Company  (24) 


Guild  of  Prescription  Opticians  of 
Kentucky  (9) 

John  Hancock  Mutual  Life  Insurance 
Co.  (71) 

Kay  Surgical,  Inc.  (59) 

Lederle  Laboratories  (14) 

Lee,  A.P.,  Agency  (52) 

Lilly,  Eli  & Company  (12) 

Lippincott,  J.B.,  Company  (5) 
Lorillard  Corporation  (38) 

Louisville  Surgical  Supply  (41  ) 
Louisville  Pepsi  & Seven-Up  Bottlers 
Association  (53) 

Malkin  Instrument  Co.,  Inc.  (17) 

Mead  Johnson  Laboratories  (8) 

Medical  Electronics  Company  (66) 
Medical  Protective  Co.,  The  (63) 
Merck  Sharp  & Dohme  (6) 

Merrell,  William  S.,  The,  Co.  (23) 
Metropolitan  Life  Ins.  Co.  (Medicare) 
(29) 

Meyer  Laboratories,  Inc.  (4) 

Monarch  Auto  Company  (Concourse) 
Mutual  Benefit  Life  Ins.  Co.  (47) 

Ortho  Pharmaceutical  Corp.  (1) 

Parke,  Davis  & Co.  (49) 

Pfizer  Laboratories  (44) 

Poythress,  Wm.  P.  & Co.,  Inc.  (55) 
Programmed  Learning,  Inc.  (31) 


Ransdell  Surgical,  Inc.  (37) 

Reynolds,  R.  J.,  Tobacco  Co.  (51) 
Robins,  A.H.,  Company  (13) 

Roerig,  J.B.,  Division,  Chas.  Pfizer 
& Co.,  Inc.  (60) 

Rorer,  William  H.,  Inc.  (32) 

Ross  Laboratories  (58) 

Sandoz  Pharmaceuticals  (10) 
Saunders,  W.B.,  Company  (72) 
Schering  Laboratories  (48) 

Screen,  Inc.  (35) 

Scroggins,  Clayton  L.,  Associates  (3) 
Searle,  G.D.  & Company  (33) 

Smith  Kline  & French  Laboratories 
(21  ) 

Smith,  Miller  & Patch,  Inc.  (16) 

Squibb,  E.R.,  & Sons  (7) 

Stuart  Division,  Atlas  Chemical  (2) 
Tele-Business  Products  Company  (74) 
United  Medical  Laboratories, 

Inc.  (73) 

Warner-Chilcott  Laboratories  (19) 
Warren-Tedd  Pharmaceuticals,  Inc. 

(61  ) 

Winthrop  Laboratories  (26) 

Wocher,  The  Max  & Son  Company 
(15) 

Wyeth  Laboratories  (11) 

Zimmer  Manufacturing  Company  (56) 
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PROGRAM 

FORTY-SEVENTH  ANNUAL  CONVENTION 
Of  The 

WOMAN’S  AUXILIARY 
To  The 

KENTUCKY  MEDICAL  ASSOCIATION 

SEPTEMBER  22-23-24 
1969 


KENTUCKY  HOTEL 


LOUISVILLE,  KENTUCKY 


General  Information 
CONVENTION  REGISTRATION 


Lobby 


Monday 

Tuesday 

Wednesday 


12  Noon-5 :00  PM 
7:30  AM-5:00  PM 
9:00  AM-1 1:00  AM 


MONDAY,  SEPTEMBER  22 

Orientation  Program  for  New  Members 
Mirror  Room,  2-4  PM 

Chairman  Mrs.  Kenneth  Hodge 


TUESDAY,  SEPTEMBER  23 

Pre-Convention  Board  Meeting  Breakfast 
Parlor  B,  8:30  AM 

All  general  officers,  chairmen  of  standing  and  spe- 
cial committees,  three  immediate  past  presidents, 
councilors,  co-ordinator  for  members-at-large  and 
county  presidents. 


COFFEE 

Mezzanine,  9:00  AM 

FORMAL  OPENING  OF  THE  47th  ANNUAL 
CONVENTION  OF  THE 
WOMAN’S  AUXILIARY  TO  THE 
KENTUCKY  MEDICAL  ASSOCIATION 
MIRROR  ROOM,  10:00  AM 

Mrs.  William  H.  McBeath,  President,  presiding 

Invocation  Mrs.  Earl  Roles,  Louisville, 

Chaplain 

Pledge  of  Allegiance  to  the  Flag 

Mrs.  David  Stevens,  Lexington 

tucky  Medical  Association  • August  1969 


WA-KMA  Objectives Mrs.  Joseph  Parker, 

Lexington 

Welcome  to  the  City  of  Louisville  ....  Mrs.  Kenneth 
Schmied,  Wife  of  Louisville’s  Mayor 

Welcome  of  the  Host  Auxiliary.  Mrs.  George  Schafer, 
President,  Jefferson  County  Auxiliary 

Presentation  of  Distinguished  Guests 

Mrs.  William  McBeath 

Adoption  of  Convention  Rules 

Mrs.  J.  Murray  Kinsman,  Louisville,  Parliamentarian 

Announcements  Mrs.  Robert  Tate, 

Louisville,  Convention  Chairman 

Roll  Call  of  Delegates 

Minutes  of  46th  Annual  Meeting 

Mrs.  C.  E.  Hornaday,  Owensboro, 
Recording  Secretary 

Report  of  the  1969  National  Convention 

Mrs.  C.  Kenneth  Peters,  Louisville 

Greetings Mrs.  James  Duncan,  Lexington, 

WA-SAMA,  University  of  Kentucky 

Greetings  Mrs.  Jay  Garsman,  Louisville, 

WA-SAMA,  University  of  Louisville 

Greetings  Mrs.  Virgil  Ray  Forester,  President, 

Woman’s  Auxiliary  to  the 
Southern  Medical  Association 

Report  of  the  Councilor  of  the  Woman’s  Auxiliary 
to  the  Southern  Medical  Association 

Mrs.  J.  Jack  Martin,  Tompkinsville 

President’s  Report Mrs.  William  H.  McBeath 

Report  of  Officers 

President-Elect  Mrs.  Hoyt  Gardner, 

Louisville 

Vice-Presidents  . . . Mrs.  F.  H.  Hodges,  Pikeville 
Mrs.  James  A.  Harris,  Paducah 
Mrs.  O.  J.  Stein,  Somerset 
Mrs.  David  Stevens,  Lexington 

Treasurer  Mrs.  Bernard  Schoo,  Louisville 

Corresponding  Secretary  Mrs.  John  Berry. 

Lexington 
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Report  of  Councilors 
Report  of  State  Chairman 
Unfinished  Business 
New  Business 

Amendments  Mrs.  J.  Murray  Kinsman, 

Parliamentarian 


Report  of  the  Nominating  Committee 

Mrs.  Charles  Kissinger,  Henderson 

Presentation  of  the  1969-70  Budget 

Mrs.  William  C.  Durham,  Louisville 

Election  of  the  1969-70  Nominating  Committee 

Report  of  Registration  Mrs.  Roger  Queens, 

Louisville 

In  Memoriam  Service  Mrs.  Earl  Roles, 

Chaplain,  Louisville 


LUNCHEON 

TERRACE  ROOM,  12:15  PM 
Honoring 

Past  Presidents,  Members-at-Large, 
Distinguished  Guests 


Invocation  Mrs.  James  Rackley,  Lexington 

Skit  Hopkins  County  Medical  Auxiliary 

Mrs.  W.  A.  Kirchner,  Chairman 


Community  Service  Award  ....  Mrs.  Graydon  Long. 

Lexington,  Community  Service  Chairman 

Guest  Speaker 

Mrs.  R.  C.  L.  Robertson,  Houston,  Texas 
National  President-Elect 

BON  VOYAGE  PROGRAM 
Stewart’s  Department  Store  Auditorium,  3:00  PM 

KMA  and  WA-KMA  COCKTAIL  PARTY 
MIRROR  ROOM,  5:30-7:00  PM 

Honoring 

KMA  President-Elect Walter  Cawood,  M.D. 

WA-KMA  President-Elect  ....  Mrs.  Hoyt  Gardner 


WEDNESDAY,  SEPTEMBER  24 

COFFEE  AND  ROLLS 
Mezzanine,  8:30  AM 

HOBBY  SHOW,  EXHIBITS  AND  GIFT  BOUTIQUE 
on  display 

MIRROR  ROOM,  9:00  AM 


Invocation  Mrs.  Meredith  Evans,  Middlesboro 

Roll  Call 


Reading  of  Minutes 
Greetings  

Announcements 
M.D.  Wife’s  Award 


Mrs.  C.  E.  Hornaday 

. . . . Mrs.  Louie  Nunn, 
Kentucky’s  First  Lady 


Mrs.  C.  Fred  Blankenship, 
Chairman 


County  Presidents’  Reports 
Election  of  Officers 


Installation  of  Officers Mrs.  R.  C.  L.  Robertson, 

National  President-Elect 

Presentation  of  Gavel  and  Pin 

Mrs.  William  H.  McBeath 

Inaugural  Address  Mrs.  Hoyt  Gardner 

Presentation  of  Past  President’s  Pin  . . Mrs.  Earl  Roles 

Greetings  Henry  B.  Asman,  M.D.,  Louisville, 

KMA  President 

Courtesy  Resolution  Mrs.  Harold  Graves, 

Louisville 

PRESIDENT’S  LUNCHEON  WITH  DOCTORS 
Flag  Room,  12:00  Noon 


POST-CONVENTION  BOARD  MEETING 
Mirror  Room,  2:00-4:00  PM 


1969  STATE  CONVENTION 
COMMITTEES 

General  Chairman  Mrs.  Robert  C.  Tate, 

Louisville 

Co-Chairman  Mrs.  John  J.  Ryan,  Louisville 

Registration  Mrs.  Rogers  L.  Queen,  Louisville 

Finance Mrs.  Bernard  J.  Schoo,  Louisville 

Hospitality  . . . Mrs.  William  C.  Edwards,  Louisville 

Tuesday  Pre-Convention  Breakfart  and  Tuesday 
Luncheon  Mrs.  Harold  Q.  Davis,  Louisville 

Co-Chairman  Mrs.  R.  Parnell  Rollings, 

Louisville 

Publicity,  Press  ....  Mrs.  Charles  F.  Blankenship, 

Louisville 

Publicity,  Radio-TV  Mrs.  Daniel  W.  Burke, 

Louisville 

Hobby  Show  Mrs.  Fielding  W.  Daniel, 

Louisville 

Exhibits  Mrs.  Walter  E.  Badenhausen, 

Louisville 

Tickets  Mrs.  William  F.  Hawn,  Louisville 

Stewart’s  Program  Mrs.  John  W.  Miller, 

Louisville 


M.D.  Wife’s  Award 


Chairman  Mrs.  Charles  F.  Blankenship 

Co-Chairman  Mrs.  Clinton  C.  Cook  Jr., 

Louisville 

Decorations  Mrs.  Robert  R.  O’Conner, 

Louisville 


Official  Hostesses 

Mrs.  Kenneth  W.  Hodge,  Chairman 
Mrs.  Walter  Badenhausen,  Jr. 

Mrs.  Fielding  Daniel 
Mrs.  Raymond  Jones 
Mrs.  J.  Murray  Kinsman 
Mrs.  James  T.  Linville 


Tellers  Mrs.  Charles  W.  Justice,  Ludlow 

Mrs.  Marvin  Keeton,  Ashland 
Mrs.  Harold  Priddle,  Paducah 
Mrs.  David  Brown,  Lexington 

Timekeepers  Mrs.  Bernard  Asman,  Louisville 

Mrs.  Eli  George,  Lebanon 
Mrs.  Lee  Hess,  Florence 
Mrs.  Sam  Lykins,  Lexington 

Courtesy  Resolutions  Mrs.  Harold  B.  Graves, 

Louisville 
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GELUSIOM 

each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Warner-Chilcott) 

200  mg.  magnesium  hydroxide 

*U.S.  Patent  No.  3,32(5,755 

a consistent  buffering 
anticostivet  antacid 

fAvoids  constipation. 


See  next  page  for  prescribing  information  ^ 


GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patierJ 


Gelusif-M  Liquid 


Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 


Gelusir  Tablets 


Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquic 


Pleasant  mint  flavor... ideal  for  hosp 
tal  or  home.  Available  in  12  fl.  oz.  an< 
6 fl.  oz.  bottles  and  a special  hospitc 
pack.  An  antacid  which  contains  adsoi 
bent  and  demulcent  agents  in  each 
ml.  teaspoonful:  0.25  Gm.  aluminur 
hydroxide  (Warner-Chilcott),  0.5  Grr 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)- 
or  more  — between  meals  and  at  bed 
time,  or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack 
Gelusil-Lac®. 


12  FL  OZ.  (355  ML) 


mm  uoob-mms  ciwnwuw 


Supplied:  Gelusil-M  (spearmint-fla- 
vored)—light  green  bottles  of  12  fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


GH-IN-92-4C 


Health  Consultant  Appointment 
Goes  to  Dr.  Gradie  Rowntree 

Gradie  R.  Rowntree,  M.D.,  has  been  appointed 
Consultant  to  the  Kentucky  Commissioner  of  Health 
in  Occupational  Health.  In 
this  capacity  he  will  work 
with  medical  staffs  in  in- 
dustries and  explore  ways 
to  extend  occupational 
health  programs  to  indus- 
tries having  no  medical 
program. 

A past  medical  director 
of  Fawcett-Haynes  Print- 
ing Corporation  in  Louis- 
ville, Doctor  Rowntree  is  a 
professor  of  occupational 
medicine  in  the  University 
of  Louisville  School  of 
Medicine. 

Doctor  Rowntree,  a past 
president  of  the  Kentucky  Industrial  Medical  As- 
sociation, received  the  Physicians  Award  for  out- 
standing contribution  to  the  employment  of  the  na- 
tion’s handicapped  from  former  President  Dwight 
Eisenhower. 


Doctor  Rowntree 


Interim  Dean  Names  2 at  U.L. 

The  interim  dean  of  the  University  of  Louisville 
School  of  Medicine,  Douglas  Haynes,  M.D.,  has 
chosen  Roderick  Macdonald,  M.D.  and  Richard  H. 
Swigart,  M.D.  to  assist  him  in  his  new  office. 

Doctor  Macdonald  will  be  associate  dean  for 
clinical  affairs  and  will  be  in  charge  of  programs 
for  interns  and  residents  at  hospitals  affiliated  with 
the  University.  Doctor  Swigart  will  serve  as  asso- 
ciate dean  for  student  affairs  and  curriculum. 


Physical  Fitness  Award  Given 
To  Dr.  Kelley  of  Somerset 

Stephen  B.  Kelley,  M.D.,  Somerset,  received  one 
of  12  national  Physical  Fitness  Leadership  Awards 
from  the  President’s  Council  on  Physical  Fitness  and 
Sports  at  Washington,  D.C.  recently.  The  competi- 
tion is  sponsored  annually  by  the  Council,  Metro- 
politan Life  Insurance  Company  and  the  U.S.  Jaycees. 

Cited  for  his  work  in  initiating  a community 
fitness  program  for  men  between  the  ages  of  21  and 
87,  Doctor  Kelley  was  chosen  from  more  than 


1,250  applicants.  He  had  previously  won  the  Pulaski 
County  and  Kentucky  awards. 

In  addition  to  his  work  in  this  program,  Doctor 
Kelley  is  active  as  a scout  master  and  in  this 
capacity  encourages  boys  to  compete  for  the  personal 
fitness  merit  badge. 


MESSAGE  CENTER 

584-2201 

You  may  be  reached  through  this  number 
at  the  Convention  Center  during  the  KMA 
Annual  Meeting  September  23-25. 


TB 

is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE™  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N Y. 

472-9 
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Opportunities  Available  to  General  Practitioners 
Through  KMA  Physicians  Placement  Service 


The  Physicians  Placement  Service  of  the  Kentucky 
Medical  Association,  in  an  effort  to  obtain  a better 
distribution  of  physicians  in  our  state,  is  listing 
below  the  many  practice  opportunities  available  for 
general  practitioners,  and  would  encourage  any 
physician  desiring  to  relocate  his  practice  to  contact 
KMA’s  Physicians  Placement  Service  for  detailed 
information  on  any  opportunity  listed  below. 

We  do  our  best  to  provide  a two-way  flow  of 
information  between  interested  parties  without  actual- 
ly recommending  or  becoming  involved  in  any 
negotiations. 


This  list  includes  three  breakdowns:  one  indicating 
communities  where  local  citizens  are  hoping  to 
encourage  a doctor  to  establish  a practice  in  their 
area;  general  practitioners  in  the  rural  area  in  need 
of  replacements;  and  physicians  desiring  association. 
This  last  section  includes  opportunities  for  partner- 
ship, or  in  group  practices,  quite  often  with  no  in- 
vestment necessary  and  offering  a specified  minimum 
salary  in  the  beginning. 

If  you  are  interested  in  any  particular  area,  please 
let  us  know,  and  we  will  be  happy  to  provide 
additional  details. 


COMMUNITIES  SEEKING  PHYSICIANS 

General  Practitioners 


County 

City 

County 

City 

Butler 

Morgantown 

Logan 

Adairville 

Clinton 

Albany 

Logan 

Auburn 

Grayson 

Leitchfield 

McCracken 

Reidland 

Greenup 

Raceland 

Marshall 

Hardin 

Greenup 

Russell 

Nelson 

Bloomfield 

Harlan 

Evarts 

Ohio 

Fordsville 

Hart 

Horse  Cave 

Owen 

Owenton 

Knox 

Barbourville 

Shelby 

Shelbyville 

Webster 

Sebree 

PHYSICIANS  DESIRING  REPLACEMENTS 

General 

Practitioners 

County 

City 

County 

City 

Bourbon 

Paris 

Madison 

Berea 

Carter 

Grayson 

Muhlenberg 

Central  City 

Clark 

Winchester 

Nelson 

Bloomfield 

Fayette 

Lexington 

Nicholas 

Carlisle 

Garra  rd 

Lancaster 

Shelby 

Shelbyville 

Graves 

Mayfield 

Todd 

Elkton 

Lincoln 

Stanfo  rd 

Wolfe 

Compton 

Mason 

Maysville 

PHYSICIANS  DESIRING  ASSOCIATES 

General 

Practitioners 

County 

City 

County 

City 

Adair 

Columbia 

Henderson 

Henderson 

Anderson 

Lawrenceburg 

Hopkins 

Madisonville 

Barren 

Glasgow 

Laurel 

London 

Bell 

Middlesboro 

Letcher 

Whitesburg 

Bourbon 

Paris 

Livingston 

Salem 

Caldwell 

Princeton 

McLean 

Calhoun 

Calloway 

Murray 

Madison 

Richmond 

Christian 

Hopkinsville 

Muhlenberg 

Greenville 

Daviess 

Owensboro 

Ohio 

Beaver  Dam 

Edmonson 

Brownsville 

Oldham 

LaGrange 

Floyd 

Martin 

Perry 

Hazard 

Floyd 

McDowell 

Pulaski 

Somerset 

Graves 

Mayfield 

Russell 

Jamestown 

Greenup 

Russell 

Scott 

Georgetown 

Greenup 

South  Shore 

Simpson 

Franklin 

Hardin 

Elizabethtown 

Webster 

Providence 

Harlan 

Harlan 

Wolfe 

Campton 
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Kentuckians  attending  the  AMA/AMPAC  public  affairs  seminar  May  16-18  in  Washington,  D.C.,  pose  with  Repre- 
sentative Gerald  Ford,  Michigan  and  several  AMA  officials.  The  delegation  are  (left  to  right,  bottom  row):  Harry  Hinton, 
manager,  AMA  Washington  office;  Gilbert  Armstrong,  KMA  director  of  field  services;  Hoyt  Gardner,  M.D.,  national  af- 
fairs chairman  for  KMA  Committee  on  Legislative  Activities;  Jerry  Mahoney,  KMA  assistant  director  of  field  services;  Joe 
Miller,  AMA  director,  public  affairs  division;  Rep.  Ford,  Fred  Rainey,  M.D.,  state  affairs  chairman  for  KMA  Committee 
on  Legislative  Activities;  Mrs.  Meredith  Evans;  Mrs.  Hoyt  Gardner;  Meredith  Evans,  M.D.,  KEMPAC  director;  R.  Burke 
Casper,  M.D.,  KEMPAC  director;  (top  row)  John  P.  Stewart,  M.D.,  KEMPAC  director;  John  Quertermous,  M.D.,  chair- 
man of  the  KEMPAC  Board;  Walter  Cawood,  M.D.,  KMA  president-elect;  Jim  Imboden,  AMA  field  representative. 


KSAMA  Founds  Danville  Chapter 

A new  chapter  of  the  Kentucky  State  Association 
of  Medical  Assistants  was  organized  on  June  22  in 
Danville,  according  to  James  R.  Pleasant,  Jr.,  public 
relations  chairman  for  KSAMA 
Officers  for  the  new  chapter,  called  “12th  District 
Medical  Assistants  Association,”  are  Sarah  Miller, 
president;  Jackie  Dietrick,  president-elect;  Lou  Mc- 
Culley,  vice-president;  Donna  Arnold,  secretary; 
Mildred  Simms,  treasurer;  and  Kay  Wesley,  director. 

Cancer  Chemotherapy — Yarbo 

(Continued  from  page  560) 

Summary 

Although  chemotherapy  offers  a cure  for 
metastatic  cancer  in  only  a few  cases  today, 
a substantial  number  of  neoplasms  are  respon- 
sive and  may  be  controlled  for  a variable 
period  of  time.  Useful  prolongation  of  life  may 
be  accomplished  in  many  patients.  The  drugs 
used  are  quite  toxic,  however,  and  consider- 
able harm  may  be  done  to  patients  by  indis- 
criminate use.  Therefore,  it  is  essential  to  de- 
termine in  each  patient  whether  there  is  a re- 
sponse of  the  tumor  to  therapy  and  to  continue 
therapy  only  if  an  objective  response  of  the 
tumor  is  observed. 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE™  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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KENTUCKY  MEDICAL  ASSOCIATION 

BOARD  OF  TRUSTEES— 1968-69 

Officers 


HENRY  B.  ASMAN,  1169  Eastern  Pkwy.,  Louisville  (502)  454-4649  President 

WALTER  L.  CAWOOD,  1200  Bath  Ave.,  Ashland  (606)  325-1665 President-Elect 

GEORGE  F.  BROCKMAN,  2 E.  Main  Cross,  Greenville  (502)  338-3660.  . . .Immediate  Past  President 

EDWIN  P.  SOLOMON,  JR.,  910  Heyburn  Bldg.,  Louisville  (502)  585-4123 Vice  President 

S.  RANDOLPH  SCHEEN,  1249  Medical  Arts  Bldg.,  Louisville  (502)  451-1661 Secretary 

KEITH  P.  SMITH,  Medical  Arts  Bldg.,  Corbin  (606)  528-3211 Treasurer 


RICHARD  F.  GREATHOUSE,  5 Triangle  Cen.,  Louisville  (502)  458-3219  Speaker— House  of  Delegates 

CARL  COOPER,  JR.,  Bedford  (502)  255-3282 Vice-Speaker — House  of  Delegates 

LEE  C.  HESS,  7211  U.S.  42,  Florence  (606)  371-1153  Chairman  of  the  Board  of  Trustees 
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Kolantyl  Gel/ Wafers  contain 
antacids,  and  BentyF  (dicyclomine 
hydrochloride)  too. 

(jMerrelf) 

The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hllUm  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatie  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings : Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and / or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcitec 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 
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Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


U.S.  PATENT  NO.  3,001,910 


TEPANIL — the  right  start  in  support  of  the 
weight-control  program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it.  Weight 
loss  is  significant — gradual — yet  there  is  a 
relatively  low  incidence  of  CNS  stimula- 
tion. Because  TEPANIL  works  on  the 


appetite,  not  on  the  "nerves." 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients 
hypersensitive  to  this  drug;  in  emotionally  unstable  patients 
susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,  and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom- 
fort have  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


BROMSULPHALEIN®  IN  A STERILE,  DISPOSABLE,  ECONOMICAL  UNIT 


S s 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 


The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 


HYNSON, 
WESTCOTT  & 
DUNNING,  INC 


The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  he  a candidate  for 

DECLOSTATIN300 

Demrlhylchlortelrancline  HCI  300  mg  'll  • ~l 
and  Nystatin  500,000  units  l~w  -| 

CAPSl  LE-SH  APED  TABLETS  Lfderle  U • X • XX  • 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy— -the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
©ECLOSTATIN. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
o^rgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetra6ycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions : Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 


rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  them py$ 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 


Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 


given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided.  Jfj|M 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Valedictory:  An  Impossible  Wish! 


GRATITUDE — Humility — Awe. 

With  those  sentiments  I addressed  my  first  message  to  you  as  your  Presi- 
dent in  the  October  issue  of  The  Journal. 

And  now,  as  I compose  my  last  message  for  this  page,  those  same  sentiments 
are  uppermost  in  my  mind. 

My  gratitude  to  you  for  the  great  honor  that  has  been  mine  has  in  no  way 
been  lessened  during  these  twelve  months.  The  magnitude  and  great  variety  of 
problems  facing  the  Association,  and  the  frustrations  encountered  in  attempting 
to  solve  them,  guarantees  one’s  humility.  The  awesome  responsibility  of  endeavor- 
ing to  provide  the  leadership  the  Association  deserves  is  constantly  present  and  a 
never-ending  reminder  of  one’s  human  frailties. 

As  my  term  draws  to  a close,  I have  searched  my  mind  for  one  last  wish — if 
it  were  in  my  power  to  grant  it  to  the  Association.  I wish  that  it  were  possible 
for  every  member  of  KMA  to  serve  as  its  president  for  one  month.  The  respon- 
sibility of  leadership  in  dealing  with  government  agencies,  third-parties,  allied  and 
paramedical  groups,  as  well  as  the  internal  functions  of  the  Association,  demands 
study  and  research  which  provides  an  education  that  can  be  gleaned  in  no  other 
way. 

Were  it  possible  for  my  impossible  wish  to  come  true,  no  longer  would  there 
be  a communication  gap  between  the  organization  and  its  members,  no  longer 
would  there  be  accusations,  based  on  misunderstanding  and  mis-information,  that 
the  leadership  of  the  Association  has  “sold  out”  to  the  powers  of  socialized 
medicine,  no  longer  would  there  be  the  large  percentage  of  “non-participating” 
active  members  in  the  affairs  of  the  Association — and  a unified,  knowledgeable, 
progressive  profession  could  go  forward  in  search  of  its  goal — to  provide  the  best 
possible  quality  medical  care  to  the  people  of  Kentucky. 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AM  BAR  "2 


One  Ambar  Extentab  before  breakfast  can 

help  control  most  patients’  appetite  for  up  EXTENTAB  S' 


to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®—  methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


methamphetamine  HCI  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming) 


BRIEF  SUMMARY/Indications:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company. 


A.  H.  ROBINS  COMPANY,  21, 11. I 
RICHMOND.  VA.  23220  **  n I 
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NORGESIC 


(orphenadrine  citrate.  25  mg.,  aspirin.  225  mo., 
phenacetin,  160  mg.,  caffeine,  30  mg.) 


non-narcotic  analgesi 


Inusculo-skeletal  pain, 


■Norgesicfirst . . . 
flOpatients  probably  won’t 
ed  anything  stronger 

GESic  offers  predictable  relief  in  approxi- 
ely  80%  of  patients  with  painful  musculo- 
letal  disorders.  It  provides  both  effective 
Igesia  and  relief  of  associated  muscle 
sm.  Norgesic  works  quickly,  usually  pro- 
:ing  a high  level  of  analgesia  within  two 
irs,  and  relief  is  sustained  for  four  hours  or 
ger. 

:or  the  relief  of  acute  mild  to  moderate  pain 
ociated  with  musculo-skeletal  disorders, 
Norgesic  first... eight  of  ten  patients  proba- 
won’t  need  anything  stronger. 

Indications:  Symptomatic  relief  of  acute  mild  to  moderate 
of  musculo-skeletal  origin. 

'ontraindications:  Due  to  the  mild  anticholinergic  effect 
rphenadrine,  Norgesic  should  not  be  used  in  patients  with 
coma,  pyloric  or  duodenal  obstruction,  stenosing  peptic 
ts,  prostatic  hypertrophy,  obstructions  at  the  bladder  neck, 
alasia  (megaesophagus),  myasthenia  gravis  or  in  patients 
wn  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine.  Do 
use  propoxyphene  (Darvon®)  concurrently. 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of 
preparation  in  pregnancy,  during  lactation,  or  in  the  child- 
ring age  has  not  been  established,  use  of  the  drug  in  such 
ents  requires  that  the  potential  benefits  of  the  drug  be 
ghed  against  its  possible  hazard  to  the  mother  and  child. 
USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug 
:hildren  has  not  been  established;  therefore,  the  physician 
3t  weigh  the  benefits  against  the  potential  hazards. 
Precautions:  Recent  studies  have  indicated  that  prolonged 
essive  use  of  phenacetin  may  result  in  nephrotoxicity, 
jtion  should  therefore  be  exercised  when  administering 

!rgesic  to  patients  with  renal  insufficiency.  It  should  also  be 
■ with  caution  in  patients  with  tachycardia. 

Inverse  reactions:  Side  effects  of  Norgesic  are  those  usu- 
|f  associated  with  APC  or  mild  anticholinergic  agents.  These 
I include  tachycardia,  palpitation,  urinary  hesitancy  or  re- 
jltipn,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  in- 
cased intraocular  tension,  weakness,  nausea,  vomiting, 
jadache,  dizziness,  constipation,  drowsiness,  and  rarely, 
icaria  and  other  dermatoses.  Infrequently,  mental  confusion 
the  elderly,  mild  central  excitation  and  occasional  halluci- 
lions.  These  mild  side  effects  are  usually  eliminated  by  re- 
ction  in  dosage.  One  case  of  aplastic  anemia,  with  no 
lablished  causal  relationship,  has  been  reported. 

Dosage  and  administration:  Adults  — 1 to  2 tablets  3 to  4 
les  daily. 


rmore  detailed  prescribing  information, 
s Package  Circular  or  PDR. 


® 


henadrine  citrate,  25  mg.,  aspirin,  225  mg., 
fcnacetin.  160  mg.,  caffeine.  30  mg.) 

Ion-narcotic  analgesic 

kr  Laboratories,  Northridge,  California  91324 

■ Dart  Industries  Inc. 
vnsors  of  Ftiker  Service— 

I complimentary  classified  service  for  physicians. 


Medical  Economics  says: 

GENERAL  LEASING'S  PLAN  IS 

'The  Winning  Way" 

TO  LEASE  A CAR! 

SEE  ARTICLE,  JUNE,  1968  ISSUE, 

BY  CHARLES  WALTER,  MIDWEST  EDITOR 


GENERAL 

LEASING 

is  grateful  for  this  tribute  to  its  "Doctor’s 
Lease  Plan.”  Thank  you.  Doctors,  for  your 
participation  in  the  plan  which  is  so  formably 
commented  on  by  Editor  Charles  Walter 
in  "Medical  Economies.” 


LEASE 

Any  Make  or  Model 

NEW  1969  CAR 

LEASE 

Medical  or  Surgical 

EQUIPMENT 

* Leasing  better  than 

* A plan  for  young  doc- 

buying 

tors 

* No  capital  investment 

★ Medical  and  Surgical 

* Dependable  car  at  all 

equipment 

times 

* Complete  office  fur- 

* Certain  tax  advan- 

nishings 

tages 

★ Enlarging  facilities 

* Call  us  for  particulars 

+ Call  us  for  full  details 

PHONES:  897-1641—895-2451 

General  Leasing  Corporation 

A DIVISION  OF  KOSTER-SWOPE,  INC. 
3712  FRANKFORT  AVENUE, 
LOUISVILLE,  KY.  40207 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  16-67.  This  33  year  old  married  white 
gravida,  3,  para  2,  was  under  the  care  of  a pri- 
vate physician.  Her  prenatal  course  was  uncom- 
plicated until  the  fifth  month  of  her  pregnancy  when 
she  complained  of  chills  and  fever  beginning  about 
10  a.m  on  July  10,  1967.  Temperature  at  home  was 
103°.  She  remembered  nothing  of  her  trip  to  the 
hospital. 

On  admission  at  10:50  a.m.  she  complained  of 
aching  and  burning  all  over.  Temperature  was  1062, 
blood  pressure  148/50.  An  infusion  of  1000  cc 
D-W  with  1 gram  of  Terramycin  was  started.  A stat 
CBC  and  catheterized  urine  was  obtained.  She  re- 
ceived 2 cc  Pyrilgin  IM  which  reduced  her  fever  to 
102.6.  At  6 p.m.  she  appeared  acutely  ill  when 
seen  by  her  physician.  There  was  generalized  abdomi- 
nal tenderness,  most  acute  over  the  right  CVA  region 
and  the  epigastric  area.  She  was  moderately  tender 
over  the  entire  abdomen  on  deep  palpation.  Pelvic 
examination  exhibited  a marked  painful  response  on 
palpation  of  the  adnexal  region  bilaterally.  The  cer- 
vix was  long  and  closed.  At  10  p.m.  the  membranes 
ruptured  spontaneously.  There  was  an  extremely 
foul  odor  to  the  amniotic  fluid.  The  patient  went  into 
tumultous  labor  and  delivered  spontaneously  a still- 
born male  of  approximately  five  months  gestation. 
The  placenta  was  expressed  intact  and  there  was 
minimal  bleeding.  A vaginal  smear  was  obtained  for 
culture  and  sensitivity.  She  was  tender  over  the  re- 
gion of  the  uterus.  Patient’s  blood  pressure  ranged 
70/50 — 84/60  for  the  next  two  hours.  Temperature 
98.  A Hgb  at  8 p.m.  was  12  grams,  hematocrit 
35  per  cent.  Hypotension  was  attributed  to  septic 
shock  rather  than  from  blood  loss.  An  infusion  of 
1000  cc  Trinidex  (B  Vitamin  solution)  was  started 
and  oxygen  given.  Solu-Medrol  125  mg  was  added 


to  the  IV.  Vasoxyl  Vice  was  given  IM  at  4:45  a.m. 
and  Vice  at  5:30  a.m.  Her  blood  pressure  remained 
70/0,  pulse  96-100.  She  remained  anuric.  The  pa- 
tient was  skin  tested  for  Tetanus  antitoxin  and  gas 
gangrene.  Tetanus  antitoxin  and  gas  gangrene  anti- 
toxin was  given  after  the  skin  test  was  negative.  Her 
condition  remained  critical.  No  blood  pressure  or 
urinary  output  was  obtained,  she  expired  at  9 p.m. 
on  July  11,  1967. 

An  autopsy  was  obtained  and  the  pathologic  diag- 
nosis was: 

1 ) Bilateral  acute  diffuse  cortical  necrosis  of  kid- 
ney. 

2)  Bilateral  acute  hemorrhagic  necrosis  of  adrenal 
glands. 

3)  Pulmonary  congestion  and  edema  with  early 
bronchopneumonia. 

4)  Bilateral  dilatation  of  the  ventricles  of  the 
heart. 

5)  Bilateral  pleural  effusion. 

6)  Post  partum  state. 

Comment 

The  Committee  classified  this  as  a direct  obstetri- 
cal death  with  preventable  factors  on  the  part  of  both 
the  patient  and  the  physician.  The  patient  could  have 
had  some  criminal  attempt  to  terminate  the  preg- 
nancy resulting  in  the  infection.  On  admission  further 
diagnostic  procedures  should  have  been  done  such  as 
chest  x-ray,  film  of  the  abdomen  and  intravenous 
pyelogram.  The  Committee  felt  that  the  treatment  of 
septic  shock  was  not  vigorous.  Larger  doses  of  anti- 
biotic, glucocorticoid  and  intravenous  fluid  should 
have  been  used. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  6-BACITRACIN-NEOMYCIN 

OINTMENT 


ml&U  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


r* 


UK 


to 


PVD 


Clues 


heavy  smoker 
with  vasospasm 


He  may  be  comparatively  young  or  approaching  middle  age.  Typically,  he  is  a 
heavy  cigarette  smoker — a pack  or  more  a day  for  a number  of  years.  Whether 
smoking  is  a causative  or  an  important  exacerbating  factor  in  peripheral  vascular 
disease  is  still  under  discussion.  But  the  vasoconstrictive  effects  of  nicotine  are 
firmly  supported  by  a substantial  body  of  laboratory  and  clinical  evidence,  and  the 
close  association  is  now  generally  accepted. 

Thus,  a history  of  heavy  smoking  coupled  with  vasospasm  may  serve  as  warning 
signals  to  the  physician.  When  a diagnosis  is  established,  therapeutic  measures  are 
directed  toward  increasing  the  local  circulation,  and  appropriate  management  of  the 
patient’s  general  medical  needs  should  be  instituted.  These  include  the  important 
sateguards  of  keeping  warm  and  refraining  from  smoking. 
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Before  prescribing  Roniacol  Timespan 
(nicotinyl  alcohol  tartrate),  please  consult 
complete  product  information,  a summary  of 
which  follows. 

Indications:  Conditions  associated  with  deficient 
circulation;  e.g.,  peripheral  vascular  disease, 
vascular  spasm,  varicose  ulcers,  decubital  ulcers, 
chilblains,  Meniere’s  syndrome  and  vertigo. 
Caution:  Roche  Laboratories  endorses  caution 
in  the  administration  of  any  therapeutic  agent 
to  pregnant  patients. 

Side  Effects:  Transient  flushing,  gastric 
disturbances,  minor  skin  rashes  and  allergies  may 
occur  in  some  patients,  seldom  requiring 
discontinuation  of  the  drug. 

Dosage:  1 or  2 Timespan  Tablets  morning  and 
night. 

How  Supplied:  Timespan  Tablets — 150  mg 
nicotinyl  alcohol  in  the  form  of  the  tartrate  salt 
— bottles  of  50. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Important  in 
total  management  of 
peripheral  vascular  disease , 
vascular  spasm  or 
chilblains  ♦ 1 

— Roniacol 
I rmespan 

(nicotinyl  alcohol  tartrate) 
for  relief  of  ischemic  symptoms 


Convenience  of  b.i.d.  dosage — sustained-release  Timespan  Tablets  usually  provide 
irolonged  relief  of  ischemic  symptoms  with  two  doses  daily. 

Smoothness  of  onset — the  action  of  Roniacol  (nicotinyl  alcohol)  is  smooth  and 
;radual  in  onset,  rarely  causing  severe  flushing. 

Selectivity  of  action — relaxes  the  musculature  of  peripheral  blood  vessels, 
digh  degree  of  safety — side  effects  seldom  require  discontinuation  of  therapy. 


Preludin® 

phenmetrazine  hydrochloride 


Preludin  is  indicated  only 
as  an  anorexigenic  agent 
in  the  treatment  of  obesity. 
It  may  be  used  in  simple 
obesity  and  in  obesity  com- 
plicated by  diabetes,  mod- 
erate hypertension  (see 
Precautions),  or  pregnancy 
(see  Warning). 
Contraindications:  Severe 
coronary  artery  disease, hy- 
perthyroidism, severe  hy- 
pertension, nervous  insta- 
bility, and  agitated  prepsy- 
chotic  states.  Do  not  use 
with  other  CNS  stimulants, 
including  MAO  inhibitors. 
Warning:  Do  not  use  during 
the  first  trimester  of  preg- 
nancy unless  potential 
benefits  outweigh  possi- 
ble risks.  There  have  been 
clinical  reports  of  congen- 
ital malformation,  but 
causal  relationship  has  not 
been  proved.  Animal  tera- 
togenic studies  have  been 
inconclusive. 

Precautions:  Use  with  cau- 
tion in  moderate  hyperten- 
sion and  cardiac  decom- 
pensation. Cases  involving 
abuse  of  or  dependence 
on  phenmetrazine  hydro- 
chloride have  been  report- 
ed. In  general,  these  cases 
were  characterized  by 
excessive  consumption 
of  the  drug  for  its  central 
stimulant  effect,  and  have 
resulted  in  a psychotic 
illness  manifested  by 
restlessness,  mood  or 
behavior  changes,  hallu- 


cinations or  delusions.  Do 
not  exceed  recommended 
dosage. 

Adverse  Reactions:  Dry- 
ness or  unpleasant  taste 
in  the  mouth,  urticaria, 
overstimulation,  insomnia, 
urinary  frequency  or  noc- 
turia, dizziness, 
nausea,  or  headache. 
Dosage:  One  25  mg.  tablet 
b.i.d.  or  t.i.d.  Or  one  75  mg. 
Endurets  tablet  a day, 
taken  by  midmorning. 
Availability:  Pink,  square, 
scored  tablets  of  25  mg. 
for  b.i.d.  or  t.i.d.  admin- 
istration, in  bottles  of  100 


and  1000. 

Pink,  round  Endurets® 
prolonged-action  tablets  of 
75  mg.  for  once-a-day  ad- 
ministration, in  bottles  of 
100  and  1000.  (B)R3-46-560-B 


Under  license  from 
Boehringer 
Ingelheim  G.m.b.H. 


For  complete  details, 
please  see  lull 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


They  run 
a good  chance 
of  losing 
weight. 


Exercise  and  Preludin  run  together  in  helping  patients  to  lose  weight. 

Preludin  often  puts  a curb  on  appetite  and  promotes  a sense  of  well-being.  By  boosting 
a dieter’s  spirit,  Preludin  may  help  patients  get  the  exercise  you  may  prescribe. 

One  Endurets  tablet  taken  between  breakfast  and  midmorning  usually  provides  daylong  and 
early-evening  suppression  of  appetite. 

Afew  patients  may  experience  overstimulation  or  insomnia.  For  a brief  summary  of  all  adverse 
reactions,  precautions,  warning  and  contraindications,  please  see  the  adjoining  page. 


phenmetrazine  Endurets® 

■ idUOlM  hydrochloride  prolonged-action  tablets 


Geigy 


639 


Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

SEPTEMBER 

23-25  KMA  ANNUAL  MEETING,  Convention 
Center,  Louisville 

OCTOBER 

26-30  Medical  Library  Association,  Brown  Hotel, 
Louisville 

29-Nov.  1 Training  course  on  emergency  care  and 
transportation  of  sick  and  injured  persons, 
sponsored  by  American  Academy  of  Ortho- 
pedic Surgeons,  University  of  Kentucky  Medi- 
cal Center,  Lexington 


NOVEMBER 

6 L.  E.  Smith  Lexture,  University  of  Kentucky 
Medical  Center,  Lexington 

6- 7  Third  Annual  Newborn  Symposium,  De- 

partment of  Pediatrics,  University  of  Louis- 
ville School  of  Medicine,  Louisville 

7- 8  Kentucky  Thoracic  Society,  Fall  Scientific 

Session,  Boone  Tavern,  Berea 

13-14  Recent  Developments  in  the  Surgical  Care  of 
Trauma  Program,  University  of  Kentucky 
Medical  Center,  Lexington 


IN  SURROUNDING  STATES 

SEPTEMBER 

15-16  Congress  on  Occupational  Health,  American 
Medical  Association,  St.  Louis,  Mo. 

19-20  Great  Plains  Regional  Heart  Meeting,  Uni- 
versity of  Iowa,  Iowa  City,  Iowa 

24-26  Cleveland  Course  in  Pulmonary  Diseases,  St. 
Luke’s  Hospital,  Cleveland,  Ohio. 

26-Oct.  3 American  Academy  of  General  Practice, 
Philadelphia,  Pa. 

OCTOBER 

3-  4 Conference  on  Urology,  University  of  Iowa, 
Iowa  City,  Iowa. 
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6-10  Family  Practice  Symposium,  Medical  College 
of  Georgia,  Augusta,  Georgia 

13-14  Tennessee  Valley  Medical  Assembly,  Memori- 
al Auditorium,  Chattanooga,  Tenn. 

17- 18  General  Practitioner’s  In-House  Refresher, 

University  of  Iowa,  Iowa  City,  Iowa 

18- 23  American  Academy  of  Pediatrics,  38th  An- 

nual Meeting,  Palmer  House,  Chicago,  111. 

23-25  Conference  on  Surgery,  University  of  Iowa, 
Iowa  City,  Iowa 

23-25  Southeastern  Chapter  of  the  Society  of  Nu- 
clear Medicine,  10th  Annual  Scientific  Meet- 
ing, Sheraton  Nashville  Hotel,  Nashville, 
Tenn. 

31 -Nov.  3 Annual  Meeting,  Association  of  Ameri- 
can Medical  Colleges,  Cincinnati  Convention 
Center,  Cincinnati,  Ohio 


NOVEMBER 

10-13  Southern  Medical  Association,  63rd  Annual 
Meeting,  Atlanta,  Ga. 

12-15  Third  Annual  Postgraduate  Conference  on 
“Today’s  Hospital  Problems:  An  Interdis- 
ciplinary Approach”,  Tides  Hotel  and  Bath 
Club,  Redington  Beach,  Florida. 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  fall  and  winter  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  lanet  Avenue,  Louisville,  Ky.  40205. 


Can  one 
prescription 
' the 

work 
of 

'two? 


antacids,  and  BentyP  (dicyclomine 
hydrochloride)  too. 


(0715) 


WHAT’S 
SO  WEAK 
ABOUT 
THE  WEAKER 

SEX? 
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OFTEN... 
HER  LOWER 
G.  I.  TRACT 


Psycho-abdominal  Distress:  Frequently  Female 

Women  aged  15  to  45  appear  to  be  more  prone  than  men  to  bloating, 
cramping  pain  of  stress-related  intestinal  disturbances  such  as  irritable 
or  spastic  colon.1,2 


appear  time  after  time  with  repeated  complaints  of  lower  G.I.  distress. 


the  emotional  components  of  psycho-abdominal  complaints. 

Definitive  Dual  Therapy 

'Milpath'  contains  a proven  synthetic  anticholinergic  useful  for 
relieving  hypermotility,  spasm,  and  hypersecretion  of  the  gastrointes- 
tinal tract. 

In  addition,  'Milpath’  provides  a time-tested  tranquilizer  for  mild 
but  effective  anti-anxiety  action. 

With  Flexible  Dosage 

• 'Milpath’-400  (meprobamate  400  mg.  -f  tridihexethyl  chloride  25 
mg.)  Usual  adult  dose:  1 tablet  t.i.d.  and  2 at  bedtime. 

•When  less  tranquilization  is  required:  'Milpath’-200  (meproba- 
mate 200  mg.  + tridihexethyl  chloride  25  mg.) 


(meprobamate  -(-  tridihexethyl  chloride ) 

relaxes  smooth  muscle  and  psyche 


Frequently  Recurrent 

In  the  experience  of  many  physicians,  women  are  more  likely  to  re- 


Requiring  Definitive  Therapy 

Often  needed  is  therapy  adequate  to  control  both  the  somatic  and 
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MILPATH 


Please  see  the  following  page  for  brief  summary  of  prescribing  information . 


Gently 
but  firmly 


MILPATH 

(meprobamate  + tridihexethyl  chloride) 

Relaxes 
smooth  muscle 
and  psyche 
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Usual  Adult  Dosage 

One  'Milpath’-400  tablet,  three  times  a day  at  mealtimes,  and 
two  at  bedtime.  For  greater  anticholinergic  effect,  two  'Milpath'- 
200  tablets,  three  times  a day  at  mealtimes  and  two  at  bedtime. 
Doses  of  meprobamate  above  2400  mg.  daily  not  recommended. 

Indications 

Useful  in  organic  and  functional  disorders  with  hypersecretion 
and  hypermotility  of  G.I.  tract,  especially  when  accompanied  by 
anxiety,  neurosis,  or  tension  states.  Should  be  used  as  an  adjunct 
to  all  other  therapeutic  measures. 

Contraindications 

Tridihexethyl  chloride:  Urinary  bladder-neck  obstructions,  e.g., 
prostatic  obstruction  due  to  hypertrophy;  pyloric  obstructions 
because  of  reduced  motility  and  tonus:  organic  cardiospasm 
(megaesophagus);  glaucoma;  possibly  in  stenosing  gastric  or 
duodenal  ulcers  with  significant  gastric  retention. 

Meprobamate:  Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate. 

Precautions 

Tridihexethyl  chloride:  Use  cautiously  in  elderly  males  (pos- 
sible prostatic  hypertrophy) . 

Meprobamate:  Carefully  supervise  dose  and  amounts  prescribed. 
Consider  possible  dependence  or  habituation  (reported  occasion- 
ally after  excessive  use),  particularly  in  severe  psychoneurotics, 
alcoholics,  ex-addicts.  Withdraw  gradually  (one  or  two  weeks) 
after  excessive  dosage  for  weeks  or  months  to  avoid  recurrence  of 
pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  insomnia)  or  with- 
drawal reactions  (e.g.,  vomiting,  ataxia,  tremors,  muscle  twitching; 
rarely,  epileptiform  seizures,  more  likely  in  those  with  CNS  dam- 
age or  latent  convulsive  disorders).  If  drowsiness  or  visual  dis- 
turbance occurs,  reduce  dose  and  advise  against  activity  requiring 
alertness  (driving,  machinery  operation).  Effects  of  excess  alcohol 
may  be  increased.  Grand  mal  seizures  possible  in  persons  with 
both  petit  and  grand  mal.  Prescribe  cautiously  in  small  amounts 
to  patients  with  suicidal  tendencies.  Prescribe  with  caution  to 
patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  carisoprodol. 

Side  Effects 

The  following  side  effects  of  components  may  occur  with 
'Milpathh 

Tridihexethyl  chloride:  Severe  effects  rare  on  recommended 
dosage.  Anticholinergic  effects:  dry  mouth  (fairly  frequent  at  oral 


doses  of  100  mg.),  constipation  or  "bloated"  feeling.  Possible: 
tachycardia,  dilation  of  pupils,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  drowsiness,  urinary  hesitancy  or  re- 
tention, dizziness. 

Meprobamate:  Drowsiness,  sometimes  with  ataxia,  usually  con- 
trolled by  decreasing  dosage,  occasionally  with  aid  of  central  stimu- 
lants (e.g.,  amphetamine).  Rarely,  allergic  or  idiosyncratic 
reactions  (usually  after  one  to  four  doses);  in  mild  form:  itchy, 
urticarial  or  erythematous,  maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever,  transient  leuko- 
penia, and  one  fatal  bullous  dermatitis  (after  meprobamate  and 
prednisolone)  reported.  More  severe,  very  rare  hypersensitivity: 
fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (one  fatal),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treat  symptomatically  (e.g.,  epinephrine,  antihistamines, 
possibly  hydrocortisone)  ; stop  and  do  not  restart  the  drug.  Isolated 
agranulocytosis,  thrombocytopenic  purpura,  one  fatal  aplastic 
anemia  reported,  but  only  in  presence  of  known  toxic  drugs,  por- 
phyric  symptoms  reported  but  relationship  not  established.  Fast 
EEG  activity,  usually  after  excessive  dosage.  Impairment  of  visual 
accommodation  reported  by  one  observer.  Fixed  drug  eruption 
with  meprobamate  and  cross  reaction  to  carisoprodol  reported. 

Suicidal  attempts  may  produce  drowsiness,  lethargy,  stupor, 
ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse,  and 
death.  Excessive  dosage  has  led  rapidly  to  sleep,  then  reduction  of 
vital  signs  to  basal  levels.  Empty  stomach,  and  if  respiration  be- 
comes very  shallow  and  slow,  cautiously  give  CNS  stimulants  (e.g., 
caffeine,  pentylenetetrazol,  amphetamine)  ; also  pressor  amines  if 
indicated. 

Supplied 

In  two  strengths: 

'Mil path’ -400:  \bllow,  scored  tablets. 

'Mil path’ -200:  Tellow,  coated  tablets. 

Before  prescribing,  consult  package  circular. 
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Painful 
night  leg 
cramps 


unwecome  beare  ow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Treating  atrophic  vaginitis 
complicated  by  infection... 

is  as  easy  as  AVC/Dienestrol 


Dienestrol  helps  restore  estrogen-deficient  vaginal  mucosa. 

It  is  the  particular  ingredient  in  AVC/Dienestrol  that  improves  cell  maturation  counts1,2 
— helps  stimulate  the  restoration  of  normal  vaginal  epithelium  to  resist  infection. 

Two  recent  studies  reconfirm  AVC / Dienestrol  efficacy.1,2  AVC/  Dienestrol  is  proven 
effective  against  monilial,  trichomonal,  nonspecific  bacterial  vaginitis,  and  mixed 
infections.1,2  AVC/Dienestrol  combats  infection,  helps  restore  tissue  resistance  to  reinfection. 

So  even  in  complex  cases,  the  treatment  can  remain  the  same.  Comprehensive.  Effective. 
Easy  as  AVC/  D. 


Contraindications:  Known  sensitivity  to  sulfonamides,-  diag- 
nosis or  familial  history  of  carcinoma  of  the  genital  tract  or 
breasts,  precarcinomatous  lesions  of  the  vagina  or  vulva;  palpa- 
ble uterine  fibromyoma;  mammary  fibroadenoma;  depressed 
liver  function. 

Precautions/Adverse  Reactions:  The  usual  precautions  for 
topical  and  systemic  sulfonamides  should  be  observed  because 
of  the  possibility  of  absorption.  Burning,  increased  local  dis- 
comfort, skin  rash,  urticaria  or  other  manifestations  of  sulfon- 
amide toxicity  or  sensitivity  are  reasons  to  discontinue  treat- 
ment. The  use  of  AVC/Dienestrol  does  not  preclude  the 
necessity  for  careful  diagnostic  measures  to  eliminate  the 
possibility  of  neoplasia  of  the  vulva  or  vagina.  Manifestations 
of  excessive  estrogenic  stimulation  through  dienestrol  absorp- 
tion may  occur.  These  include  uterine  bleeding,  breast  tender- 
ness, exacerbation  of  menstrual  irregularity  and  provocation  of 
serious  bleeding  in  women  sterilized  because  of  endometriosis. 


Endometrial  withdrawal  bleeding  may  occur  if  use  is  suddenly 
discontinued. 

Dosage:  One  applicatorful  or  one  suppository  infravaginally 
once  or  twice  daily. 

Supplied:  AVC/Dienestrol  Cream'  — Four  ounce  tube  with 

applicator.  AVC'  and  'AVC/Dienestrol  Suppositories' — Box  of 
12  with  applicator. 

References:  (1)  Salerno,  L.  J.,-  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Approach,  Scientific 
Exhibit,  presented  at  the  115th  Annual  A.M.A.  Convention, 
Chicago,  Illinois,  June  1966.  (2)  Nugent,  F.  B.,  and  Myers, 
J.  E.:  Pennsylvania  Med.  69:44,  1966. 
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AVC/Dienestrol 

Cream  (dienestrol  .01%,  sulfanilamide  15.0%,  aminacrine  hydrochloride  0.2%,  allantoin  2.0%) 


Suppositories 


(dienestrol  0.70  mg.,  sulfanilamide  1.05  Gm.,  aminacrine  hydrochloride  0.014  Gm.,  allantoin  0.14  Gm.) 
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Dulcolax:.. so  predictable 
you  can  almost  set  patients  by  it 


Dulcolax  works  so  effectively  that  the  time  of  bowel 
evacuation  can  often  be  predicted. 

Dulcolax  tablets  taken  at  night  will  usually  result  in  a con- 
venient bowel  movement  the  following  morning.  Dulcolax 
suppositories  generally  work  within  15  minutes  to  an  hour. 

Dulcolax  may  be  given  to  the  aged,  pregnant  or  nursing 
women,  and  children.  It  may  be  particularly  helpful  in  con- 
ditions in  which  straining  should  be  avoided.  The  drug, 
however,  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax'  bisacodyl 
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Rabies  in  Kentucky  - A Current  Crisis* 

Russell  E.  Teague,  M.D..  M.P.H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 


THE  probability  of  transmission  on  rabies  virus 
from  infected  animals  to  human  beings  is  per- 
haps now  greater  in  Kentucky  than  in  any 
other  state  in  the  nation.  During  the  past  four  years  a 
growing  epizootic  of  fox  rabies  has  spread  across 
the  Commonwealth  with  increasing  incidence  in 
other  animal  species  and  an  alarming  number  of 
human  exposures.  In  1968  Kentucky  led  the  entire 
United  States  in  total  number  of  laboratory  con- 
firmed cases  of  animal  rabies,  total  fox  cases,  total 
cattle  cases  and  total  dog  cases.  During  the  same 
period  more  than  5,000  doses  of  human  antirabies 
vaccine  were  shipped  from  the  Vaccine  Depot  of  the 
State  Department  of  Health  via  local  health  units  to 
physicians  throughout  the  Commonwealth. 

In  some  epidemic  areas  individual  practitioners 
have  had  as  many  as  ten  or  more  persons  under- 
going antirabies  therapy  at  the  same  time!  The  prob- 
lem is  compounded  by  the  fact  that  a continuation 
of  the  current  rabies  crisis  has  been  predicted.  It 
therefore  behooves  every  Kentucky  physician  to  fa- 
miliarize himself  with  several  important  aspects  of 
rabies  epidemiology  and  human  prophylaxis. 

Animal  Reservoirs 

All  warm  blooded  animals  are  susceptible  to  rabies 
virus.  Some  species  (e.g.,  cattle)  are  unusually  sus- 
ceptible; others  (e.g.,  opossums)  are  highly  resistant. 
Once  infected,  some  species  (e.g.,  skunks)  shed  un- 
usually large  quantities  of  virus  in  their  saliva;  others 
(e.g..  rodents)  seldom  become  salivary  shedders.  Such 
facts  have  obvious  bearing  on  the  question  of  whom 
should  receive  antirabies  therapy,  especially  when  the 
offending  animal  has  escaped  and  no  clinical  or  lab- 
oratory observations  can  be  made. 

Currently  foxes  (both  red  and  gray)  are  the  pri- 
mary reservoirs  of  rabies  virus  in  Kentucky.  Although 
outright  attacks  on  man  are  relatively  uncommon, 


This  article  was  prepared  by:  * Joseph  W.  Skaggs, 
D.V.M.,  M.P.H Office  of  Communicable  Diseases, 
Division  of  Epidemiology,  Kentucky  State  Health 
Department,  275  East  Main  Street,  Frankfort,  Ken- 
tucky 40601. 


they  do  occur.  However,  foxes  effectively  transmit 
the  virus  to  domestic  animal  species  which  in  turn 
have  a far  greater  opportunity  to  expose  large  num- 
bers of  people.  The  following  table  will  be  helpful 
in  gaining  further  insight  into  this  facet  of  the  prob- 
lem. Almost  all  submissions  represent  one  or  more 
human  exposures,  chiefly  bite  wounds. 

Seasonal  Distribution 

Contrary  to  popular  belief  rabies  is  not  more  prev- 
alent during  hot  weather.  In  Kentucky  the  incidence 
of  animal  rabies  is  lowest  in  the  summer,  begins  to 
increase  in  the  fall  and  peaks  during  the  late  win- 
ter and  spring  months.  However,  the  incidence  of 
animal  bites  per  se  is  highest  during  the  warmer 
seasons  of  the  year,  probably  as  a result  of  increased 
outdoor  activity  by  man. 

Geographic  Distribution 

During  calendar  year  1968  there  was  at  least  one 
case  of  laboratory  confirmed  animal  rabies  in  no  less 
than  59  of  Kentucky’s  120  counties!  Although  the 
largest  epizootics  of  fox-centered  rabies  occurred 
north  of  the  cave  region  in  and  around  Hardin, 
Breckenridge,  Meade,  Hancock  and  Daviess  coun- 
ties, no  section  of  the  state  was  entirely  free  of  cases. 
Continuing  outbreaks  are  likely  to  occur  anywhere 
there  are  abundant  populations  of  susceptible  ani- 
mals, especially  foxes,  skunks  and  unvaccinated  dogs 
and  cats. 

Diagnosis 

Symptoms  of  rabies  vary  with  the  species  in  ques- 
tion and  individuals  within  the  species.  Since  rabies 
generally  cannot  be  differentiated  clinically  from  a 
host  of  other  encephalitides,  laboratory  examination 
of  the  brain  is  essential  for  a definitive  diagnosis. 
Complete  rabies  diagnostic  services  including  Negri 
body  examination,  fluorescent  antibody  testing  and 
mouse  inoculation  are  available  free-of-charge  at 
the  State  Health  Department.  Specimens  are  exam- 
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Animal  Rabies  Specimens,  by  Species  and  Laboratory  Results 

Kentucky,  1968 


Species 

Foxes 

Cattle 

Dogs 

Cats 

Swine 

Bats 

Skunks 

Horses 

Others 

Total 

No.  Exam. 

317 

145 

465 

267 

18 

97 

21 

25 

230 

1,585 

No.  Pos. 

213 

76 

62 

21 

4 

5 

14 

17 

1 

413 

Percent  Pos. 

67.2 

52.4 

13.3 

7.1 

22.2 

5.1 

66.7 

68.0 

0.4 

26.1 

ined  on  an  emergency  basis  seven  days  a week  and 
preliminary  reports  are  usually  telephoned  within  24 
hours  of  receipt.  Specially  designed  shipping  con- 
tainers for  animal  specimens  are  available  at  every 
local  health  department  in  the  state. 

Biting  animals  should  be  captured,  quarantined 
and  observed  for  signs  of  CNS  disease.  In  Kentucky 
the  official  quarantine  period  is  14  days.  However, 
if  the  animal  has  rabies  virus  in  his  saliva  at  the 
time  of  the  biting  incident  it  would  almost  invariably 
have  to  be  symptomatic  within  five  days.  If  the  ani- 
mal should  die  or  must  be  sacrificed,  the  head 
should  be  severed  and  shipped  in  ice  immediately  to 
the  laboratory. 

Prevention  of  rabies  in  an  exposed  person 

Immediate,  thorough  flushing  and  cleansing  with 
soap  of  all  animal  bite  wounds  is  perhaps  the  most 
effective  means  of  preventing  rabies.  Quartenary  am- 
monium compounds  may  also  be  of  value  provided 
all  traces  of  soap  are  removed  prior  to  application. 
From  the  viewpoint  of  rabies  prevention,  suturing  of 
the  wound  or  other  form  of  primary  closure  is  not  ad- 
vised. Of  course,  tetanus  prophylaxis  and  measures  to 
control  bacterial  infections  should  be  applied  as  in- 
dicated. 

Most  authorities  agree  that  inactivated,  fixed  rabies 
virus  prepared  from  infected  embryonated  duck  eggs 
is  the  vaccine  of  choice  currently  marketed  in  the 
United  States.  It  is  perhaps  slightly  less  antigenic, 
but  more  rarely  the  cause  of  neuroparalytic  reactions 
than  the  traditional  nervous  tissue  origin  (Semple 
type)  vaccines.  However,  mild-to-severe  allergic 
reactions  can  occur,  usually  late  in  the  course  of 
therapy.  At  least  14  single  daily  injections  are  ad- 
ministered subcutaneously,  rotating  the  sites  as  in- 
dicated. For  severe  exposures  (e.g.,  multiple  bite 
wounds  especially  around  the  head,  face  and  neck), 
at  least  21  doses  are  recommended.  In  addition,  1,000 
units  of  rabies  hyperimmune  serum  (equine  origin) 
per  40  pounds  of  body  weight  and  two  booster 
doses  of  vaccine,  one  10  days  and  the  other  at  least 
20  days  after  completion  of  the  primary  14  or  21 
dose  series,  are  advised  for  the  best,  most  complete 
post-exposure  prophylaxis.  Such  therapy  should  be 
instituted  as  early  as  possible  especially  in  instances 
where  a short  incubation  period  is  feared.  At  least 
seven  doses  of  duck  embryo  rabies  vaccine  are  al- 
ways on  hand  and  available  to  any  physician  who 
requests  them  at  every  local  health  department  in 
the  state.  In  addition,  rabies  hyperimmune  serum  can 


be  delivered  from  the  State  Health  Department  Vac- 
cine Depot  to  any  practitioner  within  a matter  of 
hours. 

The  above  guide  which  takes  into  account  the 
species  of  biting  animal,  its  status  at  the  time  of  the 
attack  and  the  severity  of  exposure  should  be  re- 
ferred to  in  determining  the  need  for  post-exposure 
antirabies  therapy: 

Pre-exposure  Prophylaxis 

Kentucky  veterinarians,  animal  handlers,  certain 
laboratory  workers  and  others  whose  vocational  or 
avocational  pursuits  lead  to  frequent  contact  with 
potentially  rabid  dogs,  cats,  livestock  or  wildlife 
(including  bats)  should  be  considered  for  pre-ex- 
posure antirabies  prophylaxis.  Either  of  two  sched- 
ules for  pre-exposure  administration  of  the  duck 
embryo  vaccine  are  currently  recommended: 

1.  Two  1.0  ml.  injections  subcutaneously  in  the 
deltoid  area  1 month  apart  followed  by  a third  dose 
six  to  seven  months  later. 

2.  Three  1.0  ml.  injections  as  above  at  weekly  in- 
tervals with  a fourth  dose  three  months  later. 

Sero-conversion  rates  achieved  by  these  schedules 
approach  80-90  per  cent  within  one  month  after  the 
final  dose.  In  either  instance  a 2-3  ml.  sample  of  the 
vaccinee’s  serum  should  be  sent  to  the  State  Health 
Department  for  titering  for  rabies  neutralizing  anti- 
body approximately  one  month  after  the  last  dose  in 
the  series.  Results  currently  require  about  six  weeks. 
If  antibody  is  not  detectable,  booster  doses  of  vaccine 
should  be  given  until  sero-conversion  occurs.  Con- 
tinuing immunity  can  and  should  be  maintained  with 
single  1.0  ml.  boosters  at  two  to  three  year  intervals. 

If  a person  so  protected  should  suffer  a bonafide 
exposure  to  rabies  virus,  then  additional  boosters  are 
immediately  recommended  as  follows:  mild  ex- 

posure, one  booster  dose;  severe  exposure,  five  daily 
doses  of  vaccine  plus  a booster  dose  20  days  later. 

Many  Kentucky  veterinarians  and  animal  diagnos- 
tic laboratory  workers  are  currently  on  the  above 
regimen  of  continuing  rabies  immunization  and  have 
documented  neutralization  indices  for  rabies  anti- 
body. However,  if  it  is  not  definitely  known  that  an 
exposed  person  has  measurable  antibody,  a complete 
post-exposure  treatment  should  be  given. 

Final  Comments 

Many  significant  advances  have  been  made  during 
recent  years  in  the  study,  prevention  and  control  of 
rabies.  Some  have  not  received  mention  in  this  article 
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Guide  For  Post-Exposure  Antirabies  Prophylaxis2 

The  following  recommendations  are  intended  only  as  a guide.  They  may  be  modified 
according  to  knowledge  of  the  species  of  biting  animal  and  circumstances  surrounding 
the  biting  incident. 


Biting  Animal 

Treatment 

Species  Status  at  Time  of  Attack 

No  Lesion 

Exposure 

Mild* 

Severe* 

healthy 

none 

none1 

S1 

signs  suggestive  of  rabies 

none 

V2 

S+V2 

Dog  or  Cat 

escaped  or  unknown 

none 

V 

s+v 

rabid 

none 

s+v 

s+v 

Skunk,  Fox,  Rac-  regard  as  rabid  in 

none 

s+v 

s+v 

coon,  Coyote,  Bat  unprovoked  attack 

Other  consider  individually — see  Rationale  of  Treatment  in 

text 

Code:  *=See  definitions  in  text. 

V=Rabies  Vaccine 

S=Antirabies  Serum 

1 = Begin  vaccine  at  first  sign  of  rabies 

in  biting  dog  or 

cat  during 

holding  period 

(preferably  7-10  days). 

2=Discontinue  vaccine  if  biting  dog  or  cat  is  healthy  5 days  after  exposure,  or  if 
acceptable  laboratory  negativity  has  been  demonstrated  in  animal  killed  at  time  of 
attack.  If  observed  animal  dies  after  5 days  and  brain  is  positive,  resume  treatment. 


(e.g.,  the  discovery  that  rabies  virus  can  be  transmitted 
via  aerosols).  In  addition,  a great  deal  of  meaningful 
research  is  now  underway  to  develop  safer,  more 
effective  immunizing  agents  for  both  man  and  ani- 
mals and  to  discover  more  practical  means  for  the 
control  of  the  disease  in  wildlife  species. 

Kentucky’s  last  human  rabies  cases  occurred  in 
1961  when  two  persons  bitten  by  rabid  foxes  died  in 
the  eastern  part  of  the  state.  One  represented  a 
frank  vaccine  failure;  the  other  was  a tragic  example 
of  what  can  happen  when  specific  antirabies  therapy 
is  delayed. 

We  are  fortunate  that  no  human  rabies  deaths 
have  occurred  during  the  current  epizootic.  Physician 
awareness  of  what  constitutes  a rabies  exposure  and 
how  to  deal  with  one  when  it  occurs  will  hopefully 


result  in  a continuation  of  our  good  fortune. 

Inquiries  concerning  rabies  epidemiology,  treat- 
ment, diagnostic  service  and  control  programming 
should  be  directed  to  the  Office  of  Communicable 
Diseases,  Kentucky  Department  of  Health,  telephone 
(502)  564-4935. 
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thanks  to 


ButisoL 


the  "daytime  sedative”  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warn  ing:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (lA  gr.)  to  30  mg.  (j  2 gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (l4  gr.), 

30  mg.  (14  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 

BUTICAPS®  [Capsules  Butisol  Sopuum  (sodium  butabarhiral)] 
15  mg.  (%  gr.),  30  mg.  (‘2  gr.). 


McNEIL ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


purpose 


it  works 

(usually 
for  10  to  12 
hours*) 


tussionex  suspension/tablets:  Each  teaspoonful  (5  cc.)  or 


exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  — oral  Rx  where  state  laws  permit. 

indications:  Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  from  measles,  pulmonary  tuberculosis,  bronchiectasis, 
and  bronchogenic  carcinoma. 

* dosage  : Adults:  1 teaspoonfui  (5  cc.)  or  tablet  every  8-12  hours 
Children:  Under  1 year:  1/4  teaspoonful  every  12  hours. 

From  1-5  years : 1 /2  teaspoonful  every  1 2 hours.  Over  5 years : 

1 teaspoonful  every  12  hours. 

side  effects:  May  include  mild  constipation,  nausea,  facial 
pruritus,  or  drowsiness. 

For  complete  detailed  information,  refer  to  package  insert  or 


Strasenburgh  Laboratories  Division 
Wallace  •&  Tiernan  Inc.,  Rochester,  N.  Y. 


coughing 
is  not  a harmless 
privilege” 


■Current  Therapy  1967,  ed.  by  Conn,  H.  F.,  P.  88- 


lerramycin 

oxytetracycline) 

Fire  victim.  Examination  reveals  second  degree  burn  of  lower 
leg.  To  combat  shock,  restore  circulatory  volume  and  replace 
protein  loss,  plasma  is  administered.  Local  pressure  dressing 
applied.  Limb  elevated  to  limit  the  flow  of  lymph.  About  36 
hours  after  admission  the  patient  develops  an  elevated  tem- 
perature and  complains  of  pain  at  the  site  of  the  lesion. 

Dressing  removed.  A suppurating  slough  area  has  developed 
over  part  of  the  burn.  A swab  specimen  is  taken  for  culture 
and  the  slough  area  is  debrided.  Antibacterial  treatment  is 
begun  with  Terramycin  I.M.  Days  later,  recovery  is  progress- 
ing, and  the  laboratory  report  shows  a mixed  infection  with  a 
predominance  of  susceptible  coliform  bacteria,  confirming  the 
therapeutic  choice.  Terramycin  therapy  is  continued  until  all 
signs  of  infection  disappear. 

Experience  has  shown  that  Terramycin  offers  special 
advantages  in  treating  bacterial  infections  complicating  burns, 
when  strains  of  causative  organisms  are  susceptible.  Broad- 
spectrum  antibacterial  coverage.  Activity  unaffected  by  peni- 
cillinase. Rapidly  achieved  therapeutic  blood  levels.  Proven 
tissue  toleration. 

Terramycin  I.M.  is  the  only  preconstituted  broad- 
spectrum  antibiotic  designed  specifically  for  intramuscular 
use.  Requires  no  refrigeration.  Remains  stable  for  at  least  two 
years.  Available  for  immediate  use  in  Isoject ,®  a disposable 
injection  unit.  In  difficult  as  well  as  routine  cases,  when  tests 
reveal  susceptible  organisms,  consider  Terramycin.  One  of 
the  world’s  most  widely  used  broad-spectrums. 


lerramycin  I.M. 

(oxytetracycline) 


Contraindicated:  In  individuals  hypersensitive  to  any 
of  the  components  of  this  drug. 

Warnings:  If  renal  impairment  exists,  even  usual 
doses  may  lead  to  excessive  systemic  accumulation  and 
possible  liver  toxicity.  In  such  patients,  lower  than 
usual  doses  are  indicated  and  for  prolonged  therapy 
oxytetracycline  serum  level  determinations  may  be 
advisable. 

Terramycin  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  re- 
ported thus  far  in  humans. 

Use  of  oxytetracycline  during  the  last  trimester  of 
pregnancy,  neonatal  period  and  early  childhood  may 
cause  discoloration  of  teeth.  This  effect  occurs  mostly 
during  long-term  use  of  the  drug,  but  it  has  also  been 
observed  in  usual  short-treatment  courses. 

During  treatment  with  tetracyclines,  individuals  sus- 
ceptible to  photodynamic  reactions  should  avoid  direct 
sunlight.  Discontinue  therapy  at  first  evidence  of  skin 
discomfort. 

Note:  With  oxytetracycline,  phototoxicity  is  not  be- 
lieved to  occur  and  photoallergy  is  very  rare. 
Precautions:  Use  of  broad-spectrum  antibiotics  occa- 
sionally may  result  in  overgrowth  of  nonsusceptible 
organisms.  Where  such  infections  occur,  discontinue 
oxytetracycline  and  institute  specific  therapy. 

As  with  all  intramuscular  preparations,  Terramycin 
Intramuscular  Solution  should  be  injected  well  within 
the  body  of  a relatively  large  muscle.  Adults:  The 
preferred  sites  are  the  upper  outer  quadrant  of  the  but- 
tock (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
Children:  It  is  recommended  that  intramuscular  in- 
jections be  given  preferably  in  the  mid-lateral  muscles 
of  the  thigh.  In  infants  and  small  children  the  periphery 
of  the  upper  outer  quadrant  of  the  gluteal  region 
should  be  used  only  when  necessary,  such  as  in  burn 
patients,  in  order  to  minimize  the  possibility  of  dam- 
age to  the  sciatic  nerve. 

The  deltoid  area  should  be  used  only  if  well  developed 
such  as  in  certain  adults  and  older  children,  and  then 
only  with  caution  to  avoid  radial  nerve  injury.  Intra- 
muscular injections  should  not  be  made  into  the  lower 
and  mid-thirds  of  the  upper  arm.  As  with  all  intra- 
muscular injections,  aspiration  is  necessary  to  help 
avoid  inadvertent  injection  into  a blood  vessel. 
Increased  intracranial  pressure  with  bulging  fontanelles 
has  been  observed  occasionally  in  infants  receiving 
therapeutic  doses  of  the  drug,  but  such  signs  and 
symptoms  have  disappeared  rapidly  on  cessation  of 
treatment  with  no  sequelae. 

Adverse  Reactions:  Subcutaneous  and  fat-layer  in- 
jection may  produce  mild  pain  and  induration  which 
may  be  relieved  by  an  ice  pack.  Very  mild  gastro- 
intestinal disturbances,  not  requiring  discontinuance 
of  the  drug,  may  occur  occasionally.  Allergic  reactions, 
including  anaphylaxis,  rarely  have  been  observed. 
Dosage:  Adult:  The  optimal  dosage  varies,  depending 
on  the  type  and  severity  of  infection.  Unless  otherwise 
specified,  a dose  of  100  mg.  every  8 to  12  hours,  or  a 
single  daily  dose  of  250  mg.  should  be  adequate  for  the 
treatment  of  most  mild  or  moderately  severe  infections. 
In  severe  infections,  100  mg.  every  6 to  8 hours,  or  250 
mg.  every  12  hours  may  be  necessary. 

Serum  levels  obtained  by  the  recommended  dosages 
are  comparable  to  those  provided  by  the  oral  dosage 
of  1 to  2 Gm.  daily  in  adults.  Antibiotic  therapy 
should  be  continued  for  at  least  24  to  48  hours  after 
all  symptoms  and  fever  have  subsided. 

In  certain  diseases  specific  courses  of  therapy  may  be 
recommended  as  a general  guide.  In  primary  and  sec- 
ondary syphilis  for  example,  the  daily  administration 
of  2 Gm.  oxytetracycline,  orally,  in  divided  doses  for 
two  weeks  has  given  good  results.  In  cases  of  gonococ- 
cal infection  two  intramuscular  injections  of  250  mg. 
each,  or  one  intramuscular  injection  of  250  mg.  com- 
bined with  one  gram  given  orally  as  a single  dose,  will 
usually  suffice,  but  repetition  of  this  therapy  will  be 
required  in  an  occasional  case. 

In  the  treatment  of  hemolytic  streptococcal  infections, 
therapy  should  continue  for  at  least  10  days  to  prevent 
development  of  rheumatic  fever  or  glomerulonephritis. 
In  the  treatment  of  staphylococcal  infections  indicated 
surgical  procedures  should  be  carried  out  in  all  cases. 
Pediatric:  A dosage  of  3 mg./lb./day  in  two  doses  has 
been  found  satisfactory  in  the  treatment  of  most  mild 
to  moderately  severe  infections.  For  more  severe  infec- 
tions, higher  dosages  may  be  indicated  and  should  be 
adjusted  accordingly. 

Terramycin  Intramuscular  Solution  provides  maximum 
absorption  and  patient  toleration  with  minimal  local 
irritation. 

Supply:  Terramycin  (oxytetracycline)  Intramuscular 
Solution:  available  in  single  dose,  prescored  glass  am- 
pules containing  100  or  250  mg.  oxytetracycline/2  cc., 
Isoject®  syringes  containing  100  or  250  mg.  oxytetra- 
cycline/2 cc.  and  10  cc.  multiple  dose  vials  containing 
50  mg.  oxytetracycline/ cc. 

More  detailed  professional  information  available  on  request. 


The  Apprehensive  Hypertensive 


WELL, YOU  HAVE  WHAT  WE  CALL 
MODERATE  HYPERTENSION- 
HIGH  BLOOD  PRESSURE.  NOW  I 
DON'T  WANT  YOU  TO  WORRY, 

BUT  WE  ARE  GOING  TO  HAVE  TO 
CHANGE  A FEW  LIVING  HABITS. 
FIRST  WE'RE  GOING  TO  HAVE  TO 
CUT  OUT  SMOKING-ALTOGETHER. 


THEN  WE  HAVE  f 
TO  LOSE  WEIGH 
20  POUNDS 
SHOULD  DO  IT.. 
WE'LL  TALK  A LIT 
LATER  ABOUT  T> 
DIET  WE'RE  GOI 


Regroton*  to  lower  blood  pressui 


chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 


Regroton®:  chlorthalidone  50  mg. , reserplne  U.S.P.  0.25  mg. 
Indications:  Hypertension.  Contraindications:  History  of  mental  depres- 
sion. hypersensitivity,  and  most  cases  of  severe  renal  or  hepatic  dis- 
eases. Warning:  With  the  administration  of  enteric-coated  potassium 
supplements,  which  should  be  used  only  when  adequate  dietary  sup- 
plementation is  not  practical,  the  possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been  required  and  deaths  have 
occurred.  Discontinue  coated  potassium-containing  formulations  imme- 
diately if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointesti- 
nal bleeding  occur.  Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs.  Use  in  pregnancy:  Because 
chlorthalidone  may  cross  the  placental  barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in  breast  milk,  this  drug  should  be  used  with 
care  in  pregnant  patients  and  nursing  mothers.  When  used  in  women 
of  childbearing  age,  the  potential  benefits  of  the  drug  should  be 
weighed  against  the  possible  hazards  to  the  fetus.  Use  of  chlorthalidone 
may  result  in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly 


other  adverse  reactions  which  have  occurred  in  the  adult.  InU: 
respiratory  secretions,  nasal  congestion,  cyanosis  and  anorex! 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  p 
pertensive  therapy  with  this  drug  should  always  be  initiated  caijle 
in  postsympathectomy  patients  and  in  patients  receiving  ganf- 
blocking  agents,  other  potent  antihypertensive  drugs,  or  curare,  f 
dosage  of  concomitant  antihypertensive  agents  by  at  least  one-fp 
avoid  hypotension  during  surgery,  discontinue  therapy  with  this 
two  weeks  prior  to  elective  surgical  procedures.  In  emergency  s 
use,  if  needed,  anticholinergic  or  adrenergic  drugs  or  other  sup 
measures  as  indicated.  Because  of  the  possibility  of  progress 
renal  damage,  periodic  kidney  function  tests  are  indicated.  Discc 
if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  corr 
be  precipitated.  Electrolyte  imbalance,  sodium  and/or  potassitp 
pletion  may  occur.  If  potassium  depletion  should  occur  during  thtre 
the  drug  should  be  discontinued  and  potassium  supplements 
provided  the  patient  does  not  have  marked  oliguria.  Take  particul 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients  rec 


Hie 


WE'VE  GOT  TO  GET 
PLENTY  OF  REST  AND 
TRY  TO  AVOID  SITUATIONS 
THAT  MAKE  US  ANXIOUS 
OR  TENSE.  AND  WE'LL 
TAKE  MEDICINE  TO  LOWER 
OUR  BLOOD  PRESSURE 
AND  CALM  US  DOWN. 


WE'N/E  got 


id  allay  anxiety  in  hypertension 


teroids,  ACTH,  or  digitalis.  Severe  salt  restriction  is  not  recom- 
. Use  cautiously  in  patients  with  ulcerative  colitis  or  gallstones 
colic  may  be  precipitated).  Bronchial  asthma  may  occur  in 
ble  patients.  Adverse  Reactions:  The  drug  is  generally  well 
I.  The  most  frequent  side  effects  are  nausea,  gastric  irritation, 

, diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
te  gout.  Other  potential  side  effects  include  angina  pectoris, 
depression,  bradycardia  and  ectopic  cardiac  rhythms  (espe- 
len  used  with  digitalis),  drowsiness,  dull  sensorium,  hypergly- 
nd  glycosuria,  hyperuricemia,  lassitude,  restlessness,  transient 
impotence  or  dysuria,  orthostatic  hypotension  which  may  be 
ted  when  chlorthalidone  is  combined  with  alcohol,  barbiturates 
Mies,  leukopenia,  aplastic  anemia,  skin  rashes,  thrombocyto- 
igranulocytosis,  nasal  stuffiness,  increased  gastric  secretions, 
re,  purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic 
and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the 
•eversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
I injection,  increased  susceptibility  to  colds,  dyspnea,  weight 


gain,  decreased  libido,  dryness  of  the  mouth,  deafness,  anorexia,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.l.  symptoms  de- 
velop after  prolonged  administration.  Jaundice,  xanthopsia,  paresthesia, 
photosensitization  and  necrotizing  angiitis  are  possible.  Average  Dos- 
age: One  tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)46-600-C 

For  details,  please  see  complete  prescribing  information. 


50  mg. 
reserpineU.S.P.  0.25  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502  re. 6742 


Regroton 


chlorthalidone 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 


Darvori 

Compound-65 

Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 
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Subtotal  Gastrectomy  Versus  Vagotomy  and 
Antrectomy  In  the  Treatment  of  Duodenal 
Ulcer,  A Comparative  Study 


Romeo  S.  Berardi,  M.D.* 
McDowell,  Kentucky 


A comparative  study  of  subtotal  gastrec- 
tomy and  vagotomy-antrectomy  is  pre- 
sented. The  results  show  a persistent  and 
consistent  superiority  of  vagotomy  and 
antrectomy  in  the  treatment  of  chronic 
duodenal  ulcer. 

IN  1962,  a 10  year  follow-up  study  was 
conducted  detailing  the  results  of  1 1 8 con- 
secutive subtotal  gastrectomies  (SG)  per- 
formed by  the  same  surgeon  (E.C.)  for  the 
treatment  of  duodenal  ulcer1.  This  was  by  far 
the  most  popular  procedure  at  that  institution 
during  the  considered  study  period.  Since  1964 
this  author  has  employed  vagotomy  and  an- 
trectomy for  the  treatment  of  most  duodenal 
ulcers  and  during  a four  year  period,  1964- 
1968,  a total  of  50  such  procedures  have  been 
performed.  This  paper  is  a comparative  study 
of  these  two  groups  of  patients. 

Clinical  Data  and  Methods 

The  age  distribution  was  essentially  the  same 
in  either  group  with  the  majority  being  be- 
tween 45-55  years.  The  male-female  ratio  ap- 


*Chief  of  Surgery,  Appalachian  Regional  Hospital, 
McDowell,  Kentucky 
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proximated  4:1  in  both  series.  The  indica- 
tions for  surgery  in  the  SG  group  were  as  fol- 
lows: Bleeding,  54  patients  (45.8  per  cent); 
Obstruction,  16  patients  (13.5  per  cent)  and 
Intractability,  48  patients  (40.7  per  cent).  In 
the  VA  group,  there  were  30  patients  with 
intractability  (60  per  cent);  1 1 patients  with 
obstruction  (22  per  cent);  and  nine  patients 
with  bleeding  (18  per  cent).  Acute  perforations 
are  not  being  considered. 

The  SG  group  consisted  of  1 1 8 consecutive 
patients  whereas  the  VA  group  included  pa- 
tients for  whom  this  procedure  was  deemed 
the  most  feasible  and  physiologic  under  the 
presenting  circumstances.  Whenever  a VA  was 
decided  against,  either  a vagotomy  and  pyloro- 
plasty (VP)  or  gastroenterostomy  (VG)  was 
performed.  During  this  study  period  17  VP’s 
and  nine  VG’s  have  been  performed. 

At  least  a 70  per  cent  resection  was  carried 
out  in  the  SG  group  with  gastrointestinal  con- 
tinuity being  reconstructed  by  a retrocolic 
Hofmeister  gastrojejunostomy.  In  the  VA 
group,  along  with  the  vagotomy,  no  more  than 
25  per  cent  of  the  distal  stomach  was  removed 
with  gastrointestinal  continuity  being  recon- 
structed by  an  antecolic  Polya  gastrojejunos- 
tomy12. 

Most  patients  (84  per  cent)  in  the  VA 
group  had  preoperative  and  postoperative  acid 
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studies.  The  follow-up  program  consisted  in  re- 
call at  3,  6,  12,  36  and  48  months.  Studies 
were  first  carried  out  at  each  visit  and  in- 
cluded acid  studies,  Hollander  test,  histamine 
gastric  analysis,  stools  for  occult  blood,  upper 
gastrointestinal  radiologic  series,  besides  a 
routine  physical.  However,  for  the  past  two 
years,  these  studies  have  been  carried  out  only 
during  the  six  month  recall  visit  as  a routine, 
but  may  be  performed  during  any  visit  in  the 
follow-up  program,  if  and  when  indicated. 

The  follow-up  program  in  the  SG  group 
consisted  primarily  of  patients  completing  a 
questionnaire  form  which  was  sent  to  them,  al- 
though a small  percentage  was  interviewed 
and  examined.  No  acid  studies  were  carried 
out  and  an  upper  gastrointestinal  barium  study 
was  obtained  only  if  indicated. 

In  both  series,  each  patient’s  weight,  eating, 
smoking  and  drinking  habits  were  recorded. 
The  presence  or  absence  of  diarrhea  and/or 
symptoms  of  dumping  were  noted.  All  pa- 
tients were  asked  whether  they  thought  the 
operation  helped  them.  Restoration  to  former 
employment  was  also  ascertained. 

Results 

SG  Group: 

a.  84.7  per  cent  responded  to  the  question- 
naires. 

b.  The  immediate  postoperative  mortality 
and  morbidity  rates  were  2.5  per  cent  and  6.7 
per  cent  respectively. 

c.  57  per  cent  lost  weight  and  30  per  cent 
gained  weight. 

d.  41.3  per  cent  had  some  form  of  the 
dumping  syndrome  but  in  only  3.2  per  cent 
were  the  symptoms  considered  severe. 

e.  57.5  per  cent  had  to  leave  work  pre- 
operatively  for  a variable  period  of  time  and 
only  8.7  per  cent  postoperatively. 

f.  7.6  per  cent  had  some  form  of  post- 
operative bleeding. 

g.  9.3  per  cent  experienced  diarrhea  post- 
operatively. 

h.  30.5  per  cent  stated  that  it  was  neces- 
sary to  lie  down  after  eating.  This  varied  from 
an  occasional  heavy  meal  to  most  ordinary 
meals. 

i.  All  patients  stated  they  either  wished 
they  were  operated  on  sooner  or  that  the 
operation  helped  them. 


j.  A recurrent  ulcer  was  definitely  estab- 
lished in  one  case  (0.8  per  cent). 

VA  Group: 

a.  100  per  cent  have  been  followed. 

b.  The  immediate  postoperative  mortality 
and  morbidity  rates  were  0 per  cent  and  14  per 
cent  respectively. 

c.  All  patients  either  gained  weight  or 
stabilized  their  weight  with  the  exception  of 
one  who  purposely  was  placed  on  a weight 
reducing  diet. 

d.  8 per  cent  had  some  form  of  the  dumping 
syndrome.  None  was  severe  and  all  were 
easily  controlled  by  diet  alone. 

e.  All  patients  who  were  working  preopera- 
tively  returned  to  their  former  employment. 

f.  No  patient  experienced  any  type  of  post- 
operative bleeding. 

g.  4 per  cent  experienced  postoperative 
diarrhea. 

h.  92  per  cent  rapidly  returned  to  their 
normal  eating  habits. 

i.  All  patients  stated  they  either  wished 
they  were  operated  on  sooner  or  that  the  oper- 
ation helped  them. 

j.  6 per  cent  were  found  to  have  post- 
operative free  HC1.  Two  were  subnormal 
and  the  third  within  normal  range.  All  three 
are  asymptomatic. 

k.  No  recurrent  ulcer  has  been  detected  to 
date. 

Discussion 

From  the  early  1930’s  to  the  late  1950’s 
the  procedure  of  choice  by  far  for  the  treat- 
ment of  chronic  duodenal  ulcer  was  subtotal 
gastrectomy2'7.  In  recent  years  the  pendulum 
has  definitely  swung  to  vagotomy  and  a drain- 
age procedure  or  limited  resection8'14.  Al- 
though the  results  of  subtotal  gastrectomy 
were  much  superior  to  those  of  simple  gas- 
troenterostomy, they  were  by  no  means  ac- 
ceptable to  all15  even  though  reports  from  cer- 
tain quarters  remain  excellent16. 

With  the  advent  of  vagotomy  plus,  results 
are  beginning  to  show  a definite  and  consistent 
superiority.  The  ulcer  patient  today  is  much 
better  off  from  a surgical  point  of  view  than 
ever  before. 

Although  it  is  still  too  early  to  definitely 
establish  an  accurate  recurrent  ulcer  rate  in 
the  VA  group,  the  other  parameters  consid- 
ered have  shown  a distinct  improvement  over 
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the  SG  group.  Postoperative  complications 
have  been  markedly  lowered.  We  are  no 
longer  confronted  with  severe  “dumper’s”  nor 
with  weight  problems.  Restoration  to  preoper- 
ative normal  habits  and  activities  is  more  cer- 
tain. The  two  patients  who  experienced  post- 
operative diarrhea  in  the  VA  group  were 
treated  symptomatically  and  improved  with- 
out difficulty. 

The  postoperative  morbidity  rate  was  some- 
what higher  in  the  VA  group  (14  per  cent 
vs  6.7  per  cent).  This  is  explained  by  the 
fact  that  all  major  and  minor  complications 
were  included  whereas  only  major  complica- 
tions were  considered  in  the  SG  group.  The 
mortality  in  the  SG  group  was  of  a cardio- 
pulmonary nature  in  three  and  postoperative 
acute  pancreatitis  in  one. 

The  selection  of  patients  in  the  VA  group 
certainly  accounted  for  some  of  the  improve- 
ment. We  do  not  hesitate  to  employ  vagotomy 
and  pyloroplasty  or  gastroenterostomy  in  other 
selected  cases.  As  a matter  of  fact  during  this 
same  study  period  such  procedures  were  per- 
formed in  17  cases  and  nine  cases  respective- 
ly. Although  we  prefer  vagotomy  and  antrec- 
tomy, whenever  the  following  criteria  are  met, 
a lesser  procedure  is  carried  out. 

Criteria  for  vagotomy  and  pyloroplasty: 

a.  Relative  low  acid  determinations  (20- 
40  meqs  '1 .) . 

b.  Minimal  disease  found  at  operation  with 
a relatively  mobile  duodenum. 

c.  Should  the  patient  have  an  hiatal  hernia 
and/or  gall  bladder  disease  with  a duodenal 
ulcer,  then  this  procedure  is  usually  per- 
formed. 

d.  Weight  is  essentially  of  no  concern. 

e.  Whenever  the  risk  of  resection  outweighs 
its  advantages. 

Criteria  for  vagotomy  and  gastroenterostomy: 

a.  In  the  severely  obstructed  and  edematous 
duodenum. 

b.  In  the  severely  scarred  and  fixed  duo- 
denum. 
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c.  The  age  of  the  patient. 

d.  Whenever  the  risk  of  resection  out- 
weighs its  advantages. 

e.  Acid  studies  do  not  influence  us  in  the 
choice  of  this  operation. 

In  all  other  cases  and  therefore  in  the  ma- 
jority, vagotomy  and  antrectomy  is  the  pro- 
cedure of  preference. 


Summary 

A comparative  study  of  subtotal  gastrectomy 
and  vagotomy-antrectomy  in  the  treatment  of 
chronic  duodenal  ulcer  has  been  presented. 
The  results  of  vagotomy  and  antrectomy  are 
superior  and  is  the  procedure  of  preference  for 
most  cases  of  chronic  duodenal  ulcer.  Criteria 
for  vagotomy  and  pyloroplasty  or  gastroenter- 
ostomy, as  used  by  this  writer,  have  been 
enumerated. 
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One  in  every  100  school  girls  has  un- 
recognized urinary  injection.  This  study 
shows  that  the  miniplate  culture  is  a 
simple  office  method  for  early  detection 
of  infection  and  hopefully  prevention  of 
chronic  pyelonephritis. 

THE  HIGH  prevalence  of  asymptomatic 
bacteriuria  in  school  girl  populations1 
and  the  recognition  of  irreversible  renal 
failure  secondary  to  silent  pyelonephritis  in 
adolescent  females,2  makes  apparent  the  need 
for  a simple  plan  to  detect  urinary  tract  in- 
fections in  girls.  Comparison  of  several  meth- 
ods of  collecting  specimens  and  detecting  the 
presence  of  significant  bacteriuria  shows  that 
unsophisticated  paramedical  personnel  using 
the  simple  miniplate*  culture  method  can 
screen  efficiently  for  bacteriuria.  Five  of  397 
girls  (1.3  per  cent)  tested  had  infected  urines 
and  were  referred  to  their  local  physicians  or 
health  departments  for  radiologic  examination 
and  therapy. 

Methods 

collection.  Three  sophomore  medical  students 
made  the  contacts  and  set  up  the  project 
structure  by  which  397  girls  were  screened  in 
three  eastern  Kentucky  counties.  Nurses  work- 


fSupported in  part  by  a grant  from  Warner-Chilcott 
Laboratories , Morris  Plains,  New  Jersey 

* Associate  professor  of  pediatrics  at  the  University 
of  Kentucky  School  of  Medicine,  Lexington,  Kentucky 


*Testuria,  Ay  erst  Laboratories,  New  York,  N.  Y. 


ing  in  a pediatrician’s  office  collected  clean 
voided  samples  from  76  Headstart  (preschool) 
girls;  health  aides  and  high  school  graduates 
with  no  previous  medical  training  collected 
clean  specimens  from  306  Headstart  girls. 
During  an  Appalachian  home  study  mothers, 
instructed  by  medical  students,  collected 
samples  from  15  girls  aged  12  years  or  less. 
Two  hundred  and  three  clean  or  catheterized 
urine  specimens  collected  in  the  University  of 
Kentucky  Medical  Center  clinic  and  hospital 
were  used  also  to  compare  quantitative  urine 
culture  methods. 

Clean  catch  urine  specimens  were  obtained 
by  cleansing  the  labia  and  vestibule  thoroughly 
with  pHisoHex  and  water,  drying  with  cotton 
balls  and  catching  a midstream  specimen  while 
the  thighs  were  widely  spread.  Specimens  were 
collected  in  disposable  plastic  urine  containers 
and  tested  immediately  or  else  kept  in  an  ice 
chest  until  tested. 

Detection  of  Bacteriuria.  Streak  plate  cultures  were 
made  by  placing  one  loop*  (0.01  ml)  of  urine 
on  a trypticase  soy  agar  disposable  plastic  plate 
and  streaking  it  thoroughly  over  the  surface. 
After  incubating  at  37°C  for  48  hours,  the 
colonies  were  counted  and  multiplied  by  100 
to  obtain  the  number  of  bacteria/ml  of  urine. 
Colony  counts  > 10,000/ml  of  urine  were  con- 
sidered positive.3 

Miniplate  cultures  were  innoculated  by  the 
filter  paper  strip  according  to  directions  and 
were  incubated  in  the  same  manner  as  the 
streak  plates.  The  total  number  of  colonies  were 
counted  for  comparison  with  streak  plates. 


*Jorgansen  innoculating  loop. 
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The  Griess  test4,  an  instant  color  test, 
signifies  bacterial  infection  when  positive. 
Griess  reagent  (acidic  sulphanilic  acid  - alpha 
naphthalene  reagent)  added  to  infected  urine 
turns  red  immediately  if  that  strain  of  bacteria 
converts  urinary  nitrates  to  nitrites.  Pyuria 
was  defined  as  five  or  more  WBC/hpf  in 
sediment  from  15ml  of  urine  centrifuged  for 
five  minutes.  Urinary  sediment  positive  for 
bacteria  was  graded  1-4  + . 

Results 

Comparison  of  urine  collection  methods  by 
medical  and  nonmedical  personnel  showed  that 
properly  instructed  lay  personnel  performed 
as  efficiently  and  more  economically  than 
nurses.  On  the  initial  screen  27  of  the  397 
specimens  collected  were  positive  for  bacter- 
iuria.  When  recalled  for  a more  carefully  col- 
lected and  processed  specimen,  five  of  these  27 
had  significant  bacteriuria  on  the  repeat  test. 
Therefore  we  had  22  false  positive  screening 
tests  or  6.7  per  cent.  The  incidence  of  false 
positive  specimens  on  the  initial  screen  was 
similar  whether  collected  by  nurses  (8  per 
cent),  by  the  previously  untrained  aides  (5 
per  cent)  or  by  mothers  in  typical  Appalachian 
homes  (7  per  cent). 

On  the  initial  screen  27  of  397  (7  per 
cent)  of  the  urines  grew  out  >10,000  col/ml, 
the  criterion  for  significant  bacteriuria.  How- 
ever on  repeat  testing  done  within  one  to  two 
weeks  only  five  children  (1.3  per  cent)  had 
positive  cultures.  Results  of  the  streak  plate 
(colony  count/ml)  was  used  as  a reference 


for  evaluating  other  methods  for  detecting 
bacteriuria. 

The  miniplate  culture  technique  was  found 
to  correlate  best  with  colony  counts/ml  of 
urine  in  diagnosis  bacteriuria.  Six  hundred 
specimens  were  cultured  in  duplicate.  Mini- 
plate counts  >25  detected  all  specimens  with 
colony  counts  >100,000  col/ml  plus  1/3  of 
the  counts  10,000-100,000/ml  (Table  1). 
Miniplate  counts  of  ten  or  more  detected  an- 
other one-third  of  the  specimens  with  counts 
between  10,000  and  100,000/ml  of  urine  with 
only  11  false  positive  tests  in  600  (1.8  per 
cent).  If  miniplate  counts  of  four  or  greater 
are  used  as  indication  of  significant  bacteriuria 
90  per  cent  of  children  with  colony  counts 
>10,000  will  be  detected  (100  per  cent  of 
those  >100,000  col/ml  and  80  per  cent  of 
those  10,000-100,000  col /ml).  Incidence  of 
false  positive  will  then  be  increased  to  six  per 
cent  (36/600). 

The  Griess  test  was  positive  in  only  two  of 
the  five  girls  with  significant  bacteriuria 
again  proving  that  false  negatives  are  com- 
mon. (Table  2).  Two  of  the  other  three  with 
negative  Griess  test  grew  E.  coli  and  Klebsiel- 
la on  culture.  The  specific  bacteria  was  not 
identified  in  the  third  girl  who  was  already  on 
therapy  for  overt  urinary  tract  infection.  The 
urinary  sediment  in  all  five  girls  with  infected 
urine  was  positive  for  bacteria.  However 
bacteria  were  seen  in  a third  of  all  sediments 
and  their  presence  was  not  a valid  criterion 
for  diagnosing  urinary  tract  infections  in  this 
study.  Microscopic  examination  of  the  sediment 
was  usually  done  after  all  other  tests  were  com- 
pleted and  the  high  incidence  of  positives  was 


TABLE  1 

COMPARISON  OF  STREAK  PLATE  (COL/ML) 
AND  MINIPLATE  URINE  CULTURES* 


Colonies 

per  ml. 

of  Urine 

1- 

1001- 

10,001 

£ 

o 

NG 

1000 

10,000 

100,000 

>100,000 

Total 

Q. 

*E 

NG 

292 

115 

18 

2 

0 

427 

E 

1-3 

1 1 

21 

35 

5 

0 

72 

per 

4-9 

1 

5 

21 

7 

0 

34 

</> 

.2 

c 

10-25 

0 

2 

7 

8 

0 

17 

o 

>25 

0 

0 

2 

12 

36 

50 

u 

Total 

304 

143 

83 

34 

36 

600 

* 397 

specimens 

were  from  Headstart  study;  213  from 

children  i 

attending  the  Pediatric 

Renal  Clinic  at  UKMC. 
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TABLE  2 


CULTURES  FROM 

5/397  GIRLS  WITH 

INFECTED  URINE 

Pt 

Organism 

Col/ml 

Mini 

Griess 

Bacti 

WBC/hpf 

1) 

*E.  coli  0-1 

NM 

>105 

>105 

>25 

>25 

+ 

+ 

4 + 
NDt 

15-20 

ND 

2) 

E.  coli  0-73 
NM 

>105 

>25 

+ 

4 + 

0 

E.  coli  0-ut 
H-2 

10< 

12 

+ 

ND 

ND 

3) 

E.  coli  0-ut 
H-9 

o o 

4k.  c* 

>25 

5 

— 

1 + 
ND 

3-4 

ND 

4) 

Treated  by  LMD 

1.6X104 

4 

— 

1 + 

2-3 

5) 

Klebsiella 
Type  44 

6X104 

>105 

16 

>25 

— 

2 + 
ND 

1-3 

ND 

♦Typed  at 

CDC,  Atlanta,  Ga. 

+ ND  — not  done, 
ut  — untypable. 

probably  an  artifact.  Pyuria  was  observed  in  all 
five  girls  with  significant  bacteriuria  but  was 
also  observed  in  12  girls  with  counts  less  than 
10.000/ml. 

Discussion 

Recognition  of  the  large  number  of  persons 
dying  in  the  United  States  with  chronic  renal 
disease  or  presenting  as  candidates  for  hemo- 
dialysis or  kidney  transplant5  emphasizes  the 
need  for  preventive  medicine  in  this  area.  The 
large  number  of  asymptomatic  infections  in 
school  girls1  suggest  that  mass  screening  of 
preschool  and  school  girls  might  be  a means 
of  reducing  the  incidence  of  renal  failure  due 
to  pyelonephritis  in  the  future.  The  concept  that 
asymptomatic  bacteriuria  may  result  in  kidney 
damage  is  supported  by  Kunin’s  study  of 
school  children1,  follow  up  studies  of  children 
with  mild  symptomatic  infection''  7 8 and  by  the 
clinical  history  of  terminal  cases  of  pyelone- 
phritis. In  surveying  8,000  girls  Kunin  found 
that  122  had  asymptomatic  infection  and  that 
structural  changes  of  the  urinary  tract  could 
be  shown  radiologically  in  over  a third  of 
them.1  Earlier  clinical  reports  point  out 
that  minimal  clinical  findings  in  children  with 
urinary  tract  infection  may  be  associated  years 
later  with  advanced  disease6  7-8. 

A review  of  1,388  autopsies  done  at  Cincin- 
nati Children’s  Hospital  between  1953  and 
1963  showed  that  31  children  (2.2  per  cent) 


had  significant  pyelonephritis,  that  is,  pyelone- 
phritis was  the  cause  or  a cause  of  death.  Of 
1 3 who  died  before  one  year  of  age,  eight 
were  males  with  anatomical  abnormalities,  the 
most  common  being  posterior  urethral  valves  in 
four  of  them.  Death  in  the  younger  age 
groups  may  not  have  been  preventable. 
However  six  girls  in  the  older  age  group  had 
no  gross  anomalies  and  developed  chronic 
pyelonephritis  in  a grossly  normal  urinary 
tract,  a higher  percentage  than  documented 
in  other  autopsy  series  in  children910.  Neither 
those  six  cases  nor  three  adolescent  girls  re- 
ceiving kidney  transplants  for  chronic  pyelone- 
phritis at  the  University  of  Kentucky  Medi- 
cal Center  had  a history  of  urinary  tract  in- 
fection (except  a forgotten  mild  episode  in 
the  preschool  period)  or  symptoms  suggestive 
of  progressive  disease  until  irreversible  dam- 
age had  occurred.  Death  or  transplantation  in 
these  girls  may  have  been  prevented  by  diag- 
nosis during  the  asymptomatic  stage. 

The  pediatrician  or  family  doctor  may  take 
advantage  of  current  techniques  and  knowl- 
age  to  eliminate  the  pool  of  asymptomatic  in- 
fection which  may  result  in  irreversible  di- 
sease in  later  years.  Collection  of  clean  urine 
specimens  and  quantitative  urine  cultures  may 
be  done  by  unskilled  personnel  at  minimal 
cost  in  the  private  physician’s  office.  Well  child 
examinations  for  girls  should  include  a quanti- 
tative urine  culture. 

(continued  on  page  699) 
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Estimated  Prevalence  of  Chronic 
Conditions  in  Kentucky 

David  L.  Kruegel,  Ph.D* 

Lexington, 


National  chronic  condition  prevalence 
rates  are  applied  to  the  Kentucky  popu- 
lation. An  estimated  67  thousand  Ken- 
tuckians not  residing  in  institutions  are 
limited  or  impaired  so  severely  that  they 
are  unable  to  carry  on  their  usual  major 
activity. 

KNOWLEDGE  concerning  the  local  and 
regional  prevalence  of  chronic  condi- 
tions is  useful  for  physicians  serving  on 
Boards  of  Health,  Health  Facilities  Councils, 
Comprehensive  Health  Planning  Councils  and 
other  executive  or  advisory  boards.  Except  for 
tabulations  derived  from  tuberculosis,  vene- 
real and  other  registers,  however,  estimates  of 
the  local  prevalence  of  chronic  conditions  are 
generally  unavailable. 

This  report  contains  estimates  of  the  prev- 
alence of  selected  chronic  conditions  and  re- 
sulting activity  limitation  in  Kentucky.  All  es- 
timates were  obtained  by  applying  prevalence 
rates  derived  from  the  National  Health  Inter- 
view Survey  to  the  civilian,  noninstitutional 
Kentucky  population  enumerated  in  the  1960 
census. 

Source  of  Prevalence  Rates 

The  National  Health  Interview  Survey  is  a 
program  of  the  National  Center  for  Health 
Statistics  whereby  information  is  continuously 
obtained  from  a nationwide  sample  of  house- 
holds.1 This  survey  uses  a questionnaire  to 
obtain  information  pertaining  to  health,  injury, 
illness  and  socio-economic  characteristics.  Dur- 
ing a single  year,  interviews  are  obtained  with 
approximately  129,500  persons  residing  in 
40,000  households.2 

There  are  limitations  to  the  accuracy  of 
medical  information  obtained  through  house- 

* Lecturer,  University  of  Kentucky  Department  of 
Sociology;  formerly  on  the  staff  of  the  Kentucky 
Comprehensive  Health  Planning  Commission 
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Kentucky 

hold  interviews.3  However,  except  for  special 
populations  or  conditions,  4-5'6  chronic  condition 
prevalence  rates  based  upon  medical  examina- 
tion are  at  present  unavailable. 

Estimating  Procedure 

Chronic  condition  prevalence  rates  for  the 
United  States  civilian,  noninstitutional  popula- 
tion were  derived  from  Tables  1 and  2 of  the 
report  Chronic  Conditions  and  Activity  Limita- 
tion, United  States:  July  1961 -June  1963. 2 
International  Classification  of  Diseases  code 
numbers  for  each  chronic  condition  category 
are  reported  in  the  same  source.  These  nation- 
al prevalence  rates  were  multiplied  with  the 
1960,  civilian,  noninstitutional  Kentucky  pop- 
ulation of  2,975, 641 7 to  obtain  the  estimates 
shown  in  Table  1.  Estimates  for  Kentucky 
Area  Development  Districts  are  reported  else- 
where.8 

Results 

An  estimated  363  thousand  civilian  Ken- 
tuckians not  residing  in  institutions  possess  one 
or  more  chronic  conditions  or  impairments 
which  result  in  activity  limitation.  Of  these 
persons,  about  67  thousand  are  limited  or  im- 
paired so  severely  that  they  are  unable  to  carry 
on  their  usual  major  activity  of  working,  keep- 
ing house  or  engaging  in  school  or  preschool 
activities. 

The  five  groups  of  chronic  conditions  lead- 
ing in  activity  limitation  and  the  estimated 
number  of  Kentuckians  in  each  are  heart 
conditions,  58,400;  arthritis  and  rheumatism, 
54,000;  mental  and  nervous  conditions,  27,- 
900;  impairments  (except  paralysis)  of  back 
or  spine,  27,200;  and  impairments  (except 
paralysis  and  absence)  of  lower  extremities 
and  hips,  22,500.  As  the  severity  of  the  limita- 
tion increases,  the  limiting  conditions  and 
their  rank  order  change  slightly.  But  in  all  ac- 
tivity limitation  groups,  the  two  chronic  con- 
dition categories  limiting  the  largest  number 
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TABLE  1 

Estimated  Number  of  Persons  Limited  in  Activity,  by  Degree  of  Activity  Limitation,  for  Selected 
Chronic  Conditions  Causing  Limitation,  Kentucky:  1960 


Persons 


All  degrees 


of 

Selected  activity 

chronic  condit  ons  limitation 


All  chronic  conditions11  363,300 

Tuberculosis 2,400 

Malignant  neoplasms  . . 3,400 

Benign  & unspecified 

neoplasms  3,900 

Asthma-hayfever  18,200 

Diabetes  8,700 

Mental  & nervous 

conditions  27,900 

Heart  conditions  58,400 

Hypertension  without 

heart  involvement  . . . 21,700 

Varicose  veins  8,600 

Hemorrhoids 4,700 

Other  cond'tions  of 

circulatory  system  ..  13,700 

Chronic  sinusitis 

and  bronchitis 9,900 

Other  conditions  of 

respiratory  system  . . 7,500 

Peptic  ulcers  8,900 

Hernias  9,700 

Other  conditions  of 

digestive  system  ...  16,600 

Conditions  of  genito- 
urinary system  18,100 

Arthritis  & rheumatism  . 54,000 

Other  diseases  of 
muscles,  bones, 

joints 13,100 

Visual  impairments  ....  20,000 

Hearing  impairments  . . 7,900 

Paralysis  (complete 

or  partial)  14,700 

Impairments  (except 
paralysis)  of  back 

or  sp!ne  27,200 

Impairments  (except 
paralysis  or  absence) 
of  upper  extremities 

or  shoulders  5,600 

Impairments  (except 
paralysis  or  absence) 
of  lower  extremities 

and  hips  22,500 


Limited, 
but  not  in 
major 
activity* 

Limited  in 
amount  or 
kind  of 
major 
activity2 

Unable  to 
carry  on 
major 
activity* 

100,300 

195,800 

67,200 

c 

1,600 

800 

c 

1,600 

1,800 

1,000 

2,000 

900 

6,300 

8,900 

3,000 

1,600 

4,400 

2,700 

7,100 

13,800 

7,000 

1 1 ,000 

31,000 

16,400 

5,400 

12,600 

3,700 

2,600 

4,900 

1,100 

1,200 

2,700 

800 

3,400 

6,500 

3,800 

3,100 

5,300 

1,500 

1,400 

3,800 

2,300 

2,400 

4,700 

1,800 

1,800 

6,000 

1,900 

3,600 

9,000 

4,000 

4,800 

9,500 

3,800 

1 1,700 

30,900 

1 1 ,400 

4,300 

7,300 

1,500 

2,900 

8,400 

8,700 

1,600 

3,300 

3,000 

2,300 

5,300 

7,100 

7,500 

17,100 

2,600 

1,200 

3,600 

800 

6,500 

1 1,700 

4,200 

aMajor  activity  refers  to  the  ability  to  work,  keep  house,  or  engage  in  school  or  preschool  activities. 

'The  number  of  persons  limited  in  activity  due  to  all  chronic  conditions  is  less  than  the  sum  of  persons  limited  in  activity 
due  to  specific  chronic  conditions  since  an  individual  may  have  two  or  more  chronic  conditions. 
cFigure  does  not  meet  standards  of  reliability  or  precision. 


of  persons  are  heart  conditions  and  arthritis 
and  rheumatism. 

Related  Report 

The  state  estimates  presented  in  this  report 
are  approximately  comparable  to  those  in  the 
National  Center  for  Health  Statistics  report 
Synthetic  State  Estimates  of  Disability ,9  except 
that  the  federal  report  does  not  provide  es- 


timates for  specific  chronic  condition  catego- 
ries. Using  prevalence  rates  and  population  fig- 
ures provided  in  the  national  report,  the  num- 
ber of  Kentuckians  with  activity  limitation  on 
July  1,  1963,  due  to  all  chronic  conditions  is 
estimated  to  be  482  thousand  persons  com- 
pared to  the  present  estimate  of  363  thousand 
persons.  The  main  reason  for  this  difference 
is  that  the  National  Center  for  Health  Statis- 
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tics  estimating  procedure  takes  into  considera- 
tion state  socio-economic  levels  and  recent 
population  trends.  The  present  estimates  of 
activity  limitation  due  to  chronic  conditions 
are  therefore  probably  minimum  rather  than 
maximum  estimates. 


Interpretation  of  Results 

The  estimates  presented  in  this  report  are 
intended  only  as  approximate  indicators  of 
activity  limitation  due  to  chronic  conditions. 
Small  differences  in  estimated  prevalences  for 
specific  categories  of  chronic  conditions 
should  be  interpreted  with  caution.  It  should 
also  be  remembered  that  the  national  preva- 
lence rates  applied  to  the  Kentucky  popula- 
tion are  based  upon  information  obtained  by 
household  interview  and  not  by  medical  exami- 
nation and  diagnosis. 
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Manuscripts  should  be  submitted  in  duplicate  to 
The  Journal  of  KM  A,  an  original  copy  and  one  car- 
bon and  typed  with  double  spacing.  Maximum  length 
of  an  article  should  not  exceed  4500  words;  the  Board 
of  Consultants  on  Scientific  Articles  prefers  that  they 
be  briefer  than  this  when  possible. 

In  submitting  a manuscript,  the  author  is  requested 
to  include  a concise  summary,  not  to  exceed  35  words, 
to  be  used  as  a sub-title  when  the  article  is  published 
in  The  Journal.  The  purpose  of  the  summary  is  to 
create  additional  interest  and  encourage  greater 
readership. 

Footnotes  and  bibliographies  should  conform  to 
the  style  of  the  Quarterly  Cumulative  Index  Medicus 
published  by  the  American  Medical  Association.  This 
requires  in  the  order  given  name  of  author , title  of 
article,  name  of  periodical,  with  volume,  page,  month 
— day  of  month  if  weekly — and  year.  The  Journal  of 
the  KMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 


All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations, 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-Inman  Printing  Company,  817  W . Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Janet 
Ave.,  Louisville,  Kentucky  40205. 
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Flurandrenolone  Tape  in  the  Treatment  of 
Lichen  Simplex  Chronicus 


James  W.  Bard,  M.D.* 

Lexington , Kentucky 


Eight  patients  with  lichen  simplex  chron- 
icus responded  to  treatment  with  topical 
corticosteroid,  hut  longer  lasting  remis- 
sions were  obtained  in  10  patients  when 
surface  occlusion  was  used  in  addition  to 
the  corticosteroid. 

LICHEN  simplex  chronicus  (lichen  sim- 
plex, circumscribed  neurodermatitis)  is  a 
common  dermatosis  affecting  both  men 
and  women  from  teenage  through  senescence. 
At  the  root  of  the  disease  is  the  capability  of 
the  skin  to  respond  to  chronic  irritation  with 
that  form  of  cutaneous  hypertrophy  called 
lichenification.  Clinically  (FIGURE  1),  lich- 
en simplex  is  characterized  as  a fairly  well 
marginated  patch  of  thickened  skin,  usually 
of  a dusky  red  hue,  with  exaggeration  of  nor- 
mal markings  so  that  the  striae  form  a criss- 
cross pattern.  Scaling,  excoriation  and  acute 
inflammation  are  rarely  seen,  as  the  lesion  is 
usually  dry  and  slightly  squamous.  The  sites  of 
the  predilection  are  the  extremities  and  pos- 
terior scalp  and  neck.  Lichen  simplex  chronicus 
is  usually  classified  as  a psycho-cutaneous  re- 
action with  such  contributing  factors  as  lo- 
calized “itchiness,”  chronic  trauma,  nevus  flam- 
meus,  chronic  bacterial  infection  and  chronic 
contact  with  irritants.1 

The  histology  of  lichen  simplex  chronicus 
(FIGURE  2)  is  that  of  a chronic  dermatitis: 
elongation  of  the  rete  ridges,  spotty  parakera- 


*Section oj  dermatology,  Lexington  Clinic,  Lexing- 
ton, Kentucky 
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tosis  and  a mild  chronic  inflammatory  cell 
infiltrate.  In  acute  lesions  spongiosis  of  the 
epidermis  is  present  but  is  often  not  apparent 
in  older  lesions. 

In  the  course  of  clinical  study,  flurandreno- 
lone tape  was  evaluated  in  several  dermato- 
logic disorders,  including  10  cases  of  lichen 
simplex  chronicus  with  adequate  follow-up. 
Lichen  simplex  chronicus  was  chosen  as  the 
subject  of  this  report  because:  (1)  the  lesions 
are  potentially  curable;  and  (2)  the  areas  of 
skin  involved,  being  relatively  small,  are  amen- 
able to  treatment  with  the  medicated  tape. 

Flurandrenolone  tape  is  a transparent  plastic 
tape  containing  4 megs,  of  flurandrenolone  per 
square  cm.  The  tape  as  supplied  for  clinical 
investigation  was  three  inches  wide  and  had 
a protective  paper  liner.*  Patients  were  in- 
structed to  cleanse  the  lesion,  then  cut  the  tape 
to  the  proper  size,  peel  off  the  liner  and  ap- 
ply the  tape  directly  to  the  lesion.  The  tape 
was  to  be  changed  every  24  hours. 

In  the  treatment  of  lichen  simplex  chronicus 
it  must  be  kept  in  mind  that  without  continued 
irritation,  even  that  produced  by  a very  mod- 
est amount  of  rubbing,  the  lesion  will  dis- 
appear. For  the  great  majority  of  patients 
this  is  easier  said  than  done,  and  some  ad- 
juvant therapy  is  needed  to  break  the  itch- 
scratch  cycle.  All  patients  were  instructed  to 
cease  any  irritation,  either  of  a mechanical 
type  (scratching)  or  the  application  of  topical 


* Flurandrenolone  tape  furnished  by  E.  Linn  Jones, 

M.D.,  Medical  Research  Division,  Eli  Lilly  Research 
Laboratories,  Indianapolis,  Indiana. 
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FIGURE  1.  Lichen  simplex  chronicus  on  the  volar  wrist 
showing  lichenification. 


home  remedies,  many  of  which  have  irritative 
properties. 

Method 

Eighteen  patients  are  included  in  this  study; 
10  used  flurandrenolone  tape  and  eight  used 
a topical  corticosteroid  preparation  without  oc- 
clusion. Although  the  topical  corticosteroid 
group  had  a similar  range  of  age  and  of  dura- 
tion and  clinical  appearance  of  the  lesions, 
they  are  not  identical  with  the  test  group.  The 
most  significant  difference  was  that  60  per 
cent  of  the  tape  group  had  previously  used 
topical  corticosteroid  alone  and  had  found  it 
ineffective.  The  clinical  data  are  collected  in 
the  table. 

Resulfs 

In  both  groups  the  average  age  was  46  and 
the  average  duration  of  the  lesions  prior  to 
therapy  was  13  months.  There  were  more 
women  in  the  group  treated  with  topical  corti- 
costeroid (five  of  eight)  compared  with  the 
group  treated  with  tape  (four  of  10).  Re- 
sponse to  therapy  was  graded  as  excellent, 
meaning  complete  involution  of  the  lesion; 
good,  meaning  marked  improvement;  and  fair, 
meaning  partial  improvement.  All  patients  ex- 
perienced some  benefit  from  their  treatment. 
The  significant  finding  of  this  study  was  that 
seven  of  the  10  treated  with  tape  (70  per  cent) 
showed  complete  involution  of  their  lesions 
with  no  recurrence  during  follow-up  (average 
of  12  months),  whereas  only  two  of  eight  (25 
per  cent)  showed  a similar  response  to  topical 
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corticosteroid  without  occlusion  and  after 
follow-up  which  averaged  14  months. 


Comment 

It  is  well  known  that  the  treatment  of  lo- 
calized lesions  by  topical  corticosteroids  is  of- 
ten enhanced  by  the  use  of  an  occlusive  dress- 
ing. This  is  thought  to  result  from  increased 
absorption  of  the  medication,  maceration  and 
protection  of  the  lesion  from  mechanical  and 
chemical  irritation.  Usually  occlusive  therapy 
is  achieved  by  liberally  inuncting  the  skin 
with  a corticosteroid  cream  or  ointment  and 
then  covering  the  affected  area  with  a piece 
of  plastic  taped  down  at  the  edges. 

The  advantages  of  the  use  of  the  topical 
corticosteroid  incorporated  into  a plastic  tape 
base  are  listed  by  Goldman,  et  al.  as:  (1) 
ease  of  application;  (2)  exact  control  of  dos- 
age; (3)  inconspicuous  appearance  through 
the  occlusive  dressing;  (4)  better  adherence 
to  the  skin;  and  (5)  more  effective  occlusion.2 
The  patients  in  this  study  found  flurandreno- 
lone tape  to  be  an  attractive  and  effective 
form  of  therapy.  Three  of  the  10  patients  ex- 
perienced minor  side  effects  which  consisted 
of  burning  or  irritation  under  the  tape  but  did 
not  necessitate  discontinuing  therapy. 


FIGURE  2.  Histology  of  lichen  simplex  chronicus. 

669 


Flurandrenolone  Tape — Bard 


TABLE  1 

TREATMENT  OF  LICHEN  SIMPLEX  CHRONICUS 


Case 

Age 

Sex 

Previous  Topical  Duration 
Steroid  Prior  to 

Therapy 

Results  of 
Therapy 

Length  of 
Followup 

Post  Treatment 
Relapse 

Treated  with  Topical 

Corticosteroid  Without  Occlusion 

1 

78 

F 

No 

24 

mo. 

Excellent 

28  mo. 

Yes 

2 

14 

F 

No 

24 

mo. 

Excellent 

1 9 mo. 

Yes 

3 

37 

F 

No 

2 

mo. 

Excellent 

8 mo. 

No 

4 

33 

M 

No 

24 

mo. 

Excellent 

1 1 mo. 

No 

5 

74 

M 

No 

5 

mo. 

Fair 

5 mo. 

Yes 

6 

56 

M 

No 

12 

mo. 

Good 

8 mo. 

Yes 

7 

51 

F 

No 

Unknown 

Fair 

1 1 mo. 

Yes 

8 

24 

F 

No 

1 

mo. 

Fair 

23  mo. 

Yes 

Treated  with 

Flurandrenolone  Tape 

9 

70 

F 

No 

24 

mo. 

Excellent 

7 mo. 

No 

10 

64 

M 

Yes 

2 

mo. 

Good 

1 5 mo. 

Yes 

1 1 

37 

F 

Yes 

24 

mo. 

Good 

5 mo. 

No 

12 

16 

M 

No 

12 

mo. 

Excellent 

1 1 mo. 

No 

13 

1 1 

M 

Yes 

24 

mo. 

Fair 

1 1 mo. 

Yes 

14 

62 

F 

Yes 

1 1 

mo. 

Excellent 

1 4 mo. 

No 

15 

39 

M 

Yes 

6 

mo. 

Excellent 

1 2 mo. 

No 

16 

61 

M 

No 

6 

mo. 

Excellent 

1 2 mo. 

No 

17 

52 

F 

Yes 

12 

mo. 

Excellent 

1 6 mo. 

Yes 

18 

44 

M 

No 

24 

mo. 

Excellent 

1 6 mo. 

No 

Summary 

Eighteen  patients  with  lichen  simplex  chron- 
icus  were  observed  for  results  of  therapy.  All 
showed  some  benefit,  ranging  from  complete 
clearing  to  partial  improvement.  Six  who  had 
been  unsuccessfully  treated  with  topical  cort- 
icosteroid without  occlusion  were  given  flur- 
andrenolone  tape,  as  well  as  four  others  who 
had  had  no  previous  therapy.  Of  the  10  pa- 
tients using  the  tape,  lasting  remissions  were 
obtained  in  70  per  cent,  whereas  in  a similar 


group  using  topical  corticosteroid  without  oc- 
clusion such  remissions  were  obtained  in  25 
per  cent.  Occlusive  corticosteroid  therapy 
seems  to  be  a superior  form  of  treatment  in 
lichen  simplex  chronicus. 
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Let’s  be  specific  about  Campbell’s  Soups 

and  /teducc 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well . . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family’s  present  needs. . .to  plan  for  her  family’s  future. 

She  can  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen:  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  “patient-proof"  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 

Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 

Indication-Oral  contraception. 

Contraindications-Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings-Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis);  if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1 968'  2 estimate  there  is  a seven-  to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic"  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 

Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization  Rates 
( Morbidity ) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral  Contraceptives 

1.5/100,000 

3.9/  100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies 

are  yet  available  in 

the 

(t 


United  States.  The  British  data,  especially  as  they 
indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences 
of  spontaneously  occurring  thromboembolic  dis- 
ease may  differ. 

Discontinue  medication  pending  examination  if 
there  is  sudden  partial  or  complete  loss  of  vision, 
or  sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. Withdraw  medication  if  papilledema  or 
retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
pregnancy  be  ruled  out  for  any  patient  who  has 
missed  two  consecutive  periods  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  ad- 
hered to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contra- 


ceptives has  been  identified  in  the  milk  of  mothers  receiving  these 
drugs.  The  long-range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

Precautions-Pretreatment  physical  examination  should  include  spe- 
cial reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  ob- 
servation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  rel- 
evant specimens  are  submitted. 

Adverse  Reactions-A  statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocu- 
lar lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  re- 
ceiving oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after 
treatment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement,  secretion),  change  in  weight,  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lactation  when  given  im- 
mediately post  partum,  cholestatic  jaundice,  migraine,  allergic  rash, 
rise  in  blood  pressure  in  susceptible  individuals,  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  pre- 
menstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  ner- 
vousness, dizziness,  fatigue,  backache,  hirsutism,  loss 
of  scalp  hair,  erythema  multiforme  and  nodosum, 
hemorrhagic  eruption,  itching.  The  following  laboratory 
results  may  be  altered  by  oral  contraceptives:  hepatic 
function:  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests:  increase  in  prothrombin, 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase 
in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test; 
i pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.: 
* p Brit.  Med.  J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P., 

i pT  p and  Doll,  R.:  Brit.  Med.  J.  2:199-205  (April  27)  1968. 
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Where  “The  Pill”  Began 
G.  D.  SEARLE  & CO.,  P.O.  Box  5110,  Chicago,  III.  60680 


SEARLE 


972 


an  antibiotic 
you  can  use 

without  risk 
to  the  kidney 


IVilirillinN 

(sodium  ampicillin) 

the  penicillin  you  use  like  a 
broad-spectrum  antibiotic 


PRESCRIBING  INFORMATION.  11 — 1/2/69.  For  complete  in- 
formation consult  Official  Package  Circular. 

Indications:  Infections  due  to  susceptible  strains  of  Gram- 
negative bacteria  (including  Shigellae,  S.  typhosa  and  other 
Salmonellae,  E.  coli,  H.  influenzae,  P.  mirabilis,  N.  gonor- 
rhoeae  and  N.  meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpenicillinase-pro- 
ducing staphylococci). 

Contraindications:  A history  of  allergic  reactions  to  penicillins 
or  cephalosporins  and  infections  due  to  penicillinase-produc- 
ing organisms. 

Precautions:  Typical  penicillin-allergic  reactions  may  occur, 
especially  in  hypersensitive  patients.  Mycotic  or  bacterial  su- 
perinfections may  occur.  Experience  in  newborn  and  prema- 
ture infants  is  limited  and  caution  should  be  used  in  treatment, 
with  frequent  organ  function  evaluations.  Safety  for  use  in 
pregnancy  is  not  established.  In  gonorrheal  therapy,  serologic 
tests  for  syphilis  should  be  performed  initially  and  monthly  for 
4 months.  Assess  renal,  hepatic  and  hematopoietic  function 
intermittently  during  long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urticaria,  nausea,  vom- 
iting, diarrhea  and  anaphylactic  reactions.  Mild  transient  ele- 
vations of  SGOT  or  SGPT  have  been  noted.  Black  tongue  has 


been  noted  in  some  patients  receiving  the  Chewable  Tablets.  ] 
Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h.  (according  to  ] 
infection  site  and  offending  organisms).  Children— 50-100  « 
mg./  Kg. /day  in  3 to  4 divided  doses  (depending  on  infection  ' 
site  and  offending  organisms).  Bacterial  meningitis— 150-200 
mg./  Kg./ day  in  6 to  8 divided  doses.  Children  weighing  more 
than  20  Kg.  should  be  given  an  adult  dose  when  prescribing 
orally.  In  parenteral  administration,  children  weighing  more 
than  40  Kg.  should  be  given  an  adult  dose.  Beta-hemolytic 
streptococcal  infections  should  be  treated  for  at  least  10  days. 
Supplied:  Capsules— 250  mg.  in  bottles  of  24  and  100.  500 
mg.  in  bottles  of  16  and  100.  For  Oral  Suspension— 125  mg./ 

5 ml.  in  60,  80  and  150  ml.  bottles.  250  mg./ 5 ml.  in  80  ! 
and  150  ml.  bottles.  Chewable  Tablets— 125  mg.  in  bottles  of 
40.  Injectable— for  I.M./I.V.  use— vials  of  125  mg.,  250  mg.,  I 
500  mg.,  and  1 Gm.  Pediatric  Drops— 100  mg./ ml.  in  20  ml. 
bottles.  A.H.F.S.  Category  8:12.16 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


heavenly  relief 
for  unearthly  cough 


Benylin 

EXPECTOfilANT 


ASTRO 


MPl  \ 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
16  oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


;] 


4 1 OR  6 9 


symptoms  of  mixed  anxiety-depression  are  rarely  clear-cut. 
but  they  are  often  a clear  indication  for 

Mellaril 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  Skin— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other- 
case  described  as  parotid  swelling. 
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A single 


The  Clinical  Associate: 

Rationale  for  Training  A New  Health  Professional 

Ralph  W.  Eichenberger,  M.D.*,  Joseph  Hamburg,  M.D.**,  Robert 
W.  Ewer,  M.D.***  Thomas  G.  Kotheimer,  Jr.,  M.D.**** 


A new  health  professional  is  proposed  who 
would  be  an  assistant  to  the  physician  in  a 
more  intimate  and  responsible  clinical  role 
than  any  of  his  present  “informal”  assistants. 

Background 

FOR  SOME  time  it  has  been  apparent  to  many 
both  within  and  outside  the  medical  profes- 
sion that  an  unfavorable  balance  was  develop- 
ing between  health  care  demands  (needs  and  wants) 
and  the  supply  of  health  professionals.  Among  the 
many  solutions  proposed  for  meeting  these  demands 
is  the  restructuring  of  our  health  delivery  methods 
in  order  to  utilize  the  knowledge  and  skills  of  our 
highly  educated  professionals  in  the  most  efficient 
and  meaningful  manner  possible  while  maintaining 
a high  quality  of  care  of  the  patient. 

Recent  years  have  seen  a growth  of  the  team 
concept  through  the  development,  not  only  of  a host 
of  professionals  allied  with  the  physician,  but  a 
hierarchical  continuum  of  persons  within  the  pro- 
fessions contributing  their  various  degrees  of  compe- 
tencies to  total  patient  care.  In  addition,  a genuine 
need  has  become  apparent  to  create  a new  kind  of 
health  professional  who  will  provide  aid  to  the  physi- 
cian at  the  point  of  critical  function,  the  primary 
contact  with  the  patient  in  diagnosis  and  treatment. 

The  idea  of  an  assistant  to  the  physician  is  not  new. 
Practically  every  physician  in  practice  can  identify 
in  his  own  office  someone  who  is  his  “right  hand 
man”,  or  more  likely,  his  “girl  Friday”.  Many  prac- 
titioners will  testify  they  could  not  get  along  with- 
out such  a person. 

What  is  new  in  some  of  the  recent  proposals  con- 
cerning a physician’s  assistant  is  the  institutionaliza- 
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tion  of  this  position  into  one  of  professional  status. 
But  the  creation  of  the  Physician's  Assistant  is  not  at 
all  an  undisputed  fact.  There  have  been  numerous 
serious  discussions  of  the  whole  question.14 

The  arguments  for  and  against  these  proposals  in 
the  literature  need  not  be  restated  here.  We  would 
like  to  present  some  of  the  considerations  which 
have  led  us  toward  the  development  of  a proposal  to 
establish  and  train  a new  health  professional,  the 
Clinical  Associate. 

The  Informal  Assistant 

The  essential  nature  of  the  present  “informal  as- 
sistant” is  as  varied  as  the  individual  physicians 
who  have  trained  and  employed  them.  But  there  are 
some  identifiable  factors  that  determine  the  function 
she  will  perform. 

The  informal  assistant  is  usually  selected  by  the 
physician  or  selects  herself  out  of  the  office  staff  by 
certain  characteristics  of  personality  and  a special 
aptitude.  There  follows  a shorter  or  longer— but  us- 
ually a continuous  on-the-job  training  for  a role  as 
assistant  to  the  physician.  The  nature  of  the  infor- 
mal training  is  dictated  by  the  physician's  available 
time  and  the  trainee’s  potential  for  learning. 

The  extent  of  “medical”  or  “clinical”  duties  dele- 
gated to  the  informal  assistant  is  dependent  upon 
other  variables  such  as  the  type  and  location  of  the 
practice,  and  the  characteristics  of  the  clientele 
served.  However,  the  physician  cannot  delegate  to 
anyone  the  ultimate  responsibility  for  his  patient, 
nor  should  it  be  otherwise.  In  this  respect  the  physi- 
cian is  in  a unique  position.  Someone  must  have  the 
ultimate  responsibility  in  health  care,  and  for  all  his 
limitations  no  one  else  in  the  ranks  of  health  pro- 
fessionals is  better  qualified  to  deal  with  the 
total  individual  in  illness  (we  need  not  say  health) 
than  the  physician. 

Some  arguments  have  been  advanced  which  sug- 
gest that  the  formal  establishment  of  the  Physician's 
Assistant  role  which  mean  abdication  by  the  physi- 
cian of  his  ultimate  authority,  his  final  responsibility. 
We  believe  the  following  proposal  for  the  Clinical 
Associate  leaves  these  prerogatives  intact  while  ful- 
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filling  the  expressed  need  of  many  practicing  physi- 
cians for  a special  kind  of  aid. 

A little-known  experiment  conducted  by  the  Uni- 
versity of  Kentucky  College  of  Medicine  in  1966-68 
gave  impetus  to  the  concept  of  the  Clinical  Associate. 

At  that  time  a young  man  of  average  intelligence, 
having  a background  of  one  year  of  college  and 
some  hospital  training  in  inhalation  therapy  was  en- 
rolled in  a two  year  program.  One  year  was  spent  in 
the  University  and  one  year  with  an  internist  in  a 
group  practice  for  his  preceptorship.  Although  the 
curriculum  was  not  ideally  constructed,  we  proceeded 
to  see  what  could  be  accomplished  in  the  training 
and  use  of  such  a Clinical  Associate.  His  quality  of 
performance  exceeded  our  expectations,  and  we  were 
convinced  that  this  preliminary  experiment  was 
worthy  of  further,  more  careful  pursuit. 

The  basic  concept  of  the  Clinical  Associate  is  that 
he  be  associated  with  a duly  qualified  and  licensed 
physician;  that  he  be  a true  “associate”  of  the  physi- 
cian; and  that  he  function  only  as  an  agent  of  the 
physician  in  a clearly  delineated  set  of  activities.  We 
are  not  proposing  to  create  a watered-down  physician. 

Nor  are  we  suggesting  a substitute  or  replacement  for 
the  primary  physician.  The  crucial  point  of  this 
definition  is  its  focus  upon  ancillary  activities  rather 
than  upon  the  judgments  and  decision-making  re- 
quired of  a fully  trained  physician. 

To  begin  the  delineation  is  to  ask  the  question, 
what  does  the  physician  do  that  may  be  done  by  the 
Clinical  Associate?  The  following  table  attempts  to 
reduce  the  activities  of  these  two  professionals  to 
a basic  formula  as  it  might  pertain  in  primary  and 
continuing  health  care. 

The  Physicion-Associate-Patient  Relationship 

1.  The  physician  professes  that  the  health  of  hu- 
man beings  (the  alleviation  of  suffering,  the  pro- 
longation of  life,  and  the  improvement  of  the 
quality  of  life  to  the  best  of  his  abilities)  is  his  pri- 
mary concern.  This  for  the  physician  is  a moral 
and  ethical  commitment.  He  recognizes  that  this  is 
not  his  concern  nor  commitment  solely. 

The  Clinical  Associate  and  every  other  person  as- 
piring to  a professional  career  in  health  must  also 
profess  this  commitment  as  a requisite  to  entering  the 

TABLE 

PHYSICIAN 

1.  Professes  primary  concern  for  the  health  of  people. 

2.  Enters  into  a contractual  relationship  with  patients. 

3.  Establishes  communication  in  order  to  determine  the 

health  state  of  the  patient. 

a)  elicits  a history 

b)  performs  an  examination 

c)  makes  a tentative  diagnosis 

4.  May  prescribe  further  investigation. 

a)  diagnostic  tests 

bl  other  professional  consultation 

5.  May  administer  or  prescribe  therapy. 


field.  This  is  not  new.  We  expect  it  now  as  a moral 
and  ethical  principle.  Most  of  the  allied  health  pro- 
fessional organizations  require  this  for  certification. 
It  is  this  commitment  that  identifies  a health  pro- 
fessional. 

2.  The  physician  enters  into  an  implied  contrac- 
tual relationship  with  a patient,  that  however  diffi- 
cult to  define,  is  a unique  one.  It  is  this  relationship 
toward  the  whole  person  with  regard  to  his  health 
which  is  not  the  same  for  any  other  health  profes- 
sional. 

This  is  the  elusive,  though  not  illusory,  physician- 
patient  relationship.  In  our  society  it  is  also  a legal 
responsibility  with  certain  invested  responsibilities 
and  authorization  unique  to  the  physician. 

The  Clinical  Associate  as  here  proposed  will  never 
enter  into  this  contractual  relationship,  implied  or 
overt,  vis-a-vis  a patient.  In  terms  of  activities,  this  is 
the  characteristic  which  distinguishes  the  Clinical  As- 
sociate from  the  physician.  As  an  agent  there  may 
be  established  an  associate-physician-patient  relation- 
ship or  a physician-associate-patient  relationship 
(depending  on  how  you  construct  your  concept)  but 
never  an  associate-patient  relationship. 

3.  The  physician  establishes  communication  with  a 
patient  in  order  to  investigate  his  state  of  health. 
The  Clinical  Associate  will  establish  communication 
with  a patient  in  such  a way  that  there  is  no 
implied  contractual  “physician”-patient  relationship, 
but  rather  assertedly  as  an  associate  to  a physician 
who  does  certify  this  contractual  relationship. 

The  function  of  communication  is  an  essential  one 
to  the  concept  of  the  Clinical  Associate.  He  must  be 
qualified  and  authorized  to  perform  this  function 
which  traditionally  has  been  the  responsibility  of  the 
physician.  Given  the  responsibility  for  developing  the 
history  and  physical  examination  the  Clinical  As- 
sociate becomes  a true  associate  and  an  extension  of 
the  physician. 

Because  of  the  adequacy  of  the  training  program 
of  the  Clinical  Associate,  the  physician  will  be  able 
to  certify  his  reliability  to  perform  such  investigation. 
As  for  patient  acceptance  of  this,  the  physician 
is  the  only  party  to  the  physician-patient  contract 
able  to  make  a valid  judgment  of  the  Associate’s 
competence.  In  the  University  of  Kentucky  experi- 
ment mentioned  previously,  the  physician’s  certifi- 

I 

CLINICAL  ASSOCIATE 

1.  Yes,  as  professional  in  his  own  right. 

2.  Never 

3.  Yes,  as  an  agent  of  physician. 

a)  yes,  as  an  agent 

b)  yes,  as  an  agent 

cl  makes  at  least  a preliminary  judgement  about  the 
diagnosis 

4.  Yes,  with  certain  limitations. 

a)  as  an  agent  and  under  certain  conditions 

b)  always  with  his  physician  associate 

5.  Yes,  under  certain  limitations  and  always  as  an  agent 

of  the  physician 
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cation  was  the  crucial  factor  in  patient  acceptance  of 
this  new  professional. 

The  question  will  be  raised,  “Can  anyone  less  than 
a physician  make  a diagnosis?”  It  is  proposed  that 
the  Clinical  Associate  be  authorized  to  make  a judg- 
ment about  the  diagnosis.  The  physician,  after  per- 
forming the  history  and  examination,  reflexly  makes 
a tentative  diagnosis  in  order  to  proceed  further.  It 
may  not  be  the  final  diagnosis,  for  that  may  require 
extensive  cogitation,  bringing  to  bear  upon  the  prob- 
lem all  the  background  of  basic  biological  sciences 
and  diagnostic  acumen  in  his  clinical  experience. 

Essentially  what  is  being  proposed  for  the  Clinical 
Associate  is  that  he  be  an  extension  not  only  of  the 
physician’s  senses  but  to  a degree  of  his  “reflex  arc” 
as  well.  This  is  not  independent  action,  so  conceived. 
The  physician  will  continuously  assure  himself  that 
his  Associate  is  capable  of  making  limited  judg- 
ments about  diagnoses  and  that  he  may  make 
those  judgments  in  his,  the  physician’s,  name  in 
order  to  proceed  further. 

Health  problems  about  which  the  Clinical  As- 
sociate may  make  preliminary  judgments  will  be 
spelled  out  by  each  physician  for  his  Associate. 

The  general  rules  will  be  governed  by  what  his 
training  should  prepare  him  to  do;  the  specific  terms 
will  be  what  the  physician  assures  himself  his  As- 
sociate can  do  in  the  way  of  preliminary  judgments 
regarding  diagnoses. 

4.  The  subsequent  step,  performing  or  prescribing 
further  investigations,  follows  from  the  previous  one. 
The  Clinical  Associate  should  be  able  to  perform  or 
prescribe  certain  diagnostic  tests  as  spelled  out  in 
specific  terms  by  his  physician  (and  possibly  by 
clinic  or  hospital  policies  governing  this  area). 

Whereas  the  physician  in  his  judgment  may  elect  to 
call  in  other  professional  consultants,  the  Clinical 
Associate  will  always  call  for  consultation  but  only 
with  his  own  physician  (or  in  certain  circumstances 
perhaps  his  designated  alternate). 

The  exact  manner  and  circumstances  of  the  con- 
sultation again  will  need  to  be  defined  in  detail  by 
the  physician  for  his  Associate.  General  guidelines  or 
rules  can  be  developed.  Under  certain  circumstances, 
for  example,  such  consultation  need  not  demand  the 
physical  presence  of  the  physician  with  the  As- 
sociate and/or  the  patient.  It  may  be  carried  out  by 
telephone,  it  may  be  in  writing,  it  may  be  by  TV  or 
other  electronic  communication.  Under  certain  cir- 
cumstances it  may  not  be  immediate  consultation. 
What  is  asserted  is  that  there  must  be  eventual  con- 
sultation in  every  instance  for  ultimate  disposition  of 
the  case,  and  for  legal  purposes  ought  to  be  sub- 
scribed to  in  writing  (signature,  at  least)  by  the  phy- 
sician. 

5.  Of  all  the  questions  that  will  be  raised  over  the 
proposal  of  this  new  professional,  it  is  the  last 
point  under  the  above  tabulated  functions  that  will 
draw  the  greatest  objections.  It  is  certainly  in  the  act 
of  prescribing  treatment  that  the  physician’s  preroga- 
tive stands  out. 

Nevertheless,  it  is  proposed  that,  in  certain  con- 
frontations with  a patient,  after  the  Clinical  Associate 
has  proceeded  through  establishing  communication 
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with  the  patient,  investigating  his  health  status  and 
arriving  at  a preliminary  judgment  about  the  diagno- 
sis, he  be  authorized  to  administer  and  prescribe 
therapy,  but  only  and  always  as  the  agent  of  the 
physician. 

In  our  society  the  physician  is  legally  responsible 
for  his  actions  and  those  of  his  agents.  We  are  not 
proposing  to  change  that.  The  criteria  for  the  As- 
sociate taking  independent  action  even  as  an  agent 
needs  to  be  spelled  out  most  carefully.  Specifically, 
certain  prescriptions  or  treatments  would  be  pro- 
hibited; some  might  be  conditional;  others  might  be 
permitted;  all  would  ultimately  be  subscribed  to  in 
writing  by  the  physician  (signature,  at  least). 

How  carefully  should  the  job  description  of  the 
Clinical  Associate  be  spelled  out?  How  much  of  the 
job  skills  which  the  Associate  will  learn  should  be 
certified?  How  much  of  his  activities  should  be 
legalized?  These  are  questions  which  require  the 
experimentation  inherent  in  this  proposal.  The  an- 
swers to  these  questions  will  require  the  close  collab- 
oration of  training  institutions  and  practicing  physi- 
cians. 

Training  Program 

Exact  curricular  content  has  yet  to  be  established 
for  the  training  of  the  Clinical  Associate.  The 
length  of  time  and  the  courses  of  study  vary  with 
differing  concepts  as  to  the  role  and  duties  of  the 
physician’s  assistant.  Until  such  time  as  the  outputs 
from  ongoing  programs  can  be  properly  evaluated, 
decisions  as  to  the  above  mentioned  variables  must 
remain  conjectural.  Based  upon  our  very  limited 
experience  we  have  proposed  a 24-month  program 
recognizing  full  well  that  adjustments  may  have  to  be 
made  as  we  develop  additional  experience. 

If  the  activities  of  the  physician  and  the  Clinical 
Associate  can  be  identified  as  in  the  table,  and  if  it 
is  accepted  that  the  primary  objective  for  the  Clini- 
cal Associate  is  to  prepare  him  to  deal  with  the 
how  of  medical  service,  then  the  curriculum  should 
be  based  on  teaching  the  skills  of  the  physician  and 
certain  other  health  professionals.  It  would  seem 
reasonable,  therefore,  to  develop  the  basic  curricu- 
lum within  a utilitarian  model,  teaching  only  what 
the  Clinical  Associate  will  be  expected  to  use. 

The  first  year  of  the  program  would  provide  a com- 
mon core  of  studies  in  the  basic  sciences  as  well  as 
medical  terminology,  medical  ethics,  history-taking 
and  physical  diagnosis,  and  so  on.  In  addition,  there 
would  be  instruction  and  practice  in  the  performance 
of  selected  laboratory  examinations  and  in  the  use  of 
certain  diagnostic  apparatus  such  as  X-ray,  EKG, 
audiometer,  tonometer,  etc.  Emphasis  would  be  on 
fundamental  principles  in  all  the  courses.  Laboratory 
and  clinical  experiences  would  stress  the  practical 
aspects. 

As  conceived,  the  first  year  of  the  basic  course 
would  focus  upon  preparing  the  generalist,  a Clinical 
Associate,  who  could  do  some  of  the  things  any 
physician  does  whether  general  practitioner,  internist, 
pediatrician,  surgeon,  orthopedist  or  any  of  the 
super-specialists.  The  last  year  would  permit  either 
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more  intensive  generalization  or  specialization  de- 
pending on  the  desires  and  interests  of  the  student. 
A period  of  selected  preceptorship  experience  under 
controlled  conditions  would  be  an  integral  part  of  the 
last  year. 

Because  of  the  generalist  nature  of  the  basic 
course,  lateral  mobility  within  the  medical  profes- 
sion would  be  possible.  However,  it  seems  most 
prudent,  in  view  of  the  role  of  the  Clinical  Associate 
as  we  conceive  of  it  and  the  nature  of  medical  prac- 
tice as  it  is,  to  encourage  the  student  to  seek  care- 
fully a niche,  choose  a physician  with  whom  to  as- 
sociate, and  become  established.  There  would  be 
little  satisfaction  for  the  dilettante  in  this  profession 
and.  by  definition,  no  place  for  the  entrepreneur. 
On  the  other  hand,  there  would  be  ample  opportunity 
for  his  acquiring  additional  knowledge  and  skills,  and 
for  continually  increasing  his  responsibilities  and 
privileges  under  the  certification  of  his  physician 
associate. 

The  Clinical  Associate  as  here  proposed  need  not 
have  a legalized  list  of  activities.  Rather,  he  will  be 
authorized  to  do  only  what  his  physician  associate 
will  subscribe  to  his  doing.5 

At  the  completion  of  the  training  period  he  should 
be  prepared  to  assume  varying  responsibilities  in  the 
following  areas  and  could  be  so  certified: 

- the  fact-finding  tasks  of  the  history  and  physical 
examination. 

- performing  certain  diagnostic  precedures,  EKG, 
pulmonary  function  tests,  audio  and  visual  tests. 

- monitoring  the  health  status  of  the  chronically 
ill  patient  for  the  physician  by  complementary 
visits  to  the  hospital,  nursing  facility,  or  home. 

- performing  certain  tasks  such  as  catheter  care, 
taking  body  fluid  samples  for  analysis,  starting 
intravenous  medications,  inhalation  therapy, 
etc. 

- performing  certain  minor  surgical  procedures, 
incision  and  drainage,  suturing,  assisting  his  phy- 
sician in  major  surgical  procedures,  etc. 

It  is  expected  his  expertise  and  capacity  for  judg- 
ment will  develop  and  expand  through  his  associa- 
tion with  the  physician  and  be  further  augmented 
by  required  formal  continuing  education  experiences. 
To  these  competencies  the  physician  will  be  willing 
to  certify  by  subscription,  by  continued  employment 
and  by  recommendation  to  another  physician  if  his 
Associate  should  desire  to  change  employer. 

Selection  of  Candidates 

Because  our  concept  of  the  Clinical  Associate 
allies  him  to  the  physician  in  a close  and,  hope- 
fully, lengthy  association  we  believe  selection  criteria 
to  be  of  primary  importance.  We  are  proposing  that, 
in  the  beginning  at  least,  physicians  in  our  state, 
practicing  in  a variety  of  delivery  systems,  who  have 
already  expressed  a desire  to  employ  such  a Clini- 
cal Associate,  might  submit  candidates. 

If  they  meet  the  entrance  requirements  and  suc- 
cessfully complete  their  training,  they  might  return 
to  the  sponsoring  physician  for  preceptorship  or  in- 
ternship, with  the  possibility  of  further  association 
in  employment.  We  see  this  as  possibly  providing  a 


workable  solution  to  several  problems  of  the  program: 
recruitment  of  desirable  candidates,  vital  involvement 
of  the  practicing  physicians  in  the  training  and  test- 
ing of  this  new  professional  and  assurance  of  an 
employment  market  for  the  graduates  from  the  very 
beginning. 

We  believe  the  development  of  a healthy  profes- 
sional ego  as  well  as  a strong  professional  ethic 
will  be  crucial  to  the  successful  establishment  of 
the  Clinical  Associate  as  a profession.  Therefore 
proper  motivation  and  single-minded  commitment  to 
the  profession  as  here  proposed  are  prime  requisites 
for  candidates. 

Summary 

A program  is  proposed  for  training  a new  health 
professional,  the  Clinical  Associate.  It  is  the  profes- 
sional status  to  which  this  position  is  elevated  and 
the  expanded  clinical  function  that  would  be  as- 
sumed that  make  this  assistant  to  the  physician  dif- 
ferent from  any  present  “informal”  assistant. 

The  pilot  program  as  proposed  would  attempt  to 
test  the  Clinical  Associate  concept  as  to  the  feasibili- 
ty of  a foreshortened  training  program,  and  the  ac- 
ceptance and  effective  utilization  of  the  graduate. 

Specific  variables  to  be  developed  and  tested  in- 
clude: 

-candidate  selection  criteria. 

-the  recruitment  of  candidates  through  practicing 
physicians. 

-curriculum  content  and  teaching  methods  based 
on  a utilitarian  model. 

-continuing  evaluation  of  the  developing  profes- 
sional in  the  training  period. 

-a  preceptorship  program  outside  the  educational 
institution  in  a variety  of  health  care  delivery 
systems  and  under  a variety  of  medical  sub- 
specialties. 

-a  continuing  education,  evaluation  and  certifica- 
tion program  for  the  graduate. 

The  proposal  does  not  seek  to  create  a middle 
level  medical  worker  who  could  or  would  function  as 
an  independent  practitioner.  For  this  reason  legali- 
zation of  the  role  is  not  proposed.  Rather  this  new 
professional  is  conceived  of  as  a close  associate  to  a 
qualified  and  licensed  physician.  His  training  program 
would  prepare  him  and  certify  his  competency  to 
function  in  a broad  but  ancillary  role  to  the  physi- 
cian. His  authorization  to  function  at  all  would  be 
subscribed  to  by  his  physician  associate. 

The  motive  for  creating  this  new  professional  is 
not  to  bring  second  rate  health  care  to  any  segment 
of  our  population.  It  is  not  to  establish  any  type  of 
triage  health  service.  It  is  not  proposed  simply  as  a 
solution  for  keeping  in  the  ranks  of  health  profes- 
sionals the  large  numbers  of  returning  service  per- 
sonnel. The  motive  for  creating  this  Clinical  As- 
sociate is  to  provide  the  type  of  trained  assistant 
whom  the  physician  needs  to  practice  effectively  if 
he  is  to  meet  the  increasing  demands  upon  him 
in  the  future. 

(continued  on  page  696) 
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Of  the  more  than  100  different  types  of  cancer,  colon  How  to  close  the  critical  gap  between  possible  and 
and  rectal  cancers  are  unique  for  two  compelling  actual  survivals? 


reasons: 


High 

incidence: 

Annual  new  cases  number  about 
73,000.  Deaths  now  total  46,000 
a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost  75%. 
Survival  rate  is  now  only  44%. 

The  “procto”  can  today  help  save  more  lives  from 
cancer  than  any  other  step  in  the  checkup.  Which  is 
why,  in  our  constant  emphasis  on  the  importance  of 
annual  checkups,  we  urge  the  inclusion  of  a "procto” 
...and  make  available  films  and  other  pertinent 
materials  for  the  layman  and  the  physician.  We  are 
closing  the  "communications"  gap. 

Joint  action  by  people  and  their  doctors  can  help 
close  the  "action”  gap  to  reach  a cure  rate  of  almost 
75%  for  colon  and  rectal  cancer. 


American  Cancer 


when  it’s  late  in  life 
and  anxiety 
and  depression 
coexist... 

initial  therapy 

Triavxl4'10 

Each  tablet  contains  4 mg.  of  perphenazine  and  10  mg.  of 
amitriptyline  hydrochloride 

maintenance  therapy 

Triavil  2-10 

Each  tablet  contains  2 mg.  of  perphenazine  and  10  mg.  of 
amitriptyline  hydrochloride. 

appropriate 
therapy  in  an 
appropriate 

dosage 


During  the  years  of  declining  strength  and  in- 
creasing infirmity,  many  patients  are  more  sen- 
sitive to  both  the  desired  response  and  the 
unwanted  effects  of  some  drugs.  That’s  when 
low-dosage  therapy  is  needed.  And  that’s  when 
Triavil  4-10,  as  initial  therapy,  and  Triavil 
2-10,  for  maintenance,  can  prove  particularly 
useful. 

Starting  with  Triavil  4-10  should  help  mini- 
mize possible  dose-related  side  effects  in  the 
geriatric  patient  with  coexisting  anxiety  and 
depression.  And,  subsequently,  Triavil  2-10 
can  increase  flexibility  in  adjusting  maintenance 
dosage. 

Activities  made  hazardous  by  diminished  alert- 
ness should  be  avoided.  You  will  want  to  inform 
your  patients  that  the  effects  of  alcohol  may  be 
potentiated.  Because  of  the  potentiation  of 
other  drug  effects  possible  with  MAO  inhibitors, 
such  agents  should  not  be  given  concomitantly 
with  Triavil.  However,  therapy  with  Triavil 
can  be  initiated  cautiously  two  weeks  or  more 
after  withdrawal  of  the  MAOI  drugs.  And, 
until  significant  remission  is  observed,  close 
supervision  of  any  seriously  depressed  patient 
is,  of  course,  essential  to  guard  against  possible 
suicide.  The  drug  is  contraindicated  in  glau- 
coma, in  patients  expected  to  experience  prob- 
lems of  urinary  retention,  in  drug-induced  CNS 
depression,  and  in  bone  marrow  depression. 
Triavil  4-10  Sc  2-10 — tranquilizer-antidepres- 
sant therapy  especially  appropriate  for  the 
elderly  patient  so  often  intolerant  to  medica- 
tion in  high  dosages. 


Trwil 

containing  perphenazine  and  amitriptyline  HCI 
TRANQUILIZER-ANTIDEPRESSANT 


for  moderate  to 
severe  anxiety 
with  coexisting 
depression 


For  additional  prescribing  information,  please  see  following  page. 


TRIAV1L 

TRANQUILIZER-ANTIDEPRESSANT 

TRIAVIL  4-10:  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL  2-25:  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL  4-25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL  2-10:  For  use  in  adjusting  maintenance  dosage. 
Each  tablet  contains  2 mg.  of  perphenazine  and  10  mg.  of 
amitriptyline  hydrochloride. 


for  moderate  to  severe  anxiety  with  coexisting  depression 


INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with  depres- 
sion in  whom  anxiety  and/or  agitation  are  severe;  patients 
with  depression  and  anxiety  in  association  with  chronic 
physical  disease;  schizophrenics  with  associated  depressive 
symptoms. 

CONTRAINDICATIONS:  Central  nervous  system  de- 
pression from  drugs  (barbiturates,  alcohol,  narcotics, 
analgesics,  antihistamines);  bone  marrow  depression;  uri- 
nary retention;  pregnancy;  glaucoma.  Do  not  give  in  com- 
bination with  M AOI  drugs  because  of  possible  potentiation 
that  may  even  cause  death.  Allow  at  least  2 weeks  between 
therapies.  In  such  patients  therapy  with  TRIAVIL  should 
be  initiated  cautiously,  with  gradual  increase  in  the  dosage 
required  to  obtain  a satisfactory  reponse. 

WARNINGS:  Patients  should  be  warned  against  driving 
a car  or  operating  machinery  or  apparatus  requiring  alert 
attention,  and  that  response  to  alcohol  may  be  potentiated. 
PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission 
occurs.  Supervise  patients  closely  in  case  they  may  require 
hospitalization  or  concomitant  electroshock  therapy.  Un- 
toward reactions  have  been  reported  after  the  combined 
use  of  antidepressant  agents  having  various  modes  of 
activity.  Accordingly,  consider  possibility  of  potentiation 
in  combined  use  of  antidepressants.  Not  recommended  for 
use  in  children.  Mania  or  hypomania  may  be  precipitated 
in  manic-depressives  (perphenazine  in  TRIAVIL  seems  to 
reduce  likelihood  of  this  effect).  If  hypotension  develops, 
epinephrine  should  not  be  employed,  as  its  action  is  blocked 
and  partially  reversed  by  perphenazine.  Caution  patients 
about  errors  of  judgment  due  to  change  in  mood. 

SIDE  EFFECTS:  Similar  to  those  reported  with  either 
constituent  alone.  Perphenazine:  Should  not  be  used 
indiscriminately.  Use  caution  in  patients  with  history  of 
convulsive  disorders  or  severe  reactions  to  other  pheno- 
thiazines.  Likelihood  of  untoward  actions  greater  with 
high  doses.  Closely  supervise  with  any  dosage.  Side  effects 
may  be  any  of  those  reported  with  phenothiazine  drugs: 
blood  dyscrasias  (pancytopenia,  thrombocytopenic  pur- 
pura, leukopenia,  agranulocytosis,  eosinophilia);  liver 
damage  (jaundice,  biliary  stasis);  extrapyramidal  symptoms 
(opisthotonos,  oculogyric  crisis,  hyperreflexia,  dystonia, 
akathisia,  dyskinesia,  parkinsonism)  usually  controlled  by 
the  concomitant  use  of  effective  antiparkinsonian  drugs  and/ 

MERCK  SHARP  & DOHME 

tIIZw  Division  of  Merck  & Co  Inc  , West  Point  Pa  19486 

where  today's  theory  is  tomorrow's  therapy 


or  by  reduction  in  dosage,  but  sometimes  persist  after  discon- 
tinuation of  the  phenothiazine;  severe,  acute  hypotension 
(of  particular  concern  in  patients  with  mitral  insufficiency  or 
pheochromocytoma);  skin  disorders  (photosensitivity,  itch- 
ing, erythema,  urticaria,  eczema,  uptoexfoliative  dermatitis); 
other  allergic  reactions  (asthma,  laryngeal  edema,  angio- 
neurotic edema,  anaphylactoid  reactions); peripheral  edema; 
reversed  epinephrine  effect;  endocrine  disturbances  (lacta- 
tion, galactorrhea,  disturbances  of  menstrual  cycle);  grand 
mal  convulsions;  cerebral  edema;  altered  cerebrospinal 
fluid  proteins;  polyphagia;  paradoxical  excitement;  photo- 
phobia; skin  pigmentation;  failure  of  ejaculation;  EKG 
abnormalities  (quinidine-like  effect);  reactivation  of  psy- 
chotic processes;  catatonic-like  states;  autonomic  reactions 
such  as  dryness  of  the  mouth,  headache,  nausea,  vomiting, 
constipation,  obstipation,  urinary  frequency,  blurred  vision, 
nasal  congestion,  and  a change  in  the  pulse  rate;  hypnotic 
effects;  pigmentary  retinopathy;  corneal  and  lenticular  pig- 
mentation; occasional  lassitude;  muscle  weakness;  mild 
insomnia;  significant  unexplained  rise  in  body  temperature 
may  suggest  intolerance  to  perphenazine,  in  which  case 
discontinue.  Antiemetic  effect  may  obscure  signs  of  toxicity 
due  to  overdosage  of  other  drugs  or  make  diagnosis  of  other 
disorders  such  as  brain  tumors  or  intestinal  obstruction 
difficult.  May  potentiate  central  nervous  system  depressants 
(opiates,  analgesics,  antihistamines,  barbiturates,  alcohol), 
atropine,  heat,  and  phosphorous  insecticides.  Amitriptyl- 
ine: Careful  observation  of  all  patients  recommended. 
Side  effects  include  drowsiness  (may  occur  within  the  first 
few  days  of  therapy);  dizziness;  nausea;  excitement;  hypo- 
tension; fainting;  fine  tremor;  jitteriness;  weakness;  head- 
ache; heartburn;  anorexia;  increased  perspiration;  inco- 
ordination; allergic-type  reactions  manifested  by  skin  rash, 
swelling  of  face  and  tongue,  itching;  numbness  and  tingling 
of  limbs,  including  peripheral  neuropathy;  activation  of 
latent  schizophrenia  (however,  the  perphenazine  content 
may  prevent  this  reaction  in  some  cases);  epileptiform 
seizures  in  chronic  schizophrenics;  temporary  confusion, 
disturbed  concentration,  or  transient  visual  hallucinations 
on  high  doses;  evidence  of  anticholinergic  activity,  such  as 
tachycardia,  dryness  of  mouth,  blurring  of  vision,  urinary 
retention,  constipation,  paralytic  ileus;  agranulocytosis; 
jaundice.  The  antidepressant  activity  may  be  evident  with- 
in 3 or  4 days  or  may  take  as  long  as  30  days  to  develop 
adequately,  and  lack  of  response  sometimes  occurs.  Re- 
sponse to  medication  will  vary  according  to  severity  as  well 
as  type  of  depression  present.  Elderly  patients  and  adoles- 
cents can  often  be  managed  on  lower  dosage  levels. 
Before  prescribing  or  administering,  read  product  cir* 
cular  with  package  or  available  on  request. 


vacation  in 

a vial: 

the  spasm 
reactors 
in  your  practice 
deserve 


each  tablet,  capsule  or  eachDonnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate 

0.1037  mg. 

0.1037  mg. 

0.3111  mg. 

atropine  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

hyoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

phenobarbital  (14  gr.)  16.2  mg. 

(Warning:  may  be  habit  forming) 

(Ms  gr.)  32.4  mg. 

(%  gr.)  48.6  mg. 

Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 
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A.  H.  ROBINS  COMPANY,  RICHMOND.  VIRGINIA  23220 


290  tangerines 
or  30  Allbee  with  <2. 

Your  patient  would  have  to  peel  and  eat  290  tangerines  a month, 
almost  10  every  day,  to  get  as  much  Vitamin  C as  is  contained  in  just 
one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily). 

In  addition,  each  capsule  provides  full  therapeutic  amounts  of  the 
B-complex  vitamins.  For  example,  as  much  niacin  as  2 pounds  of  sirloin 
steak.  This  handy  bottle  of  30  Allbee  with  C capsules  gives  your  patient 
a month’s  supply  at  a very  reasonable  cost.  Also  the  economy  size  of 
100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 


r?  j*.?  >?  m 


30  Capsules 

Allbee  withC 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (V it.  B,)  15  mg 

Riboflavin  (Vit.  B2)  10  mg 

Pyridoxine  hydro- 
chloride (V it.  B6)  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 

Ascorbic  acid  (Vit.  C)  300  mg 
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A.H.  Robins  Company,  Richmond, Va.  23220 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an 
extensive  and  well  organized  activities  program,  including  occupational  therapy,  art  therapy, 
music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  intregated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 
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Deans,  Then  and  Now 


DURING  the  past  50  years,  the  Univer- 
sity of  Louisville  School  of  Medicine  has 
had  a succession  of  exceptionally  fine 
physicians  in  the  position  of  Dean.  Henry  Enos 
Tuley,  M.D.,  a distinguished  obstetrician  and 
member  of  the  faculty,  assumed  this  post  in 
1914  and  continued  until  1923  when  illness 
caused  him  to  be  away  most  of  the  year.  Those 
of  us  who  were  in  school  during  his  adminis- 
tration remember  him  as  a remarkably  fine 
gentleman  whose  close  relations  with  students, 
and  sympathy  with  their  problems,  was  one 
of  his  chief  characteristics.  This  period,  carry- 
ing through  World  War  I and  into  the  be- 
ginning of  a new  era  in  medical  education, 
was  one  of  great  difficulty  for  any  dean.  It 
was  during  that  time  that  the  school  was 
threatened  with  loss  of  accreditation,  causing 
considerable  anxiety  among  the  students.  Doc- 
tor Tuley  is  remembered  as  the  principal  stab- 
ilizing factor  in  these  years  of  unrest  and  un- 
certainty. 

During  Doctor  Tuley’s  illness  Stuart  Graves, 
M.D.,  professor  of  pathology,  assumed  the 
position  of  acting  dean  and  served  as  dean  dur- 
ing the  years  1923  through  1928  when  he  as- 
sumed a similar  position  at  the  University 
of  Alabama.  Doctor  Graves  was  a man  of 
vision  and  unlimited  energy.  He  brought  to  the 
faculty  many  young  men  of  fine  training  and 
capabilities  who  have  meant  much  to  the 
school  and  to  the  private  practice  of  medicine 
in  this  area  until  the  present  date. 

In  1928  and  1929  the  office  was  vacant 
and  the  affairs  of  the  school  were  conducted 
by  an  executive  committee  selected  from  the 
faculty.  In  1929  John  Walker  Moore,  M.D., 
disengaged  himself  from  private  practice  in 
internal  medicine  to  assume  the  office  of 


dean  which  he  continued  until  illness  com- 
pelled his  retirement  in  1949.  This  long  period 
covered  perhaps  the  most  difficult  years  that 
the  school  has  experienced  during  the  last  half 
century:  the  prolonged  depression,  disrup- 
tions occasioned  by  World  War  II  and  the 
years  of  readjustment  immediately  after. 
Doctor  Moore  is  remembered  with  the  deepest 
appreciation  and  love  by  nearly  2,000  of  his 
former  students  who  are  scattered  over  the 
world,  and  whose  contributions  to  modern 
medicine  have  been  significant.  Every  former 
student  of  his  entertains  the  hope  and  belief 
that  he  has  just  a little  bit  of  John  Walker  in 
him  yet. 

The  committee  for  the  selection  of  his  suc- 
cessor used  remarkable  wisdom  in  choosing 
his  protege  and  associate  in  cardiac  research, 
J.  Murray  Kinsman,  M.D.,  an  internist  and 
cardiologist  of  distinction.  One  of  the  difficult 
adjustments  of  this  period  came  with  es- 
tablishment of  the  new  Medical  School  at  the 
University  of  Kentucky  in  Lexington.  Doctor 
Kinsman  is  very  largely  responsible  for  the 
fine  relationship  and  close  cooperation  between 
these  schools  during  the  period  of  its  organi- 
zation and  its  operation  for  the  past  10  years. 
Revision  of  the  curriculum  was  a very  signif- 
icant accomplishment  of  his  administration. 
Following  his  retirement  he  served  for  two  and 
one  half  years  as  vice  president  of  the  Uni- 
versity of  Louisville  relating  to  the  affairs  of 
the  Medical  Center.  In  1966  he  re-entered 
the  private  practice  of  internal  medicine-cardi- 
ology in  Louisville. 

Donn  Smith,  M.D.,  assumed  the  deanship  in 
1963  and  continued  until  the  end  of  the  school 
year  1969  when  his  retirement  from  that  posi- 
tion became  effective.  The  responsibilities  of 
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his  office  have  been  exceedingly  demanding 
and  he  has  discharged  them  with  great  cred- 
it to  the  University,  the  Medical  School 
and  to  himself.  He  carried  to  its  conclusion 
the  relocation  of  the  school  to  its  new  site 
and  the  building  of  a 28  million  dollar  plant  to 
house  the  Medical  and  Dental  Schools  and 
library.  This  expansion  has  been  the  most  am- 
bitious undertaking  for  the  school  during  the 
past  50  years. 

There  is  always  a certain  amount  of  unrest 
in  moving  from  one  school  to  another  by 
the  faculty  members,  and  periodically  every 
school  undergoes  some  sort  of  a minor  up- 
heaval. This  occurred  at  the  University  of 
Louisville  School  of  Medicine  during  the  past 
two  years;  it  brought  a period  of  pressure  and 
some  public  criticism  for  Dean  Smith.  It  is  to 
his  credit  to  know  that  replacements  on,  and 
strengthening  of  the  faculty  have  occurred 
without  interruption.  The  present  faculty  is 
perhaps  better  than  it  has  ever  been  in  the 
school’s  long  history. 

For  a man  whose  entire  experience  has 
been  in  the  preclinical  sciences,  teaching,  and 
research,  or  in  school  administration,  Doctor 
Smith  has  manifested  an  exceptionally  fine 
understanding  of  and  rapport  with  the  private 
practitioners  of  medicine  in  this  area.  He  early 
announced  his  credo  that  the  medical  educa- 
tion of  Kentucky  youth,  primarily,  and  close 
cooperation  with  the  physicians  of  Kentucky, 
would  be  his  prime  objectives.  This  he  has 


carried  through  with  remarkable  consistency. 

He  has  been  an  active  member  and  par- 
ticipant in  the  Jefferson  County  Medical  Soci- 
ety and  the  Kentucky  Medical  Association. 
He  has  accepted  appointment  on  committees 
in  both  of  these  organizations,  and  has  served 
with  regularity  and  effectiveness.  He  has 
been  a member  of  the  Selective  Service  Com- 
mittee and  has  never  hesitated  to  release  prom- 
ising young  members  of  his  faculty  when  they 
were  called  to  active  military  duty.  There  has 
never  been  a better  or  more  cooperative  rela- 
tionship between  the  school  and  the  private 
practitioners  of  medicine  in  this  area  than 
during  Doctor  Smith’s  administration.  This  is 
evidenced  by  the  Jefferson  County  Medical 
Society  devoting  its  program  of  June  1969  to 
an  appreciation  for  Doctor  Smith  and  his  work 
in  our  community. 

The  University  of  Louisville  School  of  Medi- 
cine stands  at  the  very  beginning  of  a new 
period  of  growth  and  wider  influence.  Its 
continued  vitality  and  service  during  the  past 
50  years  has  been  due  in  very  large  part  to 
the  very  distinguished  gentlemen  mentioned 
in  this  sketch.  We  of  Louisville  and  Kentucky 
who  have  long  been  interested  in  the  school 
regret  that  the  present  dean,  who  has  made 
such  a significant  contribution  during  the  past 
six  years,  has  not  seen  fit  to  remain  to  direct 
it  into  its  promising  future. 

Sam  A.  Overstreet.  M.D. 
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For  the 

"Cheater  Eater" 


Formulas:  Each  'Dexamyl'  Spansule  capsule  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextro- 
amphetamine sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  (Warning,  may  be  habit 
forming).  Each  'Dexamyl'  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine  (brand  of  dextro- 
amphetamine sulfate)  and  IV2  gr.  of  amobarbital 
(Warning,  may  be  habit  forming). 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Hyperexcitability,  undue  restless- 
ness, hyperthyroidism,  porphyria;  in  patients  on 
MAO  inhibitors. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or  barbiturates  and  in 
coronary  or  cardiovascular  disease  or  severe 
hypertension.  Excessive  use  of  the  amphetamines 
by  unstable  individuals  may  result  in  a psychological 
dependence.  Rarely,  symptoms  of  toxic  psychosis 
(hallucinations,  confusion,  panic  states,  etc.)  may 
occur  with  amphetamines,  usually  after  prolonged 
high  dosage.  In  these  instances,  withdraw  the 
medication.  Use  cautiously  in  pregnant  patients, 
especially  in  the  first  trimester. 

Adverse  Reactions:  Overstimulation,  restlessness, 
insomnia,  g.i.  disturbances,  diarrhea,  palpitation, 
tachycardia,  elevated  blood  pressure,  tremor, 
sweating,  impotence  and  headache. 

Supplied:  In  bottles  of  50. 


Dexamyl 

brand  of  dextroamphetamine  sulfate  and  amobarbital 

Spansule 

brand  of  sustained  release  capsules 


curbs  appetite 
encourages  normal  activity 
dispels  diet  discouragement 


SK 

&F 

Smith  Kline  & French  Laboratories 
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the  inside  stor . 
ofanewantaci 
formulation... 

with  consistent  buffering  you  can  measure 


W - ^ ^ > 
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consistently  scored  high  in  degree  and 
duration  of  intragastric  buffering 

Employing  aspiration  of  gastric  juice,  indwelling  electrode, 
and/or  Heidelberg  telemetering  capsule  techniques,*  studies 
involving  79  subjects  with  or  without  proven  peptic  ulcer  dis- 
ease compared  intragastric  buffering  capacity  of  Gelusil-M 
and  1 or  the  other  or  both  of  2 leading  ethical  antacids,  using 
comparable  doses.* 


Mean  duration  of  buffering  action  above  pH  3.5* 

Gelusil-M,  29.8  mean  minutes  (range:  18.0-51.8  minutes). 
Antacid  A,  24.6  mean  minutes  (range:  6.3-48.0  minutes). 
Antacid  B,  23.3  mean  minutes  (range:  5.9-50.0  minutes). 

Mean  duration  of  buffering  action  above  pH  5.0* 

Gelusil-M,  23.2  mean  minutes  (range:  14.3-43.9  minutes). 
Antacid  A,  10.1  mean  minutes  (range:  6.7-12.2  minutes). 
Antacid  B,  16.3  mean  minutes  (range:  8.0-24.2  minutes). 


All  three  antacids  raised  the  pH  above  3.5,  an  accepted  cri- 
terion for  antacids.  The  amount  of  time  above  this  pH  helps 
to  characterize  the  buffering  activity  of  an  antacid.  While  it 
is  not  implied  that  a direct  therapeutic  correlation  exists, 
these  techniques  do,  however,  objectively  demonstrate  the 
buffering  characteristics  of  this  new  antacid  in  terms  of  onset 
of  action,  peak  pH,  duration  of  buffering  action. 

Mean  peak  pH* 

Gelusil-M,  mean  peak  pH  6.6  (range:  5. 6-7. 8). 

Antacid  A,  mean  peak  pH  5.5  (range:  4.2-7. 5). 

Antacid  B,  mean  peak  pH  5.5  (range:  4. 4-6. 3). 


Onset  of  action* 

In  speed  of  intragastric  buffering  action,  Gelusil-M,  Antacid  A, 
and  Antacid  B were  consistently  rapid  and  not  measurably 
different. 

*References:  Antacid  studies,  data  on  file,  Warner-Chilcott  Laboratories  Division. 


introducing  new 

GELUSIC'M 


each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate,  250  mg.  aluminum  hydroxide 
(Warner-Chilcott),  200  mg.  magnesium  hydroxide 

U.S.  Patent  No.  3,326,755 


a consistent  buffering  anticostivet  antacid 

t Avoids  constipation.  , . . 

See  next  page  tor  prescribing  information  w 


especially  for  the  constipation-  the  universal  take-along  antacid  when  constipation  is  not  a problem 

prone  patient 


Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 


Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


Supplied:  Gelusil-M  (spearmint-fla- 
vored)—light  green  bottles  of  12  fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


Crackerbarrel  Session,  Luncheon 
Featured  At  Annual  Meeting 

A Crackerbarrel  Session  and  an  address  by  the 
editor  of  the  Indianapolis  News  at  the  President’s 
Luncheon  will  highlight  the  program  planned  for 
the  KMA  Annual  Meeting  September  23-25  in  Louis- 
ville. 

Twenty  timely  medical  topics  will  be  discussed  in 
a new  Crackerbarrel  Session  on  Wednesday  after- 
noon, September  24.  Guest  physicians  will  come  to 
the  state  from  all  parts  of  the  country  to  participate 
in  the  scientific  discussions  and  the  sixteen  specialty 
group  meetings. 

The  scientific  program  will  feature  such  themes  as 
“Cancer,”  “Drugs,”  “Atherosclerosis,”  “Transplants,” 
“Obesity,”  and  “School  Health.” 

M.  Stanton  Evans  of  the  Indianapolis  News  will 
talk  to  physicians  and  their  wives  at  the  President's 
Luncheon  September  24  in  the  Flag  Room  of  the 
Kentucky  Hotel.  His  talk  will  be  “The  Future  of  Free- 
dom.” KMA’s  three  top  awards  will  also  be  presented 
at  that  time. 

A wide  variety  of  technical  and  scientific  exhibits 
will  be  on  display  during  the  three-day  session  at 
Convention  Center  for  the  benefit  of  members  and 
guests. 

Other  features  of  the  Annual  Meeting  will  include 
two  sessions  of  the  KMA  House  of  Delegates,  an 
Orientation  program  for  new  KMA  members,  the 
Annual  Convention  of  the  Women’s  Auxiliary,  the 
annual  KEMPAC  seminar,  and  alumni  reunions  of 
the  University  of  Louisville  School  of  Medicine. 

KMA  President  Henry  B.  Asman,  M.D.,  urges  all 
Kentucky  physicians  to  take  advantage  of  this  oppor- 
tunity to  acquire  the  latest  information  on  the  rapid 
changes  in  medicine’s  progress  by  attending  the  1969 
Annual  Meeting. 

Reception  Planned  During  Mtg., 
Given  By  KMA  and  Auxiliary 

For  the  second  year,  the  Kentucky  Medical  Asso- 
ciation and  the  Woman’s  Auxiliary  to  KMA  are 
planning  a reception  during  the  Annual  Meeting.  You 
are  extended  a most  cordial  invitation  to  attend  the 
reception  from  5:30  to  7:15  p.m.,  Tuesday,  September 
23,  in  the  Mirror  Room  (just  off  the  lobby)  of  the 
Kentucky  Hotel. 

The  KMA  and  Auxiliary  hope  you  will  find  this 
to  be  an  opportune  time  since  there  are  other  meet- 
ings scheduled  later  in  the  evening. 

At  the  reception  you  will  have  the  opportunity  to 
greet  the  president-elect  of  KMA,  Walter  L.  Cawood, 


M.D.,  Ashland,  and  the  president-elect  of  the  Aux- 
iliary, Mrs.  Hoyt  D.  Gardner,  Louisville,  and  to  meet 
some  of  our  distinguished  guests  and  your  friends 
from  throughout  the  state. 


KPA  Names  Glasgow  Pharmacist 
President-Elect  at  July  Mtg. 

Joe  D.  Taylor,  R.  Ph.,  Glasgow,  was  chosen  as 
president-elect  of  the  Kentucky  Pharmaceutical  As- 
sociation at  its  92nd  annual 
convention  at  Stouffer’s  Louis- 
ville Inn.  Joseph  T.  Elmes,  R.Ph., 
Louisville,  was  installed  as  presi- 
dent. 

Other  KPA  officers  for  1969- 
70  include  David  D.  Dubrock, 
R.  Ph.,  Arlington,  second  vice- 
president;  Norman  C.  Horn, 
R.Ph.,  Hopkinsville,  third  vice- 
president;  Leo  J.  Wagner,  R.Ph., 
secretary;  and  Maxwell  H.  Schulten,  R.Ph.,  treasurer. 
Wagner  and  Schulten  are  both  from  Louisville. 

Taylor,  a 1957  graduate  of  the  University  of  Ken- 
tucky College  of  Pharmacy,  is  a past  president  and 
secretary  of  the  Fourth  District  Pharmaceutical  As- 
sociation. For  the  past  three  years  he  has  served  on 
the  Board  of  Directors  of  the  Kentucky  Pharmaceuti- 
cal Association. 


AMA  Delegates  At  Annual  Session 
Consider  196  Business  Items 

Delegates  to  the  118th  Annual  Convention  of  the 
American  Medical  Association  held  in  New  York 
July  13-17  set  an  all-time  record  in  acting  on  196 
items  of  business. 

Business  presented  to  the  House  included  59  re- 
ports from  the  Board  of  Trustees,  the  Executive 
Vice  President,  and  standing  and  special  committees. 
Of  the  other  137  resolutions,  four  were  memorials 
and  one  a commendation  of  President  Wilbur. 

Thirty  reports  were  adopted  by  the  House,  one 
adopted  and  referred,  five  amended  and  adopted,  17 
approved,  and  two  accepted  for  information.  Four 
required  no  House  action. 

Of  the  137  resolutions,  17  were  adopted,  28  were 
amended  and  adopted  or  a substitute  was  adopted,  30 
were  referred,  with  or  without  amendment,  44  were 
combined  with  one  or  more  other  resolutions  before 
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action  was  taken,  one  was  partially  adopted  and  par- 
tially referred,  15  were  rejected  and  two  were  with- 
drawn. 

In  addition  to  business  actions,  the  delegates  to  the 
House,  in  session  15  hours  and  40  minutes,  heard 
a speech  by  the  Vice  President  of  the  United  States, 
Spiro  T.  Agnew;  listend  to  an  informal  address  by  the 
newly  appointed  Secretary  of  Health,  Education  and 
Welfare  for  Health  and  Scientific  Affairs,  Roger  O. 
Egeberg;  heard  a final  report  of  President  Dwight  L. 
Wilbur;  presented  a special  award  to  the  medical  staff 
of  NASA’s  Manned  Spacecraft  Center  in  Houston; 
and  listened  to  reports  from  AMPAC,  AMA-ERF 
and  SAMA. 

Walter  C.  Bornemeier,  M.D.,  Illinois,  was  elected 
president-elect  of  the  AMA  by  acclamation.  He  will 
become  the  AMA’s  125th  president  at  the  Annual 
Convention  of  1970  in  Chicago. 

Others  elected  unanimously  by  the  House  were 
M.  Louise  Gloeckner,  M.D.,  Pennsylvania,  as  vice 
president  and  Russell  B.  Roth,  M.D.,  Pennsylvania, 
as  speaker  of  the  House. 


Sen.  Murphy,  Bayh  At  Seminar 

Senator  George  Murphy,  R-California,  and  Senator 
Birch  Bayh,  D-Indiana,  will  be  the  guest  speakers 
at  the  annual  KEMPAC  Seminar  on  September  22 
at  the  Grand  Ballroom,  Seelbach  Hotel. 

Events  of  the  Seminar  include  a social  hour  at 
6:00  p.m.,  dinner  at  7:00  p.m.,  the  program  at 
8:00  p.m.,  and  dancing  from  9:30  to  12:30  p.m. 


1897  Graduate  of  UL  Med  School 
Dr.  Bernard  Asman,  97,  Dies 

Bernard  Asman,  M.D.,  father  of  KMA  President 
Henry  B.  Asman,  M.D.,  died  Thursday  evening,  July 
24,  at  St.  Joseph  Infirmary  at  the  age  of  97. 

Doctor  Asman,  the  oldest  living  graduate  of  the 
University  of  Louisville  School  of  Medicine,  graduated 
in  1897  when  the  school  was  known  as  the  Kentucky 
School  of  Medicine. 

A retired  proctologist.  Doctor  Asman  taught  at  the 
UL  Medical  School  from  his  graduation  until  his  re- 
tirement in  1947.  He  was  accorded  the  rank  of  profes- 
sor emeritus  of  proctology  by  the  board  of  trustees 
of  the  University. 


1st  Multi-County  Society  Formed 

The  Kentucky  Medical  Association  Board  of  Trus- 
tees on  August  7 approved  the  formation  of  the 
Pennyrile  Medical  Society.  This  is  the  first  multi- 
county society  to  be  granted  approval  since  the  KMA 
Bylaws  were  changed  in  September  of  1968  authori- 
zing county  societies  to  join  together  into  a multi- 
society. 

The  new  Pennyrile  Society  will  bring  into  one  or- 
ganization the  physicians  of  Caldwell,  Christian, 
Muhlenberg,  Todd  and  Trigg  counties.  Other  counties 
wishing  to  take  similar  action  should  contact  the 
Kentucky  Medical  Association  Headquarters  Office 
for  any  particular  questions  they  might  have. 


AMA  Lists  73  Kentucky  Physicians  at  Annual  Convention  in  New  York 

Kentucky  was  represented  by  73  physicians  at  the  to  registration  records  received  from  the  AMA,  the 
1 18th  Annual  Convention  of  the  American  Medical  Kentucky  physicians  attending  are  as  follows: 

Association  July  13-17  in  New  York  City.  According 


LOUISVILLE 


Henry  B.  Asman,  M.D. 

J.  R.  Barnes,  M.D. 

John  T.  Bate,  M.D. 
Charles  G.  Bryant,  M.D. 
E.  Dean  Canan,  M.D. 
Norman  K.  Cohen,  M.D. 
David  M.  Cox,  M.D. 

M.  R.  Cronen,  M.D. 

Elbert  L.  Dennis,  M.D. 

Roy  K.  Diamond,  M.D. 
Herbert  Dickstein,  M.D. 
William  C.  Durham,  M.D. 
Mary  V.  Franz,  M.D. 

Hoyt  D.  Gardner,  M.D. 

J.  Thomas  Giannini,  M.D. 
R.  F.  Greathouse,  M.D. 

D.  P.  Hall,  M.D. 

Delbert  Hoffman,  M.D. 
Raymond  Jones,  M.D. 
Robert  C.  Long,  M.D. 
Dorothy  Y.  Ma,  M.D. 
James  F.  Molloy,  M.D. 
Richard  R.  Nave,  M.D. 
James  E.  Parker,  M.D. 
Irving  B.  Perlstein,  M.D. 


C.  Kenneth  Peters,  M.D. 
Aaron  Rabb,  M.D. 

William  T.  Rumage,  Jr.,  M.D. 
N.  A.  Saliba,  M.D. 

Carroll  L.  Witten,  M.D. 


LEXINGTON 


James  W.  Bard,  M.D. 

Abba  E.  Borowich,  M.D. 
Brian  P.  Geoghegan,  M.D. 
Ward  O.  Griffen,  Jr.,  M.D. 
F.  R.  Lemon,  M.D. 

William  G.  Malette,  M.D. 
Lloyd  D.  Mayer,  M.D. 
William  H.  McBeath,  M.D. 
Charles  S.  Mooney,  M.D. 
Franklin  B.  Moosnick,  M.D. 
Michael  D.  Paris,  M.D. 
Joseph  B.  Parker,  Jr.,  M.D. 
Nicholas  J.  Pisacano,  M.D. 
James  J.  Rams,  M.D. 

Johnny  Roy,  M.D. 

Benjamin  F.  Rush,  M.D. 
David  B.  Stevens,  M.D. 


Ben  E.  Watson,  M.D. 

William  R.  Willard,  M.D. 

OTHER  CITIES 

George  S.  Beard,  M.D.,  Hartford 
Richard  A.  Blair,  M.D.,  Paducah 
C.  M.  Blanton,  M.D.,  Paducah 
John  A.  Broyles,  III,  M.D.,  Fort  Knox 
Walter  L.  Cawood,  M.D.,  Ashland 
James  L.  Ferrell,  M.D.,  Paris 
M.  M.  Hall,  M.D.,  Camp  Posantic 
Daryl  P.  Harvey,  Glasgow 
E.  R.  House,  M.D.,  Henderson 
WilPam  R.  Jernigan,  M.D.,  Madisonville 
Wilfred  F.  Jones,  Jr.,  M.D.,  Harlan 
Allwyn  J.  Levine,  M.D.,  Ft.  Campbell 
Arthur  J.  Nash,  M.D.,  Jenkins 
Earl  P.  Oliver,  M.D.,  Scottsville 
Thomas  D.  Pruitt,  M.D.,  Harlan 
John  C.  Quertermous,  M.D.,  Murray 
Fred  C.  Rainey,  M.D.,  Elizabethtown 
George  C.  Reed,  M.D.,  Versailles 
Charles  C.  Rutledge  ,M.D.,  Hazard 
Charles  Shields,  M.D.,  Ft.  Knox 
David  Steinman,  M.D.,  Harlan 
Faull  S.  Trover,  M.D.,  Madisonville 
L.  H.  Wagers,  M.D.,  Hazard 
Ira  F.  Wheeler,  M.D.,  Oneida 
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Miscellaneous  Meetings  Planned 
During  KMA  Annual  Session 

Many  medical  groups  have  planned  meetings  dur- 
ing the  KMA  Annual  Meeting  September  23-25.  The 
time,  date  and  place  of  meetings  scheduled  at  press 
time  are  listed  below. 


Saturday,  September  20 

6:00  p.m.  Board  of  Directors,  Kentucky  Physicians 
Mutual,  Dinner,  Pendennis  Club 


Sunday,  September  21 

12:30  p.m.  KMA  Board  of  Trustees,  Luncheon 
meeting.  Parlor  A,  Kentucky  Hotel 
5:00  p.m.  Social  Hour,  University  of  Kentucky 
College  of  Medicine,  Parlors  B & C, 
Kentucky  Hotel 


Monday,  September  22 

8:00  a.m.  KMA  Awards  Committee,  Breakfast, 
Room  203,  Kentucky  Hotel 
8:30  a.m.  Orientation  Program,  New  KMA  Mem- 
bers, Mirror  Room,  Kentucky  Hotel 
9:00  a.m.  KMA  House  of  Delegates  Meeting, 
Terrace  Room,  Kentucky  Hotel 
12  00  noon  Kentucky  Psychiatric  Association  Meet- 
ing, Room  202,  Kentucky  Hotel 
12:30  p.m.  Reference  Committee  Chairmen,  Lunch- 
eon, Room  317,  Kentucky  Hotel 
2:00  p.m.  Six  Reference  Committee  meetings.  Par- 
lors A,B,C,  & D and  Rooms  203  and 
204,  Kentucky  Hotel 

6:00  p.m.  KEMPAC  Reception,  Seminar,  Banquet 
and  Dance,  Grand  Ballroom,  Seelbach 
Hotel 


Tuesday,  September  23 

7:30  a.m.  Panel  on  Cancer,  Breakfast  meeting. 
Room  205,  Kentucky  Hotel 
12:00  noon  Kentucky  Psychiatric  Association  Meet- 
ing, Room  202,  Kentucky  Hotel 
12:00  noon  Kentucky  Obstetrical  and  Gynecologic 
Society,  Social  Hour  and  Luncheon, 
Mont  Marte  Room,  Old  House 
12:00  noon  KMA  Board  of  Trustees,  Luncheon  meet- 
ing, Parlor  A,  Kentucky  Hotel 
4:00  p.m.  Maternal  Mortality  Committee  meeting 
in  Room  101,  Convention  Center,  upon 
adjournment  of  Kentucky  OB-GYN  Spe- 
cialty Group  meeting 

5:30-  KMA  — Woman’s  Auxiliary  Reception, 
7:15  p.m.  Mirror  Room,  Kentucky  Hotel 
5:30  p.m.  Kentucky  Psychiatric  Association,  Social 
Hour  and  Dinner,  Parlors  B & C,  Ken- 
tucky Hotel 

6:30  p.m.  Kentucky  Dermatologic  Society,  Social 
Hour  and  Dinner,  Pendennis  Club 
6:30  p.m.  Kentucky  Urological  Society,  Social  Hour 
and  Dinner,  Oak  Room,  Sheraton  Hotel 
6:30  p.m.  Kentucky  Chapter,  American  Academy 
of  Pediatrics,  Social  Hour  and  Dinner, 
Executive  Inn 


6:30  p.m.  Kentucky  Chapter,  American  College  of 
Chest  Physicians,  Social  Hour  and  Din- 
ner, The  Old  House 


Wednesday,  September  24 

9:00  a.m.  State  Board  of  Health  meeting,  Room 
317,  Kentucky  Hotel 

11:50  a.m.  President’s  Luncheon,  Flag  Room.  Ken- 
tucky Hotel 

5:00  p.m.  Board  of  Trustees  meeting.  Parlor  B, 
Kentucky  Hotel 

5:45  p.m.  Board  of  Trustees,  Dinner,  Parlor  A. 
Kentucky  Hotel 

6:00  p.m.  House  of  Delegates,  Subscription  Dinner, 
Terrace  Room,  Kentucky  Hotel 

7:00  p.m.  House  of  Delegates,  Terrace  Room, 
Kentucky  Hotel 


7:00  a.m. 
7:30  a.m. 

7:30  a.m. 

7:30  a.m. 
7:30  a.m. 
10:00  a.m. 
1 1 :00  a.m. 

12:00  noon 
12:00  a.m. 
12:15  p.m. 

12:30  p.m. 
12:30  p.m. 


Thursday,  September  25 

MEA  Liaison  Committee,  Breakfast. 
Room  203,  Kentucky  Hotel 

Kentucky  Society  for  the  Prevention  of 
Blindness,  Breakfast  meeting.  Parlor  B. 
Kentucky  Hotel 

Kentucky  Chapter,  American  Academy 
of  General  Practice,  Breakfast  meeting. 
Room  204,  Kentucky  Hotel 

Atherosclerosis  Panel,  Breakfast,  Room 
202,  Kentucky  Hotel 

School  Health  Panel,  Breakfast,  Room 
205,  Kentucky  Hotel 

Kentucky  Diabetes  Association  Meeting, 
Mirror  Room,  Kentucky  Hotel 

Kentucky  Chapter,  American  College  of 
Surgeons  meeting,  luncheon.  Parlor  B. 
Kentucky  Hotel 

KMA  Board  of  Trustees,  Luncheon. 
Parlor  A.  Kentucky  Hotel 

Kentucky  Society  of  Pathologists,  Lunch- 
eon, Parlor  C,  Kentucky  Hotel 

Kentucky  Industrial  Medical  Association. 
Luncheon  meeting.  Ship  Room,  Ken- 
tucky Hotel 

Kentucky  Diabetes  Association  Lunch- 
eon, Mirror  Room,  Kentucky  Hotel 

Kentucky  EEN&T  Society,  Luncheon, 
The  Old  House 


STAFF  PHYSICIAN 

Full  time  industrial  physician  for  Frigidaire 
Division  of  General  Motors  Corporation, 
Dayton,  Ohio.  Medical  staff  includes  three 
full  time  physicians  and  seventeen  nurses. 

Duties  will  include  pre-employment  physi- 
cal examinations,  treating  occupational  ill- 
nesses and  injuries  and  assisting  in  overseeing 
a preventive  health  program  for  18,000  em- 
ployes. 

Good  starting  salary,  bonus  plan  and  out- 
standing employe  benefits.  Relocation  ex- 
penses paid.  Contact  J.  L.  Colglazier,  M.D., 
Medical  Director,  Frigidaire  Division,  G.M.C., 
Dayton,  Ohio  45401 

AN  EQUAL  OPPORTUNITY  EMPLOYER 
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Latest  “Relative  Value  Studies” 
To  Be  Available  October  1 

The  Relative  Value  Studies  (RVS),  a complete  list- 
ing of  procedures  performed  by  physicians,  will  be 
published  this  month  by  the  California  Medical  As- 
sociation. Designed  to  assist  doctors,  health  insur- 
ance carriers,  consumers  and  business  to  identify  pro- 
cedures which  physicians  perform,  RVS  will  become 
effective  for  usage  in  California  April  1,  1970. 

More  than  20  medical  specialty  subcommittees  and 
a number  of  individual  consultants  and  representatives 
of  the  insurance  industry,  component  medical  socie- 
ties and  computerized  billing  services  were  consulted 
in  the  compilation  of  this  edition. 

Copies  of  the  revised  RVS,  at  $3.50  each  (includ 
ing  tax),  will  be  available  from  Six-Ninety -Three 
Sutter  Publications,  Inc.,  693  Sutter  Street,  San  Fran- 
cisco 94102.  Prepaid  orders  will  be  filled  beginning 
October  1. 


Dr.  Stevens  Gets  Fayette  Award 

The  Fayette  County  Medical  Society  presented 
David  B.  Stevens,  M.D.,  Lexington,  its  first  Out- 
standing Physician  Award  recently.  The  award, 
presented  by  Society  President  David  A.  Hull,  M.D., 
is  given  for  contributions  to  the  community  and  the 
Society. 

Doctor  Stevens  is  assistant  clinical  professor  of 
surgery  at  the  University  of  Kentucky  Medical 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu* 
lin  testing  with  the  white  LEDERTINE™  Applicator 
a routine  part  of  your  physical  examinations? 


TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 
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Center  and  serves  on  the  Medical  Advisory  Com- 
mittee of  the  Frontier  Nursing  Service  in  Hyden.  He 
also  works  with  the  Commission  for  Handicapped 
Children,  Shriner’s  Hospital,  Cardinal  Hill  Convales- 
cent Hospital  and  Opportunity  Workshop  in  Lexing- 
ton. 


KMA  Lawyer  Named  To  Board 

E.  Gaines  Davis,  Jr.,  attorney  for  KMA,  was 
installed  to  the  Board  of  Governors  at  the  annual 
convention  of  the  Kentucky  State  Bar  Association 
June  10-13. 


Spindletop  CWP  Conference  Set 

A conference  on  coal  workers’  pneumoconiosis 
(CWP)  will  be  sponsored  by  Spindletop  Research,  Inc. 
September  10-13  in  Lexington.  Specialists  will  confer 
in  a closed  session  the  first  three  days  to  discuss 
needed  research  in  CWP.  Attendance  will  be  open  on 
September  13  for  anyone  interested  in  discussing  the 
conference  results. 

Twenty-three  experts  in  pathology,  epidemiology, 
diagnosis/eval nation,  and  physiology  from  England, 
Canada,  Germany  and  the  U.S.  will  meet  in  an  at- 
tempt to  seek  an  agreement  as  to  the  key  medical 
problems  associated  with  CWP.  Under  the  direction 
of  Spindletop  consultants  R.W.B.  Penman,  M.D.,  Lex- 
ington, and  W.  H.  Anderson,  M.D.,  Louisville,  the 
conference  will  also  attempt  to  structure  an  integrated 
research  approach  to  CWP  medical  problems. 


Prevention  Services  Offered 

The  Kentucky  Society  for  the  Prevention  of  Blind- 
ness is  attempting  to  expand  its  community  services 
state-wide.  Two  of  the  most  adaptable  programs  the 
Society  provides  are  Glaucoma  Screenings  and  Pre- 
School  Vision  Screenings.  Organization  procedure, 
training  film  and  materials,  public  education  bor- 
chures,  and  training  for  volunteers  is  provided  by 
the  Society.  Further  information  may  be  obtained 
through  the  Society  office,  1102  Heyburn  Building, 
Louisville,  Kentucky  40202. 


The  Clinical  Associate 

(continued  from  page  680) 
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One  of  these  disposables  comes  prefilled. 

Its  unit  dose  - in  nonreactive  glass 
cartridge  - is  premeasured. 

The  cartridge  is  clearly  labeled: 
drug  name,  strength,  control  number. 

Even  expiration  date  where  appropriate. 

You’re  more  confident  that  the  patient  gets. . . 


. . . just  what  the  doctor  ordered 
with  the  Tubex  Closed  Injection  System. 


Injections  with  the  Tubex  system  are  as 
easy  as  1,  2,  3, 

1.  Select— from  an  extensive  variety  of  prefilled  Tubex 
sterile  cartridge-needle  units.*  No  multi-dose  vials  to 
bother  with;  no  unlabeled  syringes  to  cause  confusion. 

2.  Inject— with  a minimum  of  pain.  Thanks  to  the 
single-use,  stainless-steel  needle  that’s  both  ultra- 
sharpened  and  siliconized.  Aspirate  simply  and 
conveniently. 

3.  Throw  away— empty  cartridge-needle  unit.  Never 
used  again,  it  can’t  transmit  infection.  And  there’s 
no  clean-up  job. 

*For  injectables  not  yet  in  the  ever-expanding  prefilled  Tubex 
line,  empty  sterile  cartridge-needle  units  are  available. 


TUBEX® 

Closed  Injection  System 
Hypodermic  Syringe 
Sterile  Cartridge-Needle  Unit 


Wyeth  Laboratories  Philadelphia,  Pa. 


3n  Jfflemortant 


HENRY  T.  ALEXANDER,  M.D. 

Frankfort 

1889-1969 

Henry  T.  Alexander,  M.D.,  79,  a retired  physician 
died  July  15.  A 1911  graduate  of  Eclectic  Medical 
College  in  Cincinnati,  Doctor  Alexander  had  prac- 
ticed in  Crestwood  from  1936  to  1967  when  he  re- 
tired and  moved  to  Frankfort. 


ly  unskilled  paramedical  personnel  when  prop- 
erly instructed  perform  adequately  in  collect- 
ing clean  specimens  and  innoculating  cultures. 
All  urines  with  greater  than  100,000  bacteria/ 
ml  and  80  per  cent  with  10,000-100,000  bac- 
teria/ml may  be  detected  by  this  method.  The 
Griess  test  was  falsely  negative  three-fifths 
times  and  was  not  a valuable  aid.  Micro- 
scopic examination  of  the  urine  sediment  was 
frequently  inaccurate  and  is  not  practical  in 
detection  programs  employing  lay  personnel. 


BERNARD  ASMAN,  M.D. 

Louisville 

1872-1969 

Bernard  Asman,  M.D.,  97,  a retired  Louisville 
proctologist,  died  July  24  at  St.  Joseph  Infirmary.  A 
1897  graduate  of  the  University  of  Louisville  School 
of  Medicine,  Doctor  Asman  joined  the  school’s  staff 
and  remained  there  until  he  retired  in  1947.  At  re- 
tirement he  was  clinical  professor  and  head  of  the 
department  of  proctology.  He  was  awarded  the  rank  of 
professor  emeritus  of  proctology. 

WILLIAM  C.  WOLFE,  M.D. 

Louisville 

1909-1969 

William  C.  Wolfe,  M.D.,  60.  an  ear,  nose  and 
throat  specialist,  died  August  3 at  his  home.  A 1936 
graduate  of  the  University  of  Louisville  School  of 
Medicine,  he  was  a former  head  of  the  department 
of  otolaryngology  at  that  school.  Doctor  Wolfe  was  a 
member  of  the  Medico  Chirurgical  Society,  Ameri- 
can Trilogical  Society,  Society  for  Plastic  and  Re- 
constructive Surgery  and  the  American  College  of 
Surgeons. 

OWEN  M.  WHEELER,  M.D. 

Louisville 

1898-1969 

Owen  M.  Wheeler,  M.D.,  71,  a Louisville  physician, 
died  August  14.  Doctor  Wheeler  graduated  from  the 
University  of  Louisville  School  of  Medicine  in  1923 
and  began  practice  at  that  time.  During  World  War 
II  he  served  in  Army  hospitals  in  Texas  and  Okla- 
homa. 

Urinary  Tract  Infection 

(continued  from  page  664) 
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Summary 

Chronic  renal  failure  secondary  to  pyelone- 
phritis in  girls  may  be  a preventable  disease. 
Since  the  disease  may  be  asymptomatic  until 
the  process  is  irreversible,  detection  of  asymp- 
tomatic urinary  tract  infection  provides  a means 
of  early  recognition.  Screening  for  asympto- 
matic bacteriuria  in  the  physician’s  office 
or  in  large  detection  programs  may  be  done 
economically  and  reliably  by  lay  personnel 
using  the  miniplate  culture  method.  Relative- 


HISTO  IS  CONFUSING. 


Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE™  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  T6NE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 


lederle  laboratories 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Symbols  in  a life  of 
psychic  tension 


class  of  ’66 


Ph.D. 

thesis ...  in  progress 


G.l. 

series  and  complete 
examination  normal 

(persistent  indigestion) 
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Rx 

Valium®  (diazepam)  t.i.d.  and  h.s. 

M.  A.  (class  of  ’66) . . . Ph.D.  (thesis,  in  progress) . . . letters 
that  represent  a young  lifetime  of  work ...  a formal  education 
nearing  completion.  But  there  are  still  long,  arduous 
examinations  to  pass,  a doctoral  thesis  to  finish ...  a period  in 
which  stress  is  often  converted  into  the  gastrointestinal 
symptoms  of  psychic  tension.  For  this  kind  of  patient— with 
no  demonstrable  pathology— consider  the  usefulness  of 
Valium  (diazepam). 

Valium  can  help  relieve  psychic  tension  and  resultant 
somatic  symptoms,  within  the  first  day  for  some  patients. 
Valium  is  also  useful  in  psychic  tension  with  associated 
depressive  symptoms.  And  Valium  can  help  relieve  psychic 
tension-induced  insomnia  with  an  h.s.  dose  added  to  the  t.i.d. 
schedule. 

Valium  is  generally  well  tolerated.  In  proper  maintenance 
dosage  it  seldom  dulls  the  senses  or  interferes  with 
functioning.  Side  effects  most  commonly  reported  have  been 
drowsiness,  fatigue  and  ataxia. 


Before  prescribing,  please  consult  complete  product  information,  a sum- 
mary of  which  follows: 

Indications : Tension  and  anxiety  states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity  caused  by  upper  motor  neuron 
disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders  (not  for 
sole  therapy). 

Contraindicated: Known  hypersensitivity  to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glaucoma. 

Warnings :Not  of  value  in  psychotic  patients.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  frequency  and/or  se- 
verity of  grand  mal  seizures  may  require  increased  dosage  of  standard 
anticonvulsant  medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance. 
Keep  addiction-prone  individuals  under  careful  surveillance  because  of 
their  predisposition  to  habituation  and  dependence.  In  pregnancy,  lacta- 
tion or  women  of  childbearing  age,  weigh  potential  benefit  against  possible 
hazard. 

Precautions : If  combined  with  other  psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents  employed.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal  or  he- 
patic function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased  mus- 
cle spasticity,  insomnia,  rage,  sleep  disturbances,  stimulation,  have  been 
reported;  should  these  occur,  discontinue  drug.  Isolated  reports  of  neutro- 
penia, jaundice;  periodic  blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 

Valium9  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

to  help  relieve  psychic  tension 
and  its  somatic  symptoms 
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OPTICAL  ILLUSION? 

All  the  long,  diagonal 
lines  are  parallel,  but  the 
cross  lines  distract  the 
eye  and  make  them  ap- 
pear at  angles.  Don’t  suf- 
fer from  the  illusion  that 
all  glasses  are  properly 
crafted.  Rely  on  SOUTH- 
ERN OPTICAL  accuracy. 


Charge  accounts 
invited 


& Am, 
Optical 


SOUTHERN  OPTICAL  BLOG  640  S 4th' 
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MEDICAL  ARTS  BLOG  , Eastern  Parkway 
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from  the  discord  of  anxiety... 


with  the  aid  of  antianxiety 

Librium® 

(chlordiazepoxide 

HCl) 

5-mg,  10-mg 
and  25-mg  capsules 

In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees 
of  excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  dis- 
ease. In  properly  individualized 
maintenance  dosage.  Librium 
(chlordiazepoxide  HCl)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunc- 
tive therapy  in  psychophysiologic 
disorders— yet  seldom  impairs 
mental  acuity  or  ability  to  func- 
tion. Librium  has  demonstrated  a 
wide  margin  of  safety  in  short- 
and  long-term  therapy. 

Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


to  emotional  harmony 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude  ataxia 
or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present  and  protective  measures  I 
necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower  : 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making  ; 
periodic  blood  counts  and  liver  function  tests  advisable  during  protracted 
therapy. 
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TEPANIL — the  right  start  in  support  of  the 
weight-control  program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it.  Weight 
loss  is  significant — gradual — yet  there  is  a 
relatively  low  incidence  of  CNS  stimula- 
tion. Because  TEPANIL  works  on  the 
appetite,  not  on  the  "nerves." 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients 
hypersensitive  to  this  drug;  in  emotionally  unstable  patients 
susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines, 
use  with  great  caution  in  patients  with  severe  hypertension  or 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther- 
apy, unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  as 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  been 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  described 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro- 
chloride; this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,  and  erythema. 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom- 
fort have  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression, 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain, 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowed 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger. 
Use  in  children  under  12  years  of  age  is  not  recommended. 


Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


U.S.  PATENT  NO.  3,001,910 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 


HYNSON, 
WESTCOTT  & 
DUNNING,  INC 


Complete  literature  available  on 
request. 


Baltimore,  Maryland  21201 


BROMSULPHALEIN®  IN  A STERILE,  DISPOSABLE,  ECONOMICAL  UNIT 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 
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is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN  300 


Demrlhjlrhlorlelracycline  HC1  300  mg 
and  Nystatin  500,000  units 
CAPSULE-SHAPED  TABLETS  Lederle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy— the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

t For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
ovtergrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort-  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con-  J 
stant  observation  is  essential.  If  new  infections  appear,  appropriate  1 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN.  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug  J 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy,  I 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any  | 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far  ! 
in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided.  jfaHI 
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MESSAGE 
FROM  THE 
PRESIDENT 


Thanks 


I AM  grateful  to  the  Kentucky  physicians  for  bestowing  the  presidency  upon 
me  for  1969-70.  The  physicians  are  challenged  as  never  before  in  history. 
It  is  pleasing  to  accept  this  challenge  in  our  fast-changing  world.  During  this 
year.  I shall  call  upon  many  of  you.  Others  will  be  asked  to  contribute  through 
committees  and  committee  chairmen  to  perform  for  our  patients  and  medicine. 
My  plea  is  that  you  do  your  jobs  well.  KMA’s  success  this  year  will  depend  upon 
you. 

Many  areas  require  work  and  performance.  One  of  the  most  important  is 
citizenship  because  the  central  government  grows  ever  stronger  and  promulgates 
more  regulations  and  rules.  Consequently,  all  citizens  and  especially  physicians, 
must  participate  in  government.  “Government  is  enduring,  if  not  enchanting.” 
The  vast  amount  of  knowledge  today  is  ever  increasing.  It  is  easy  for  physicians 
to  be  caught  in  the  trap  of  too  much  to  do  and  learn  in  too  little  time.  All  physicians 
must  find  a way  to  continue  their  education.  Dwight  Wilbur,  M.D.,  past  AMA 
president  said,  “Each  physician  must  be  willing  not  only  to  learn  but  to  unlearn. 
If  he  is  not,  he  does  not  deserve  to  be  a physician.” 

When  selected  as  president-elect  of  KMA,  I said  that  1 do  not  feel  that  physicians 
or  any  group  of  citizens  can  remain  in  a vacuum  in  this  world  today.  Doubters  be- 
come believers  when  it  is  learned  that  56  billion  dollars  was  spent  on  health  care 
and  all  its  facets  in  1968.  The  doctor,  the  lawyer,  the  candlestick  maker  and  all 
citizens  are  interested  in  56  billion  dollars.  Physicians  must  enter  into  discussion 
with  insurance  carriers,  labor,  government  and  the  public.  Physicians  who  do  not 
participate  and  are  indifferent  could  be  responsible  for  the  shackling  of  our  pro- 
fession. 

Later  this  year,  I shall  stress  concern  about,  not  only  patient  care,  but  continuing 
medical  education,  citizenship,  manpower,  planning  and  financing  medical  care. 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike. 
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NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg., 
phenacetin,  160  mg.,  caffeine,  30  mg.) 

non-narcotic  analgesic 


i 

i 

i 


1 


|r  musculo-skeletal  pain, 


I / Norgesic  f i rst. . . 

Df  10  patients  probably  won’t 
3ed  anything  stronger 

jrgesic  offers  predictable  relief  in  approxi- 
ately  80%  of  patients  with  painful  musculo- 
eletal  disorders.  It  provides  both  effective 
talgesia  and  relief  of  associated  muscle 
iasm.  Norgesic  works  quickly,  usually  pro- 
jcing  a high  level  of  analgesia  within  two 
)urs,  and  relief  is  sustained  for  four  hours  or 
nger. 

For  the  relief  of  acute  mild  to  moderate  pain 
;sociated  with  musculo-skeletal  disorders, 
y Norgesic  first. ..eight  of  ten  patients  proba- 
y won’t  need  anything  stronger. 

Indications:  Symptomatic  relief  of  acute  mild  to  moderate 
lin  of  musculo-skeletal  origin. 

Contraindications:  Due  to  the  mild  anticholinergic  effect 
orphenadrine,  Norgesic  should  not  be  used  in  patients  with 
aucoma,  pyloric  or  duodenal  obstruction,  stenosing  peptic 
cers,  prostatic  hypertrophy,  obstructions  at  the  bladder  neck, 
halasia  (megaesophagus),  myasthenia  gravis  or  in  patients 
lown  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine.  Do 
>t  use  propoxyphene  (Darvon®)  concurrently. 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  ot 
is  preparation  in  pregnancy,  during  lactation,  or  in  the  child- 
;aring  age  has  not  been  established,  use  of  the  drug  in  such 
atients  requires  that  the  potential  benefits  of  the  drug  be 
eighed  against  its  possible  hazard  to  the  mother  and  child. 
USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug 
children  has  not  been  established;  therefore,  the  physician 
lust  weigh  the  benefits  against  the  potential  hazards. 

Precautions:  Recent  studies  have  indicated  that  prolonged 
Kcessive  use  of  phenacetin  may  result  in  nephrotoxicity, 
aution  should  therefore  be  exercised  when  administering 
orgesic  to  patients  with  renal  insufficiency.  It  should  also  be 
sed  with  caution  in  patients  with  tachycardia. 

Adverse  reactions:  Side  effects  of  Norgesic  are  those  usu- 
lly  associated  with  APC  or  mild  anticholinergic  agents.  These 
tay  include  tachycardia,  palpitation,  urinary  hesitancy  or  re- 
jntion,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  in- 
reased  intraocular  tension,  weakness,  nausea,  vomiting, 
eadache,  dizziness,  constipation,  drowsiness,  and  rarely, 
rticaria  and  other  dermatoses.  Infrequently,  mental  confusion 
i the  elderly,  mild  central  excitation  and  occasional  halluci- 
ations.  These  mild  side  effects  are  usually  eliminated  by  re- 
action in  dosage.  One  case  of  aplastic  anemia,  with  no 
stablished  causal  relationship,  has  been  reported. 

Dosage  and  administration:  Adults  — 1 to  2 tablets  3 to  4 
imes  daily. 

or  more  detailed  prescribing  information, 
ee  Package  Circular  or  PDR. 


NORGESIC* 

orphenadrine  citrate,  25  mg.,  aspirin,  225  mg., 
ihenacetin.  160  mg.,  caffeine.  30  mg.) 

ion-narcotic  analgesic 

liker  Laboratories,  Northridge,  California  91324 

Oiv.  Dart  Industries  Inc. 

Sponsors  of  Riker  Service— 

he  complimentary  classified  service  for  physicians. 


LEASING 

TAILORED  FOR 

Doctors! 

The  quickest,  easiest, 
most  economical  way  to 
acquire  a car. 

Conserve  your  precious  time 
and  keep  your  cash! 

Let  us  do  your 
Car  shopping  for  you! 

(Any  make  or  model) 


WE  ALSO  LEASE 
Medical  & Surgical  Equipment 
and  Office  Furnishings 


Why  Make  a Capital  Investment? 

General 

LEASING 

CORPORATION 

A DIVISION  OF  KOSTERSWOPE,  INC. 

3712  FRANKFORT  AVENUE 
Louisville — St.  Matthews 

897-1641  895-2451 

V. J 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 


OCTOBER 

17-19  Kentucky  Academy  of  General  Practice  semi- 
nar, Park  Mammoth  Resort,  Park  City. 

26-30  Medical  Library  Association,  Brown  Hotel, 
Louisville 

29-Nov.  1 Training  course  on  emergency  care  and 
transportation  of  sick  and  injured  persons, 
sponsored  by  American  Academy  of  Ortho- 
pedic Surgeons,  University  of  Kentucky  Medi- 
cal Center,  Lexington 

31-Nov.  1 Surgical  Care  in  Trauma,  University  of 
Kentucky  Medical  Center,  Lexington 


12-15  Third  Annual  Postgraduate  Conference  on 
“Today’s  Hospital  Problems:  An  Interdis- 
ciplinary Approach”,  Tides  Hotel  and  Bath 
Club,  Redington  Beach,  Florida. 

12-13  Postgraduate  course,  “Diseases  of  the  Small 
Intestine  and  Colon”,  Cleveland  Clinic  Educa- 
tional Foundation,  Cleveland. 

DECEMBER 

6-11  Annual  Meeting,  American  Academy  of 
Dermatology,  Bal  Harbour,  Florida 


NOVEMBER 


6 L.  E.  Smith  Lecture,  University  of  Kentucky 
Medical  Center,  Lexington 

6- 7  Third  Annual  Newborn  Symposium,  De- 

partment of  Pediatrics,  University  of  Louis- 
ville School  of  Medicine,  Louisville 

7- 8  Kentucky  Thoracic  Society,  Fall  Scientific 

Session,  Boone  Tavern,  Berea 


IN  SURROUNDING  STATES 

OCTOBER 

18-23  American  Academy  of  Pediatrics,  38th  An- 
nual Meeting,  Palmer  House,  Chicago,  111. 

23-25  Conference  on  Surgery,  University  of  Iowa, 
Iowa  City,  Iowa 

23-25  Southeastern  Chapter  of  the  Society  of  Nu- 
clear Medicine,  10th  Annual  Scientific  Meet- 
ing, Sheraton  Nashville  Hotel,  Nashville, 
Tenn. 

31-Nov.  3 Annual  Meeting,  Association  of  Ameri- 
can Medical  Colleges,  Cincinnati  Convention 
Center,  Cincinnati,  Ohio 


NOVEMBER 


10-13  Southern  Medical  Association,  63rd  Annual 
Meeting,  Atlanta,  Ga. 


TB 

is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tuberciF 
lin  testing  with  the  white  LEDERTINE™  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N Y. 

472-9 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamrri 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 

Specific  therapy  for  night  leg  cramps 


AVC 


/~ncA  XA  (onninacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Ql  I DDf'^CITOD  ICC  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
OUr  r UOI  I vJKIlO  1 .05  Gm.,  allantoin  0.014  Gm.) 


Trichomonads...  Monilia...  Bacteria 


You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 


Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives, 1-4  broad-spectrum  antibiotics5’9  and  prolonged  use  of  corticosteroids.7 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9  " 

Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/cervicitis  and  vaginal  surgery. 


Easy  as  AVC 

Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:7 31,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S. : Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L. : Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 

proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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IN  THE  BOOKS 


MEDICAL  INTERVIEWING:  A PROGRAMMED  MANUAL:  by 
Robert  E.  Froelich,  M.D.  and  F.  Marion  Bishop,  Ph.D., 
M.S.P.H.;  Published  by  C.  V.  Mosby  Company,  St.  Louis, 
1969;  116  Pages;  Price  $4.75. 

In  this  valuable  book  the  authors  employ  the  con- 
cepts of  programmed  learning  to  demonstrate  the  gen- 
eral principles  of  medical  interviewing  in  realistic  and 
readable  scenarios.  In  addition  they  focus  upon  such 
specific  clinical  problems  as  evaluating  sensorium,  as- 
sessing suicidal  potential,  obtaining  sexual  information, 
closing  the  interview  and  handling  gift  offers  from  pa- 
tients. 

The  authors  present  with  insight  and  humor  a 
wealth  of  vivid  examples,  in  refreshing  contrast  to  the 
arid  generalizations  too  often  found  in  discussions  of 
interviewing.  The  programmed  format  particularly 
lends  itself  to  an  examination  of  the  incorrect  maneu- 
ver and  its  consequences — one  is  permitted  to  learn 
from  an  error  without  having  actually  committed  it. 

Above  all,  the  authors  keep  consistently  before  the 
reader  an  awareness  that  the  physician-patient  rela- 
tionship is  an  interpersonal  transaction  and  that 
skilled  interviewing  is  a uniquely  human  medical 
function  which  could  never  be  supplied  by  the  most 
advanced  computers. 

The  text  is  perhaps  too  rigidly  schematized  in  defi- 
nitions of  interview  stratagems,  and  some  of  the 
authors’  distinctions  between  programmed  alternatives 
seem  excessively  subtle.  But  these  shortcomings  are 
trivial  in  comparison  with  the  merits  of  the  book. 

In  its  clarity,  thoroughness,  detail  and  compassion 
this  book  should  prove  particularly  valuable  as  a basic 
text  for  the  medical  student  and  the  beginning  prac- 
titioner of  medicine.  Indeed,  as  a needed  counter- 
balance to  the  dehumanizing  pressures  of  a techno- 
logical society,  it  contains  a lesson  for  us  all. 

Gerald  L.  Moore,  M.D. 


1969  CURRENT  THERAPY:  by  Howard  F.  Conn,  M.D.; 
Published  by  The  W.  B.  Saunders  Company,  Philadelphia, 
1969;  945  Pages;  Price  $15.00. 

The  treatment  of  a patient  is  always  a complex 
problem  involving  not  only  knowledge  of  anatomy, 
biochemistry  and  physiology,  but  also  the  knowledge 
of  the  disturbances  that  might  have  occurred  in  these 
areas  as  a result  of  the  patient’s  illness.  This  knowl- 
edge obviously  would  not  be  satisfactory  unless  there 
is  thorough  knowledge  of  different  drugs  and  manipu- 
lations that  might  be  employed  to  modify  the  dis- 
turbances that  have  occurred.  However,  drugs,  in 


altering  the  etiological  agent,  often  disturb  the  patient 
and  these  disturbances  must  be  anticipated  and  pre- 
vented if  therapy  is  to  be  successful. 

Moreover,  every  physician  realizes  that  an  illness  is 
not  isolated  to  an  organ  or  even  a system,  but  an 
illness  results  in  changes  in  the  total  patient:  physical, 
chemical,  as  well  as  psychological;  and  the  patient’s 
illness  has  an  impact  on  the  immediate  surrounding 
society  consisting  of  his  family,  friends,  his  employees 
and/or  employer. 

Consequently,  treatment  of  a patient  involves  and 
affects  not  only  the  patient  himself  but  all  these  other 
areas;  and  they  all  must  be  under  the  surveillance 
of  the  physician  during  treatment,  if  treatment  is  to  be 
effective  and  complete.  Since  each  patient  and  his 
illness  is  uniquely  different,  so  each  therapeutic  regi- 
men must  be  individually  tailored. 

It  is  because  a patient  with  an  illness  is  not  a 
simple  mathematical  problem  or  a simple  biological 
system  that  no  book  on  treatment  could  ever  truly 
serve  to  meet  a physician’s  needs,  and  all  books  which 
aim  at  providing  or  describing  effective  programs  of 
treatment  are  inadequate.  It  is  the  inherent  difficulty 
of  the  subject  which  precludes  any  book  from  being 
written  which  even  approximates  the  complicated  re- 
quirements of  the  physician  caring  for  a patient. 

The  1969  Current  Therapy  is  the  most  recent  of 
a long  series  of  publications  which  has  been  accepted 
as  a standard  for  comparison  for  this  type  of  book. 
This  book  is  well  organized  into  sections  according  to 
the  principal  systems  affected  by  the  different  diseases. 
The  sections  are  written  by  men  knowledgeable  in 
the  field,  and  the  programs  of  treatment  proposed  are 
usually  standard,  and,  therefore,  untailored  to  the 
requirements  of  any  single  individual.  One  can  legiti- 
mately question  the  scientific  validity  of  certain  thera- 
peutic programs  proposed,  but  this  is  to  be  expected 
in  any  book  of  this  type.  Despite  these  serious  limi- 
tations, 1969  Current  Therapy  might  usefully  serve 
the  physician  as  a book  of  first  recourse  in  preparation 
for  a more  in-depth  survey  of  an  illness. 

In  this  regard,  the  value  of  the  book  could  have 
been  significantly  enhanced  by  the  inclusion  of  a brief 
the  principal  systems  affected  by  the  different  diseases, 
in  order  to  provide  the  reader  with  an  opportunity 
to  pursue  the  subject  with  greater  ease  at  the  first  op- 
portunity. Its  great  advantage,  however,  lies  in  the 
ready  availability  of  a book  clearly  restricted  to  the 
subject  of  treatment  to  which  the  physician  can  quickly 
refer  and  thus  serve  to  identify  major  highlights  in 
the  care  of  the  patient.  To  use  this  book  in  any 
other  way,  I think,  would  be  too  superficial,  and  for 
this  reason  even  dangerous. 

Angelo  A.  Ciliberti,  M.D. 
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THE  BREAKUP  of  a business  partnership,  the  crack-up  of 
a marriage,  the  shake-up  of  being  fired  or  reduced  to 
bankruptcy. . . after  any  significant  loss  or  severe  blow  to  self 
esteem,  both  anxiety  and  depression  almost  always  follow. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 


Containing  perphenazine  and  amitriptyline  HCI 


For  prescribing  information,  including  indica- 
tions, contraindications,  warnings,  precautions, 
and  side  effects,  please  see  following  page. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 


Containing  perphenazine  and  amitriptyline  HCI 

TRIAVIL®2-25:  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®2-10:  Each  tablet  contains  2 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-10:  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with 
depression  in  whom  anxiety  and/or  agitation  are  severe; 
patients  with  depression  and  anxiety  in  association  with 
chronic  physical  disease;  schizophrenics  with  associated 
depressive  symptoms. 

CONTRAINDICATIONS:  Central  nervous  system 
depression  from  drugs  (barbiturates,  alcohol,  narcotics, 
analgesics,  antihistamines);  bone  marrow  depression; 
urinary  retention;  pregnancy;  glaucoma.  Do  not  give  in 
combination  with  MAOI  drugs  because  of  possible 
potentiation  that  may  even  cause  death.  Allow  at  least  2 
weeks  between  therapies.  In  such  patients  therapy  with 
TRIAVIL  should  be  initiated  cautiously,  with  gradual 
increase  in  the  dosage  required  to  obtain  a satisfactory 
response. 

WARNINGS:  Patients  should  be  warned  against  driving  a 
car  or  operating  machinery  or  apparatus  requiring  alert 
attention,  and  that  response  to  alcohol  may  be  potentiated. 
PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission 
occurs.  Supervise  patients  closely  in  case  they  may 
require  hospitalization  or  concomitant  electroshock 
therapy.  Untoward  reactions  have  been  reported  after  the 
combined  use  of  antidepressant  agents  having  various 
modes  of  activity.  Accordingly,  consider  possibility  of 
potentiation  in  combined  use  of  antidepressants.  Not 
recommended  for  use  in  children.  Mania  or  hypomania 
may  be  precipitated  in  manic-depressives  (perphenazine 
in  TRIAVIL  seems  to  reduce  likelihood  of  this  effect) . If 
hypotension  develops,  epinephrine  should  not  be 
employed.as  its  action  is  blocked  and  partially  reversed  by 
perphenazine.  Caution  patients  abouterrors  of  judgment 
due  to  change  in  mood. 

SIDE  EFFECTS:  Similar  to  those  reported  with  either 
constituent  alone. 

Perphenazine:  Should  not  be  used  indiscriminately.  Use 
caution  in  patients  with  history  of  convulsive  disorders  or 


severe  reactions  to  other  phenothiazines.  Likelihood  of 
untoward  actions  greater  with  high  doses.  Closely 
supervise  with  any  dosage.  Side  effects  may  be  any  of 
those  reported  with  phenothiazine  drugs:  blood  dyscrasias 
(pancytopenia,  thrombocytopenic  purpura,  leukopenia, 
agranulocytosis,  eosinophilia);  liver  damage  (jaundice, 
biliary  stasis);  extrapyramidal  symptoms  (opisthotonos, 
oculogyric  crisis,  hyperreflexia,  dystonia,  akathisia, 
dyskinesia,  parkinsonism)  usually  controlled  by  the 
concomitant  use  of  effective  antiparkinsonian  drugs 
and/or  by  reduction  in  dosage,  but  sometimes  persist 
after  discontinuation  of  the  phenothiazine;  severe  acute 
hypotension  (of  particular  concern  in  patients  with  mitral 
insufficiency  or  pheochromocytoma);  skin  disorders 
(photosensitivity,  itching,  erythema,  urticaria,  eczema,  up 
to  exfoliative  dermatitis);  other  allergic  reactions  (asthma, 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid 
reactions);  peripheral  edema;  reversed  epinephrine 
effect;  endocrine  disturbances  (lactation,  galactorrhea, 
disturbances  of  menstrual  cycle);  grand  mal  convulsions; 
cerebral  edema;  altered  cerebrospinal  fluid  proteins; 
polyphagia;  paradoxical  excitement;  photophobia;  skin 
pigmentation;  failure  of  ejaculation;  EKG  abnormalities 
(quinidine-like  effect);  reactivation  of  psychotic  processes; 
catatonic-like  states;  autonomic  reactions  such  as  dryness 
of  the  mouth,  headache,  nausea,  vomiting,  constipation, 
obstipation,  urinary  frequency,  blurred  vision,  nasal 
congestion,  and  a change  in  the  pulse  rate;  hypnotic 
effects;  pigmentary  retinopathy;  corneal  and  lenticular 
pigmentation;  occasional  lassitude;  muscle  weakness; 
mild  insomnia;  significant  unexplained  rise  in  body 
temperature  may  suggest  intolerance  to  perphenazine,  in 
which  case  discontinue.  Antiemetic  effect  may  obscure 
signs  of  toxicity  due  to  overdosage  of  other  drugs  or  make 
diagnosis  of  other  disorders  such  as  brain  tumors  or 
intestinal  obstruction  difficult.  May  potentiate  central 
nervous  system  depressants  (opiates,  analgesics, 
antihistamines,  barbiturates,  alcohol),  atropine,  heat,  and 
phosphorous  insecticides. 

Amitriptyline:  Careful  observation  of  all  patients 
recommended.  Side  effects  include  drowsiness  (may 
occur  within  the  first  few  days  of  therapy);  dizziness; 
nausea;  excitement;  hypotension;  fainting;  fine  tremor; 
jitteriness;  weakness;  headache;  heartburn;  anorexia; 
increased  perspiration;  incoordination;  allergic-type 
reactions  manifested  by  skin  rash,  swelling  of  face  and 
tongue,  itching;  numbness  and  tingling  of  limbs,  including 
peripheral  neuropathy;  activation  of  latent  schizophrenia 
(however,  the  perphenazine  content  may  prevent  this 
reaction  in  some  cases);  epileptiform  seizures  in  chronic 
schizophrenics;  temporary  confusion,  disturbed 
concentration,  or  transient  visual  hallucinations  on  high 
doses;  evidence  of  anticholinergic  activity,  such  as 
tachycardia,  dryness  of  mouth,  blurring  of  vision,  urinary 
retention,  constipation,  paralytic  ileus;  agranulocytosis; 
jaundice.  The  antidepressant  activity  may  be  evident 
within  3 or  4 days  or  may  take  as  long  as  30  days  to 
develop  adequately,  and  lack  of  response  sometimes 
occurs.  Response  to  medication  will  vary  according  to 
severity  as  well  as  type  of  depression  present.  Elderly 
patients  and  adolescents  can  often  be  managed  on  lower 
dosage  levels. 

For  more  detailed  information  consult  your  Merck  Sharp 
and  Dohme  representative  or  see  the  package  circular, 

MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.  Inc.  West  Point  Pa  19486 

where  today's  theory  is  tomorrow’s  therapy 
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Usual  and  Customary— Shall  We  Participate? 


AT  the  Interim  Meeting  of  the  Kentucky 
Medical  Association,  March  27,  1969, 
in  Lexington,  an  excellent  address  was 
given  by  George  Dunlop,  M.D.,  president 
of  Massachusetts  Medical  Service.  This  article 
was  printed  in  full  in  the  May  issue  of  the 
KMA  Journal.  This  article  presented  well  the 
problems  which  confront  medicine  and  Blue 
Shield,  and  presented  some  of  the  solutions. 

Here  in  Kentucky,  the  Blue  Shield  plan  is 
growing  in  strength  and  effectiveness  from  day 
to  day,  due  to  the  continuing  cooperation  of 
the  State  Medical  Society.  In  other  states  the 
partnership  between  the  medical  societies  and 
the  Blue  Plans  have  not  gone  so  well.  In  the 
August  issue  of  Private  Practice,  the  Journal 
of  the  Congress  of  County  Medical  Societies, 
it  was  pointed  out  that  many  state  medical 
societies  were  “singing  the  blues”.  It  appears 
that  the  physicians  had  lost  the  initiative  in 
direction  of  the  Blue  Plans.  This  was  especial- 
ly so  in  states  in  which  Blue  Cross  and  Blue 
Shield  were  administered  jointly,  since  there 
seems  to  be  a national  trend  in  Blue  Cross 
toward  support  of  closed  panel  prepaid  medi- 
cal groups. 

It  must  be  pointed  out  that  a partnership  is 
a cooperation  and  mutual  endeavor  brought 
about  by  understanding  and  open  discussion 
of  the  problems. 

In  the  July  issue  of  the  KMA  Journal, 
there  appeared  on  this  page  an  editorial  en- 
titled “Usual  and  Customary”. 

The  article  pointed  out  that  there  had  been 
a demand  by  consumer  groups  for  paid-in- 
full benefits  and  that  experience  to  date  indi- 
cates that  the  Blue  Shield  program  has  been 
working  and  working  well,  with  less  than  one- 


half  of  one  percent  being  referred  to  review 
committees. 

Although  this  plan  has  the  full  support  of 
the  KMA  Advisory  Committee  to  Blue  Shield 
and  the  KMA  Board  of  Trustees,  it  apparently 
does  not  have  the  full  support  of  each  and 
every  physician  in  Kentucky.  This  has  been 
illustrated  by  resolutions  from  several  county 
medical  societies  led  by  the  Fayette  County 
Medical  Society  in  calling  our  attention  to  the 
fact  that  this  program  is  a paid-in-full  pro- 
gram and  that  if  the  physician  chooses  to 
cooperate  in  this  program,  he  must  accept  the 
fee  paid  by  Blue  Shield. 

Physicians,  by  tradition,  have  been  rugged 
individualists  and  it  has  always  been  a prin- 
ciple of  medical  thought  that  no  third  party 
has  the  right  to  set  the  fee  for  physicians. 
Under  the  Usual  and  Customary  Fee  prin- 
ciple, the  majority  of  physicians  are  actually 
setting  their  own  fee.  It  is  the  exceptional 
case  in  which  Blue  Shield  objects  to  a fee  and 
in  most  incidences  those  cases  that  have  been 
referred  to  a review  committee  have  been 
illustrations  of  misunderstanding  between  the 
physician  and  Blue  Shield.  Since  the  resolution 
by  the  Fayette  Medical  Society  has  been  cir- 
culated, Blue  Shield  has  written  to  each  mem- 
ber of  KMA,  requesting  that  he  sign  a state- 
ment of  participation  in  the  Usual  and  Custo- 
mary Fee  Program.  The  agreement  between 
Blue  Shield  and  the  participating  physician 
may  be  terminated  at  any  time  by  writing  a 
request  to  Blue  Shield  to  terminate  the  agree- 
ment. The  physician  has  free  choice  in  this 
matter  and  if  he  elects  not  to  participate,  he 
is  to  make  his  usual  Blue  Shield  Claim  when 
treating  the  patient,  but  the  payment  will  be 
( Continued  on  Page  784) 
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Pertofrane*  desipramme  hydrochloride 


Indication : Menial  depression. 

Contraindications  Do  not  use  MAO  inhibitors  concomi- 
tantly or  within  2 weeks  of  the  use  of  this  drug.  Hyperpyretic 
crises  or  severe  convulsive  seizures  may  occur  with  such 
combinations,  potentiation  of  adverse  reactions  can  be  seri- 
ous or  even  fatal 

When  substituting  Pertofrane  in  patients  receiving  an 
MAO  inhibitor,  allow  an  interval  of  at  least  14  days.  Initial 
dosage  in  such  patients  should  be  low  and  increases  should 
be  gradual  and  cautiously  prescribed 
The  drug  is  contraindicated  following  recent  myocardial 
infarction  and  in  patients  with  a known  hypersensitivity  to 
tricyclic  antidepressants. 

Warning  Activation  of  psychosis  may  occasionally  be 
observed  in  schizophrenic  patients  Due  to  atropine-like 
effects  and  sympathomimetic  potentiation,  use  only  with  the 
greatest  care  in  patients  with  narrow-angle  glaucoma  or 
urethral  or  ureteral  spasm 

Do  not  use  in  patients  with  the  following  conditions  unless 
the  need  outweighs  the  risk  severe  coronary  heart  disease 
with  EKG  abnormalities,  progressive  heart  failure,  angina 
pectoris,  paroxysmal  tachycardia  and  active  seizure  disorder 
(may  lower  seizure  threshold) 

Desipramme  and  the  parent  compound,  imipramine.  have 
been  shown  to  block  the  action  of  guanethidme  and  related 
adrenergic  neuron-blocking  agents. 

Hypertensiveepisodes  have  been  observed  during  surgery 
The  concurrent  use  of  other  central  nervous  system  drugs 
or  alcohol  may  potentiate  adverse  effects  Since  many  such 
drugs  may  be  used  during  surgery,  desipramme  should  be 
discontinued  prior  to  elective  procedures 
Caution  patients  on  the  possibility  of  impaired  ability  to 
operate  a motor  vehicle  or  dangerous  machinery 
Do  not  use  m women  who  are  or  may  become  pregnant 
unless  the  clinical  situation  warrants  the  potential  risk,  and 
do  not  use  in  patients  under  12  years  of  age. 

Because  of  increased  sensitivity  to  the  drug,  use  lower 
than  normal  dosage  in  adolescent  and  geriatric  patients. 

Precautions  Potentially  suicidal  patients  require  careful 
supervision  and  protective  measures  during  therapy.  Dis- 
continuation of  the  drug  may  be  necessary  in  the  presence 
of  increased  agitation  and  anxiety  shifting  to  hypomamc  or 
manic  excitement 

Atropine-like  effects  may  be  more  pronounced  (e  g.  para- 
lytic ileus)  in  susceptible  patients  and  m those  receiving  anti- 
cholinergic drugs  (including  antiparkinsonism  agents) 
Prescribe  cautiously  in  hyperthyroid  patients  and  in  those 
receiving  thyroid  medications,  transient  cardiac  arrhythmias 
have  occurred  in  rare  instances 
Periodic  blood  and  liver  studies  should  supplement  careful 
clinical  observations  in  all  patients  undergoing  extended 
courses  of  therapy 

Adverse  Reactions  The  following  have  been  reported 
NervousSystem  dizziness,  drowsiness,  insomnia,  headache, 
disturbed  visual  accommodation,  tremor,  unsteadiness, 
tinnitus,  paresthesias,  changes  in  EEG  patterns,  epilepti- 
form seizures,  mild  extrapyramidal  activity,  falling  and  neuro- 
muscular incoordination  A confusional  state  (with  such 
symptoms  as  hallucinations  and  disorientation),  particularly 
in  older  patients  and  at  higher  dosage,  may  require  discon- 
tinuation of  the  drug.  Gastrointestinal  Tract  anorexia, 
dryness  of  the  mouth,  nausea,  epigastric  distress,  constipa- 
tion and  diarrhea  Skin  skin  rashes  (including  photosensiti- 
zation).  perspiration  and  flushing  sensations.  Liver  rare 
cases  of  transient  jaundice  (apparently  of  an  obstructive 
nature)  and  liver  damage  If  jaundice  or  abnormalities  in 
liver  function  tests  occur,  discontinue  the  drug  and  investi- 
gate Blood  Elements  bone-marrow  depression,  agranu- 
locytosis. thrombocytopenia  and  purpura  If  these  occur, 
discontinue  the  drug  Transient  eosmophilia  has  been  ob- 
served Cardiovascular  System  orthostatic  hypotension 
and  tachycardia  Carefully  supervise  patients  requiring  con- 
comitant vasodilating  therapy,  particularly  during  initial 
phases  Genitourinary  System  urinary  frequency  or  reten- 
tion and  impotence  Endocrine  System  occasional  hor- 
monal effects,  including  gynecomastia,  galactorrhea  and 
breast  enlargement,  and  decreased  libido  and  estrogenic 
effect  Sensitivity  urticaria  and  rare  instances  of  drug  fever 
and  cross  sensitivity  with  imipramine 
Dosage  All  patients  except  geriatric  and  adolescent 
50  mg  t i d (150  mg  daily)  Dosage  may  be  increased  up 
to  200  mg  daily  Geriatric  and  adolescent  patients  should 
usually  be  started  with  lower  dosage  (25  to  50  mg  daily) 
and  may  not  tolerate  higher  doses  Dosage  may  be  increased 
up  to  100  mg  daily. 

Lower  maintenance  dosages  should  be  continued  for  at 
least  2 months  after  obtaining  a satisfactory  response. 

Mild  anxiety  and  agitation  which  may  accompany  depres- 
sion usually  remit  as  the  depression  responds  Occasionally, 
however,  a sedative  or  tranquilizer  may  be  indicated 
Availability  Maroon  and  pink  capsules  of  50  mg  in  bottles 
of  100.  pmk  capsules  of  25  mg  in  bottles  of  100  and  1000. 
(B)46-530-G 

For  complete  details,  please  see  the  full  prescribing  infor- 
mation 


Coming  out 
of  a depression 


And  it  can  often  begin  to  happen  in  3 to  5 days 
with  an  antidepressant  like  Pertofrane.  There's  a lifting  of 
depressed  mood ...  a restoration  of  psychomotor  activity.  Patient 
usually  begin  to  cope,  work,  maybe  play,  even  enjoy. 

It's  not  all  beautiful.  Sometimes  there  are 
side  effects.  And  not  everybody  can  take  the  drug.  It  may  even  be 
a slow  process.  But  along  with  the  care  and  comfort  you  give 
depressed  patients,  consider  Pertofrane.Then  consider  the  respor 
Please  read  the  prescribing  information  for 
full  details  on  contraindications,  warnings,  precautions,  adverse 
reactions  and  dosage.  It's  summarized  on  the  left. 

Pertofrane 

desipramine  hydrochloride 
New  50-mg. 
capsules  now  available 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley.  New  York  1 0502 


It's  beautiful ! 


From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  1-67.  This  35  year  old  married  white 
gravida  5,  para  4 was  under  the  care  of  a 
private  physician.  Expected  date  of  delivery 
was  December  15,  1966. 

She  was  admitted  to  the  hospital  October  20,  1966, 
with  a history  of  noticing  for  the  past  month  a 3 cm. 
mass  in  the  lower  outer  quadrant  of  the  left  breast. 
It  was  non-tender.  There  was  no  nipple  discharge. 
There  was  a less  discrete  mass  in  her  right  breast. 

Examination  revealed  this  mass  in  the  left  breast 
to  be  discrete,  3 cm.  in  diameter,  subcutaneous,  and 
not  attached  to  the  skin.  There  was  no  nipple  re- 
traction. No  axillary  or  supraclavicular  lymph  nodes 
were  palpable.  On  the  right  breast  in  the  lower 
portion  there  was  a more  diffuse  area  of  induration, 
there  was  no  skin  or  nipple  retraction  and  no 
axillary  or  supraclavicular  nodes  palpable. 

Another  surgical  consulation  advised  that  the  lesion 
in  the  left  breast  should  be  biopsied  by  excision,  and 
the  area  on  the  right  breast  biopsied  either  by 
excision  or  by  incising  it  and  obtaining  frozen 
section.  Further  management  would  depend  on  these 
findings. 

Chest  x-ray  showed  the  heart  and  mediastinal 
structures  normal,  hilar  areas  normal,  lung  fields 
were  adequately  aerated  and  clear.  X-ray  of  the 
thoracic  spine  showed  destruction  of  the  proximal 
end  of  the  left  clavicle,  partial  wedging  of  T9  and 
T12.  The  remaining  vertebral  bodies  appeared  to  be 
intact,  the  pedicles  were  intact,  other  than  those 
involving  T9  and  T12.  The  lumbar  spine  revealed 
a single  fetus  in  the  cephalic  presentation,  there  was 
some  destruction  and  collapse  of  L5,  the  remaining 
lumbar  vertebral  bodies  were  intact.  Normal  gas 
pattern.  The  impression  from  x-ray  was  that  these 
destructive  lesions  involved  T9,  T12,  and  L5.  The 
left  clavicle  lesion  was  consistent  with  diffuse 
metastatic  disease. 

The  area  in  the  left  breast  was  then  biopsied 
October  21,  it  was  the  size  of  a lemon.  The  mass 
was  hard  and  firm  and  grossly  appeared  to  be 
cancer.  A frozen  section  diagnosis  revealed  scirrhous 
carcinoma. 

Because  of  the  presence  of  metastatic  disease,  a 
radical  mastectomy  was  not  done  at  this  time. 

Obstetrical  consultation  was  obtained  and  pelvic 
examination  revealed  the  uterus  consistent  with  that 
of  a 33  to  35  week  gestation.  The  fetal  heart  was 
present,  the  cervix  was  uneffaced  and  closed.  It  was 
felt  that  since  radical  surgery  was  undesirable  for 
the  breast  malignancy,  the  patient  should  be  delivered 


by  Cesarean  section,  and  have  bilateral  oophrectomy 
performed  followed  by  chemotherapy. 

On  October  26,  using  pentothal,  cyclopropane,  a 
transverse  incision  was  made  in  the  lower  uterine 
segment  and  a five  pound,  nine  ounce  girl  was  de- 
livered. The  baby  cried  spontaneously.  The  uterus 
was  closed  and  a bilateral  oophrectomy  done.  The 
patient  left  the  operating  room  in  good  condition. 

The  patient's  postoperative  course  was  uncom- 
plicated and  the  infant  was  discharged  with  the 
mother  November  6. 

The  patient  was  seen  in  consulation  for 
chemotherapy  postoperatively,  and  it  was  felt  that 
this  should  be  delayed  for  approximately  four 
weeks.  However,  androgen  therapy  was  started 
initially  and  then  treatment  with  Prednisolone  and 
5 Fluo"ouracil  instituted. 

She  was  readmitted  to  the  hospital  December  1, 
1966,  complaining  of  back  pain.  At  this  time  the 
sternal  end  of  the  left  clavicle  was  found  to  be  en- 
larged and  tender.  The  impression  was  metastatic 
carcinoma.  Hemoglobin  was  9 grams  with  a normal 
white  count  and  normal  differential.  The  urine  was 
negative. 

It  was  felt  at  this  time  that  Leukeran  and 
Prednisolone  would  be  the  treatment  of  choice.  She 
also  received  intramuscular  iron.  She  was  discharged 
December  4,  by  wheel  chair  to  her  home. 

She  was  readmitted  December  27  when  she  de- 
veloped abdominal  ascites.  Abdominal  paracentesis 
was  done  with  removal  of  fluid.  The  patient  became 
jaundiced.  Her  count  was  7.4  grams  hemoglobin, 
2,580,000  red  cells,  hematocrit  24  per  cent.  The 
white  count  was  6.250  with  a normal  differential,  63 
segs  and  35  lymphs.  She  was  transfused  with  1000 
cc  of  whole  blood.  The  jaundice  increased  January  2 
and  she  complained  of  chills.  She  became  stuporous 
on  January  3 with  difficulty  in  breathing.  She  was 
placed  in  an  oxygen  tent  but  expired  at  3:38  a.m. 
January  3. 

The  final  diagnosis  was  adenocarcinoma  of  the 
breast  with  metastasis. 

Comments 

The  Committee  classified  this  as  an  indirect  ob- 
stetrical death  with  probably  no  preventable  factors. 
This  case  demonstrates  the  importance  of  patient 
education  as  to  self  breast  examination  and  of  a 
complete  initial  physical  examination  during  prenatal 
care.  These  may  have  allowed  earlier  diagnoisis  of 
{ Continued  on  Page  781) 
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serves  no  u 
purpose 


it  works 

(usually 
for  10  to  12 
hours*) 


exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  — oral  Rx  where  state  laws  permit. 
indications  : Coughs  associated  with  respiratory  infections 


and  bronchogenic  carcinoma. 

* dosage;  A dults:  1 teaspoonful  (5  cc.)  or  tablet  every  8-12  hours 
Children:  Under  1 year:  1/4  teaspoonful  every  12  hours. 

From  1-5  years:  1/2  teaspoonful  every  12hours.  Over  5 years: 

1 teaspoonful  every  12  hours. 

side  effects  : May  include  mild  constipation,  nausea,  facial 

pruritus,  or 

For  complete  detailed  information,  refer  to  package  insert  or 


ties  Division 
Rochester, 


cougmng 
is  not  a harmless 
privilege” 


■Current  Therapy  1967,  ed.  by  Conn,  H.  F.,  P.  88- 


lubadllb  lubadlll 

His  heart  tells  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 


Contraindications:  History  of  sensitivity  to  meprobamate. 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


nxiety  is  expected  in  the  cardiovascular  patient, 
little  may  even  be  desirable. 

jt  when  anxiety  is  exaggerated  . . . when  it 
terferes  with  sleep  . . . when  it  aggravates 
irdiovascular  symptoms,  your  help  may 
i needed. 

aturally,  you'll  want  to  reassure  the  patient. 

nd  perhaps  prescribe  Equanil  (meprobamate) 

; adjunctive  therapy.  It  helps  relieve  anxiety 
id  tension  specifically,  yet  gently. 

Imost  15  years’  use  has  shown  that  Equanil 
usually  well  tolerated  as  well  as  effective, 
de  effects  are  generally  limited  to  transient 
'owsiness;  serious,  therapy-interrupting 
de  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  iarge  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Equanif 

(meprobamate) 


mm 


Terramycin 

(oxytetracycline) 


An  infection  of  rapid  onset  requiring 
prompt  attention.  Teenage  girl  with  chills, 
fever,  abdominal  pain,  backache  and 
nausea.  Frequent  and  urgent  urination 
with  burning.  On  examination  — tender- 
ness over  kidney.  Blood  count  and 
urinalysis  confirm  the  diagnosis:  acute 
pyelonephritis.  Treatment  is  initiated  with 
Terramycin.  Within  a few  days  of  follow- 
up therapy,  the  patient  is  markedly 
improved.  The  pretreatment  urine 
culture  shows  a strain  of  E.  coli  highly 
susceptible  to  Terramycin. 

Experience  has  shown  that  Terramycin 
offers  special  advantages  in  treating 
urinary  tract  infections  when  strains  of 
causative  bacteria  are  susceptible. 
Broad-spectrum  coverage  unaffected  by 
penicillinase.  Effective  tissue  levels  to  help 
reach  foci  of  infection  in  renal  parenchyma. 
High  urine  levels— excreted  by  kidney 
in  active  form. 


Contraindicated:  In  individuals  hypersensitive  to  oxytetra- 
cycline. 

Warnings:  Reduce  usual  oral  dosage  and  consider  antibiotic 
serum  level  determinations  in  patients  with  impaired  renal 
function. 

Use  of  oxytetracycline  during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause  discoloration 
of  developing  teeth.  This  effect  occurs  mostly  during  long-term 
use  of  the  drug,  but  it  has  also  been  observed  in  usual  short- 
treatment  courses. 

During  treatment  with  tetracyclines,  individuals  susceptible 
to  photodynamic  reactions  should  avoid  direct  sunlight;  if 
such  reactions  occur,  discontinue  therapy. 

Note:  With  oxytetracycline,  phototoxicity  is  unknown  and 
photoallergy  very  rare. 

Precautions:  Use  of  broad-spectrum  antibiotics  occasionally 
may  result  in  overgrowth  of  nonsusceptible  organisms.  Where 
such  infections  occur,  discontinue  oxytetracycline  and  institute 
specific  therapy.  Increased  intracranial  pressure  in  infants  is 
a possibility.  Symptoms  disappear  upon  discontinuation  of 
therapy. 

Adverse  Reactions:  Nausea,  diarrhea,  glossitis,  stomatitis, 
proctitis,  vaginitis  and  dermatitis,  as  well  as  reactions  of  an 
allergic  nature,  may  occur  but  are  rare. 

Supply:*  Terramycin  Capsules:  oxytetracycline  HCI,  250  mg. 
and  125  mg.  Terramycin  Syrup:  calcium  oxytetracycline, 

125  mg.  per  5 cc.  Terramycin  Pediatric  Drops:  calcium 
oxytetracycline,  100  mg.  per  cc. 

*AI1  potencies  listed  are  in  terms  of  the  standard, 
oxytetracycline. 

More  detailed  professional  information  available  on  request. 


With  Terramycin,  you  have  the  assur- 
ance that  comes  with  choosing  an  agent 
physicians  have  depended  on  for  over  18 
years.  In  difficult  as  well  as  routine  cases, 
when  tests  reveal  susceptible  organisms, 
consider  Terramycin.  One  of  the  world’s 
most  widely  used  broad-spectrums. 
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The  Surgical  Management  of  Chronic  Duodenal  Ulcer 

Ward  0.  Griffen,  Jr.,  M.D.,  Ph.D.* 


"A  great  step  towards  independence  is  a 
good-humored  stomach” 

Seneca,  ca  50  AD 

THE  surgeon  is  often  called  upon  to  treat  pa- 
tients who  are  suffering  from  duodenal  ulcer 
disease.  Little  controversy  exists  about  the 
management  of  the  more  dramatic  complications  of 
duodenal  ulceration.  The  perforation  is  closed;  the 
hemorrhage  stemmed;  and  the  obstruction  relieved. 
By  far  the  most  frequent  reason  for  performing  sur- 
gery on  a duodenal  ulcer  goes  under  the  name  of  in- 
tractability. It  may  be  intractability  of  the  disease, 
the  patient,  or  the  doctor.  When  no  emergency  is 
present,  the  procedures  are  elective,  and  the  surgeon 
has  time  to  inquire  into  the  events  leading  to  the  de- 
velopment of  the  ulcer.  If  so  inclined,  he  may  meas- 
ure the  acid  output  of  the  gastric  mucosa.  The 
surgical  task,  then,  is  to  restore  “a  good-humored 
stomach.” 

Despite  the  myriad  etiologic  factors,  the  varied 
acid  secretory  pattern,  and  the  poorly-understood 
protective  role  of  mucus  in  patients  with  duodenal  ul- 
cer, surgical  therapy  has  been  directed  at  a reduction 
of  gastric  acid  putput.  The  procedure  of  choice  is 
often  dependent  more  on  where  or  when  the  surgeon 
trained  rather  than  on  a scientific  evaluation  of  the 
patient’s  disease.  This  report  will  review  the  his- 
tory of  the  surgical  management  of  duodenal  ulcer 
culminating  in  the  current-day  controversy  and  at- 
tempt a look  into  the  future. 

Background1’2,3 

Gastrojejunostomy  marks  a milestone  in  abdominal 
surgery.  It  was  first  used  to  bypass  an  unresectable, 

*From  the  Department  of  Surgery,  University  of 
Kentucky  College  of  Medicine,  Lexington,  Kentucky 


obstructing  carcinoma  of  the  stomach.  Wolfer,  one 
of  Billroth’s  assistants,  performed  the  antecolic  gas- 
trojejunostomy in  1881  reputedly  at  the  suggestion 
of  Nicoladoni.  The  anastomosis  was  made  on  the 
anterior  wall  of  the  stomach.  Although  von  Hacker 
is  credited  with  the  first  description  of  the  retrocolic 
gastrojejunostomy  in  1885,  it  had  been  reported 
two  years  earlier  by  Courvoisier.  In  this  procedure  the 
anastomosis  was  made  in  the  posterior  wall  of  the 
stomach. 

Vomiting  was  so  frequent  a complication  of  gastro- 
jejunostomy, a number  of  modifications  were  pro- 
posed to  counteract  this.  The  afferent  loop  was  placed 
in  an  isoperistaltic  fashion  as  opposed  to  the  anti- 
peristaltic  method  first  used  by  Wolfer  and  the  gas- 
troenteric stoma  was  placed  in  various  positions. 
Doyen,  having  noted  that  the  normal  position  of  the 
duodenojejunal  junction  was  higher  than  the  je- 
junum, attempted  to  fix  the  afferent  loop  high  on  the 
stomach  in  making  an  antecolic  gastrojejunostomy. 

During  this  time  the  two  most  acceptable  means  of 
bypassing  a high  intestinal  anastomosis  were  devel- 
oped. Braun  (1892)  described  a side-to-side  anasto- 
mosis between  the  afferent  and  efferent  loops  of  the 
jejunum  in  addition  to  the  gastrojejunostomy,  and 
Roux  (1897)  reported  on  transection  of  the  jejunum 
with  anastomosis  of  the  distal  end  of  the  jejunum  to 
the  anterior  wall  of  the  stomach  and  the  proximal  end 
to  the  side  of  the  jejunum  distal  to  the  gastro- 
jejunostomy, the  celebrated  Roux-en-Y  technique. 

Meanwhile  Czerny,  about  the  turn  of  the  century, 
had  developed  the  technique  of  retrocolic  gastro- 
jejunostomy so  that  the  majority  of  his  patients  were 
free  of  postoperative  vomiting.  He  and  his  assistant, 
Petersen,  stressed  the  fact  that  this  was  probably 
due  to  the  extremely  short  afferent  loop,  which,  of 
course,  did  not  permit  a bypassing  enteroenteros- 
tomy  between  the  loops.  Gradual  acceptance  of  this 
idea  occurred,  particularly  when  it  was  popularized 
by  such  famous  surgeons  as  W.  J.  Mayo  and  Sir 
Moynihan.  Thus  the  short  afferent  loop,  retrocolic 
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gastrojejunoslomy  became  the  standard  procedure. 

During  all  of  this  time  the  essentials  of  performing 
successful  gastrointestinal  anastomoses  were  evolved 
by  trial  and  error.  Various  unrelenting  substances 
such  as  bone  plates,  rawhide  plates,  the  Murphy  but- 
ton and  others  were  gradually  replaced  by  the  more 
supple  two-layer  technique  of  an  inner  absorbable  su- 
ture to  approximate  the  mucosal  edges  and  an  outer 
non-absorbable  stitch  uniting  the  serosal  surfaces. 
Internal  hernia,  recognized  as  an  occasional  compli- 
cation of  the  retrocolic  anastomosis,  was  eliminated 
by  suturing  the  edges  of  the  opening  in  the  trans- 
verse mesocolon  to  the  stomach,  a technique  described 
by  Willy  Meyer. 

In  1893  Doyen  described  the  successful  use  of  a 
gastrojejunostomy  in  a patient  with  the  duodenum 
obstructed  by  an  ulcer  scar.  Gastrojejunostomy  quick- 
ly became  the  usual  means  of  handling  obstructing 
duodenal  ulcer.  The  technique  was  employed  in  pa- 
tients with  chronic,  non-obstructive  duodenal  ulcer 
and  gradually  assumed  the  status  of  the  procedure  of 
choice.  It  remained  in  this  position  for  a generation, 
but  an  ever-increasing  incidence  of  postoperative  mar- 
ginal ulcer  led  to  reluctant  abandonment  of  the  opera- 
tion. 

As  dissatisfaction  with  gastrojejunostomy  was  de- 
veloping, von  Haberer  in  Germany  and  Berg, 
Lewisohn  and  Strauss  in  this  country  began  to  em- 
ploy partial  gastric  resection  for  the  surgical  treat- 
ment of  chronic  duodenal  ulcer.  Controversy  arose  re- 
garding re-establishment  of  gastrointestinal  continui- 
ty as  a gastroduodenostomy  (Billroth  I)  or  gastro- 
jejunostomy (Billroth  II)  and  amount  of  stomach  to 
be  resected.  The  recurrent  ulcer  incidence  of  10-15 
per  cent  following  50  per  cent  distal  gastrectomy, 
although  an  improvement  over  the  results  of  gastro- 
jejunostomy, was  not  acceptable.  This  prompted  sur- 
geons in  the  1930’s  to  increase  the  reaction.  Diffi- 
culties with  gastroduodenal  anastomosis  and  a high- 
er recurrence  of  ulcer  after  Billroth  I procedures  led 
to  the  evaluation  of  a three-quarter  gastrectomy  and 
Billroth  II  reconstruction  as  the  standard  operation 
for  chronic  duodenal  ulcer.  Today  it  remains  the 
favorite  of  many  surgeons. 

Although  recurrent  ulcer  is  not  a major  problem 
with  this  approach,  it  has  several  disadvantages.  The 
mortality  of  five  per  cent  or  higher  is  distressing. 
The  incidence  of  debilitating  and  sometimes  fatal  nu- 
tritional deficiencies,  anemia,  specific  malabsorption 
and  the  dumping  syndrome  are  all  too  frequent.  The 
additional  problems  of  mechanical  defects  in  the  af- 
ferent loop  further  dampened  enthusiasm  for  this 
procedure. 

Dragstedt  in  1943  reported  on  two  patients  who 
were  relieved  of  ulcer  symptoms  by  supradiaphrag- 
matic section  of  the  vagus  nerves.  This  approach,  al- 
though first  described  by  Exner  in  1911,  was  the 
culmination  of  many  years  of  physiologic  observation 
of  gastric  secretory  phenomena.  However,  four  years 
later,  Dragstedt  recorded  the  problems  of  gastric 
atony  and  retention  in  his  original  two  patients 
and  recommended  the  addition  of  gastroenteros- 
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tomy  to  promote  adequate  gastric  emptying.  The 
remembrance  of  previous  failures  of  gastroenteros- 
tomy as  a definitive  procedure  encouraged  many 
surgeons  to  oppose  vagotomy  and  gastroenterostomy 
and  favor  some  type  of  subtotal  gastrectomy. 

Wangensteen,  a strong  advocate  of  resection,  had 
already  shown  that  a 90  per  cent  gastric  resection 
cured  all  patients  with  duodenal  ulcer.  Unfortunate- 
ly, the  patient  was  often  a nutritional  cripple.  Af- 
ter the  trial  of  a “tubular  resection”,  basically  similar 
to  the  fundusectomy  of  Connell,  was  unsuccessful, 
Wangensteen  developed  the  segmental  gastric  resec- 
tion. In  this  procedure  the  midportion  of  stomach 
containing  only  acid-secreting  mucosa,  is  removed.  A 
gastrogastrostomy  restores  continuity,  and  pyloro- 
plasty may  be  added  or  not  depending  on  whether 
the  vagal  supply  to  the  pylorus  is  interrupted.  Al- 
though this  operation  is  appealing  because  it  does  not 
involve  dissection  of  the  “difficult  duodenum”  and 
removes  only  acid  producing  tissue,  the  end  results 
in  terms  of  mortality  and  recurrent  ulcer  are  no 
better  than  subtotal  resection. 

Dragstedt’s  experimental  observations  did  more 
than  renew  interest  in  vagal  section.  He  and  others 
demonstrated  the  importance  of  the  antrum  in  stimu- 
lating gastric  acid  production.  Farmer  and  Smithwick 
of  Boston  and  Edwards  of  Nashville  independently 
began  to  combine  vagotomy  with  a limited  distal 
gastric  resection  as  a surgical  approach  to  duodenal 
ulcer.  This  combination  removed  the  two  major 
acid  stimulatory  mechanisms.  Gastrointestinal  re- 
constitution could  be  accomplished  by  either  gas- 
troduodenostomy or  gastrojejunostomy.  It  became 
apparent  that  this  procedure  was  not  followed  by 
the  debilitation  and  deficiencies  associated  with  larger 
gastric  resections. 

The  efficacy  of  gastroenterostomy  in  relieving 
post-vagotomy  gastric  retention  stimulated  Weinberg 
to  utilize  the  Heinke-Mickulicz  pyloroplasty  as  the 
drainage  procedure  accompanying  truncal  vagotomy. 
His  reported  operative  mortality  and  end-results  have 
been  outstanding.  Thus  the  world  of  surgery  has  be- 
come divided  into  two  groups — the  vagotomists  and 
resectionists. 

Current  Status 

At  the  present  time  the  controversy  regarding  de- 
finitive surgery  for  duodenal  ulcer  disease  is  as  heat- 
ed as  ever.  If  one  disregards  the  surgeons  who  are 
still  partial  to  a three-quarter  resection  with  a Bill- 
roth II  reconstruction,  the  current  surgical  approach 
to  duodenal  ulcer  disease  can  be  conveniently  divided 
into  two  groups.  The  fundamental  portion  of  the  oper- 
ation for  either  group  is  parasympathetic  denervation 
of  the  stomach.  The  groups  divide  on  what  proce- 
dure should  be  used  to  complement  the  vagotomy. 
The  vagotomist  feels  that  a simple  drainage  proce- 
dure, usually  a pyloroplasty  is  sufficient;  the  resec- 
tionist  advocates  extirpation  of  the  antrum  in  con- 
junction with  the  vagotomy.  In  the  absence  of  a 
randomized  study  of  patients  undergoing  surgery 
for  duodenal  ulcer,  comparison  of  the  results  or  large 
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series  of  patients  treated  by  the  two  methods  will 
have  to  suffice  for  a review  of  the  current  picture. 

Indications  for  surgery.  The  large  series  of  patients 
who  have  been  subjected  to  vagotomy  and  antrec- 
tomy show  the  principal  indications  for  operation 
as  follows:  hemorrhage  (massive  or  recurrent),  30 
per  cent,  acute  perforation,  four  per  cent;  obstruction, 
13  per  cent,  and  intractability,  53  per  cent.  The  pro- 
ponents for  vagotomy  and  pyloroplasty  began  with  a 
somewhat  similar  distribution  of  indications  for  the 
surgical  management  of  duodenal  ulcer.  However,  as 
experience  has  shown  that  this  is  an  extremely  safe 
operation,  intractability  as  an  indication  for  surgery 
has  increased  steadily.  In  April,  1969,  the  University 
of  Florida  group  reported  to  the  American  Surgical 
Association  455  patients  treated  with  vagotomy  and 
a drainage  procedure,  predominantly  pyloroplasty, 
and  72  per  cent  of  their  patients  were  operated  on 
for  intractability.  Several  questions  arise:  1)  Is  in- 
tractability an  indication  of  less  severe  ulcer  disease 
which  might  be  expected  to  respond  well  to  the 
simpler  procedure  of  vagotomy  and  pyloroplasy?  2) 
Because  of  the  safety  of  vagotomy  and  pyloroplasty, 
are  patients  being  offered  surgical  therapy  more  often 
than  they  would  have  been  when  resection  was  the 
only  technique  being  employed? 

Operative  mortality.  The  operative  mortality  of 
vagotomy  and  pyloroplasty  remains  quite  low,  un- 
der one  per  cent  in  the  elective  situation.  The  oper- 
ative mortality  for  vagotomy  and  antrectomy  in  the 
elective  cases  is  one  per  cent  and  when  all  cases  are 
considered,  that  is  including  emergency  surgery,  the 
mortality  rate  is  2.7  per  cent.  Probably  the  one  point 
upon  which  the  vagotomist  and  resectionist  agree  is 
that  vagotomy  and  pyloroplasty  as  a primary  pro- 
cedure is  safer  than  vagotomy  and  antrectomy. 

Recurrence  rate.  The  recurrence  of  ulcer  disease 
following  vagotomy  and  antrectomy  is  extremely  low. 
In  the  hands  of  many  surgeons  it  continues  to  be  less 
than  one  per  cent,  and  Harkins  has  concluded  that 
denervation  of  the  stomach  combined  with  antral 
resection  is  the  most  physiologic  procedure  yet 
devised  for  duodenal  ulcer  disease.  The  recurrence 
rate  following  vagotomy  and  pyloroplasty  is  some- 
what higher.  In  Weinberg's  hands  with  adequate  fol- 
lowup the  recurrence  rate  was  4.5  per  cent,  and  it  has 
been  reported  as  high  as  21  per  cent  in  the 
patients  followed  at  the  University  of  Kentucky  Med- 
ical Center.  Those  who  advocate  vagotomy  and 
pyloroplasty  believe  that  if  the  ulcer  has  not  recurred 
within  two  years  the  likelihood  of  recurrence  is  low. 
The  enthusiastics  for  antrectomy  combined  with 
vagotomy  are  just  as  certain  that  with  long-term 
followup,  recurrent  ulcers  will  continue  to  appear  in 
patients  who  have  had  vagotomy  and  pyloroplasty 
as  their  primary  procedure,  so  that  eventually  an 
unacceptable  rate  will  be  observed.  In  fact,  some  sur- 
geons have  expressed  the  opinion  that  history  may 
repeat  itself.  Just  as  gastroenterostomy  eventually 


was  discarded  because  of  a long-term  high  recurrence 
rate,  vago.omy  and  pyloroplasty,  used  routinely  in  the 
management  of  peptic  ulcer  disease,  may  also  do  so. 

Postoperative  complications.  The  incidence  of  post- 
operative complications  is  about  five  per  cent  in 
each  group.  Inadequate  nutrition  has  seldom  been  a 
problem  following  either  procedure.  Troublesome 
diarrhea  has  occurred  in  one  to  two  per  cent  of 
the  patients  in  either  group,  and  another  one  or  two 
per  cent  have  been  bothered  by  bloating  and  the 
problems  associated  with  gastric  retention.  Anemia  has 
seldom  been  encountered  and  long-term  deficiencies 
of  calcium  have  not  been  reported  although  it  may 
be  too  early  to  be  certain  about  this  particular  com- 
plication. 

The  Future 

Because  of  the  differing  etiologic  factors  and  the 
varied  acid  secretory  pattern  in  patients  with  this 
disease,  it  seems  logical  to  attempt  to  select  an  oper- 
ation to  fit  the  patients’  needs.  This  is  not  a 
new  concept.  All  surgeons  presented  with  the  thin 
individual  who  has  difficulty  maintaining  weight  or 
the  patient  who  has  had  pulmonary  tuberculosis  will 
choose  vagotomy  and  pyloroplasty  as  the  procedure 
in  the  surgical  management  of  duodenal  ulcer.  More- 
over, in  England  the  concept  of  selective  sur- 
gery for  all  patients  with  ulcer  has  been  promul- 
gated by  Orr  and  Bruce. 

The  key  decision  in  selecting  the  proper  opera- 
tion for  each  patient  is  what  criterion  will  be  used 
to  dictate  the  operation.  At  the  present  time  the 
best  measure  we  have  as  an  indication  of  severity 
of  disease  is  the  response  of  the  gastric  mucosa  to 
maximal  histamine  stimulation.  This  has  been 
shown  to  be  an  indication  of  parietal  cell  mass,  the 
higher  the  acid  output  the  larger  the  mass  of  par- 
ietal cells.  The  British  workers  have  used  gastric 
resection  as  the  standard  procedure  for  duodenal 
ulcer  and  have  added  a vagotomy  when  the  pa- 
tient has  had  a high  gastric  acid  output  preopera- 
tively.  If  vagotomy  and  a drainage  procedure  is  suc- 
cessful for  less  severe  ulcer  disease  and  vagotomy  and 
antrectomy  is  effective  in  a majority  of  these  pa- 
tients regardless  of  the  extent  of  disease,  it  seems 
logical  that  vagotomy  should  be  the  mainstay  of 
selective  surgery  for  duodenal  ulcer  patients. 

At  the  University  of  Kentucky  Medical  Center  we 
are  currently  evaluating  such  selective  surgery: 
The  patients  undergo  accurate  preoperative  secretory 
studies.  A truncal  vagotomy  is  performed  in  all  pa- 
tients. If  the  production  of  HC1  is  greater  than  25 
mEq/hour  in  response  to  maximum  histamine 
stimulation  (given  as  HistalogR  injection),  antral 
resection  accompanies  the  vagotomy. 

If  the  acid  production  is  less  than  25  mEq/hour, 
a simple  drainage  procedure,  usually  a pyloroplasty, 
is  utilized  in  conjunction  with  the  vagal  section.  This 
program  has  been  in  operation  since  September.  1965. 
We  have  maintained  100  per  cent  followup  on  our 
patients  with  the  help  of  referring  physicians,  medi- 
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cal  students  and  sheriffs,  and  although  it  is  too  early 
to  report  results,  our  known  recurrence  rate  is  con- 
siderably lower  than  the  21  per  cent  we  experience 
with  the  routine  use  of  vagotomy  and  a drainage 
procedure. 

Predictions  are  always  dangerous  in  the  field  of 
medicine.  However,  it  would  not  be  surprising  if  a 
simpler  and  more  accurate  way  of  determining 
parietal  cell  mass  may  not  be  forthcoming  in  the  fu- 
ture. If  such  an  accurate  assessment  can  be  de- 
veloped. then  selectivity  in  the  operative  approach  to 
duodenal  ulcer  disease  may  well  become  the  ac- 
cepted modus  operandi.  Vagotomy  will  remain  as  the 
fundamental  procedure  and  removal  of  the  second 
major  stimulatory  mechanism,  namely  the  antrum, 
will  be  guided  by  preoperative  assessment  of  the 
parietal  cell  mass. 


Summary 

A brief  history  of  the  development  of  surgery  for 
duodenal  ulcer  has  depicted  the  rise  and  fall  of 
gastroenterostomy  followed  by  enthusiasm  for  gas- 
trectomy. The  high  mortality  rate  and  complicated 
courses  of  patients  undergoing  resection  led  to  the 


development  of  vagotomy  and  a drainage  procedure 
on  one  hand  and  vagotomy  and  antral  resection 
on  the  other.  At  the  present  time  the  major 
controversy  regarding  surgical  management  of  peptic 
ulcer  disease  is  based  on  a preference  for  one  or 
the  other  procedures.  Vagotomy  and  pyloroplasty  is  a 
safer  procedure  while  vagotomy  and  antral  resection 
shows  the  lowest  recurrence  rate.  A prediction  is 
made  that  vagotomy  will  remain  the  fundamental  op- 
erative procedure  and  that  accompanying  antral  re- 
section or  drainage  procedure  will  depend  on  an  ac- 
curate preoperative  assessment  of  parietal  cell  mass. 
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The  Apprehensive  Hypertensive 


WELL, YOU  HAVE  WHAT  WE  CALL 
MODERATE  HYPERTENSION- 
HIGH  BLOOD  PRESSURE.  NOW  I 
DON'T  WANT  YOU  TO  WORRY, 

BUT  WE  ARE  GOING  TO  HAVE  TO 
CHANGE  A FEW  LIVING  HABITS. 
FIRST,  WE'RE  GOING  TO  HAVE  TO 
CUT  OUT  SMOKING-ALTOGETHER. 


THEN  WE  HAVE  j 
TO  LOSE  WEIGH’ 
20  POUNDS 
SHOULD  DO  IT... 
WE'LL  TALK  A LIT 
LATER  ABOUT  T> 


DIET  WE'RE  GOII 


Regrotori  to  lower  blood  pressui 

chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 


Regroton®:  chlorthalidone  50  mg.,  reserpine  U.S.P.  0.25  mg. 
Indications:  Hypertension.  Contraindications:  History  of  mental  depres- 
sion, hypersensitivity,  and  most  cases  of  severe  renal  or  hepatic  dis- 
eases. Warning:  With  the  administration  of  enteric-coated  potassium 
supplements,  which  should  be  used  only  when  adequate  dietary  sup- 
plementation is  not  practical,  the  possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been  required  and  deaths  have 
occurred.  Discontinue  coated  potassium-containing  formulations  imme- 
diately if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointesti- 
nal bleeding  occur.  Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs.  Use  in  pregnancy:  Because 
chlorthalidone  may  cross  the  placental  barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in  breast  milk,  this  drug  should  be  used  with 
care  in  pregnant  patients  and  nursing  mothers.  When  used  in  women 
of  childbearing  age,  the  potential  benefits  of  the  drug  should  be 
weighed  against  the  possible  hazards  to  the  fetus.  Use  of  chlorthalidone 
may  result  in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly 


other  adverse  reactions  which  have  occurred  in  the  adult.  Ini 
respiratory  secretions,  nasal  congestion,  cyanosis  and  anore> 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions: 
pertensive  therapy  with  this  drug  should  always  be  initiated  cai 
in  postsympathectomy  patients  and  in  patients  receiving  gar 
blocking  agents,  other  potent  antihypertensive  drugs,  or  curare, 
dosage  of  concomitant  antihypertensive  agents  by  at  least  one-l 
avoid  hypotension  during  surgery,  discontinue  therapy  with  thi: 
two  weeks  prior  to  elective  surgical  procedures.  In  emergency  s 
use,  if  needed,  anticholinergic  or  adrenergic  drugs  or  other  suf 
measures  as  indicated.  Because  of  the  possibility  of  progres 
renal  damage,  periodic  kidney  function  tests  are  indicated.  Disc 
if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  cor 
be  precipitated.  Electrolyte  imbalance,  sodium  and/or  potassi 
pletion  may  occur.  If  potassium  depletion  should  occur  during  t 
the  drug  should  be  discontinued  and  potassium  supplements 
provided  the  patient  does  not  have  marked  oliguria.  Take  particul 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients  re 


WE'VE  GOT  TO  GET 
PLENTY  OF  REST  AND 
TRY  TO  AVOID  SITUATIONS 
THAT  MAKE  US  ANXIOUS 
OR  TENSE.  AND  WE'LL 
TAKE  MEDICINETO  LOWER 


id  allay  anxiety  in  hypertension 


steroids,  ACTH,  or  digitalis.  Severe  salt  restriction  is  not  recom- 
I.  Use  cautiously  in  patients  with  ulcerative  colitis  or  gallstones 
colic  may  be  precipitated).  Bronchial  asthma  may  occur  in 
tible  patients.  Adverse  Reactions:  The  drug  is  generally  well 
d.  The  most  frequent  side  effects  are  nausea,  gastric  irritation, 
3,  diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
Jte  gout.  Other  potential  side  effects  include  angina  pectoris, 
depression,  bradycardia  and  ectopic  cardiac  rhythms  (espe- 
hen  used  with  digitalis),  drowsiness,  dull  sensorium,  hypergly- 
ind  glycosuria,  hyperuricemia,  lassitude,  restlessness,  transient 
, impotence  or  dysuria,  orthostatic  hypotension  which  may  be 
ited  when  chlorthalidone  is  combined  with  alcohol,  barbiturates 
otics,  leukopenia,  aplastic  anemia,  skin  rashes,  thrombocyto- 
agranulocytosis,  nasal  stuffiness,  increased  gastric  secretions, 
ire,  purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic 
and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the 
reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
I injection,  increased  susceptibility  to  colds,  dyspnea,  weight 


gain,  decreased  libido,  dryness  of  the  mouth,  deafness,  anorexia,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.l.  symptoms  de- 
velop after  prolonged  administration.  Jaundice,  xanthopsia,  paresthesia, 
photosensitization  and  necrotizing  angiitis  are  possible.  Average  Dos- 
age: One  tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)46-600-C 

For  details,  please  see  complete  prescribing  information. 


Regroton 


chlorthalidone  50  mg. 
reserpinell.S.P.  0.25  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety ...  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®—  methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  #2 

EXTENTABS 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 


methamphetamine  HCI  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


reactions  to  dieting. 

tions:  Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  ft.  HROBINS 


A.  H.  ROBINS  COMPANY. 
RICHMOND.  VA.  23220 


symptoms  of  mixed  anxiety-depression  are  rarely  clear-cut... 
but  they  are  orten  a clear  indication  Tor 

Mellaril 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 

Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 
Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 
Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  Skin— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other— A single  A 
case  described  as  parotid  swelling. 

SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  SANDOZ  69  384 


Mild  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,”  he  soon  suf- 
fers from  acute  discomfort ...  and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HC1)  and  the  dependable  anticholinergic 
/ antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient’s  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also. 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma; prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction:  known  hypersensitivity 
to  chlordiazepoxide  HC1  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  Cf 
depressants.  As  with  all  CNS-acting  drugs,  ca 
tion  patients  against  hazardous  occupations  t 
quiring  complete  mental  alertness  (e.g.,  operati 
machinery,  driving!.  Though  physical  and  ps 
chological  dependence  have  rarely  been  report 
on  recommended  doses,  use  caution  in  a 
ministering  Librium  (chlordiazepoxide  hydr 
chloride)  to  known  addiction-prone  individut 
or  those  who  might  increase  dosage;  withdraw 
symptoms  (including  convulsions),  followii 
discontinuation  of  the  drug  and  similar  to  tho 
seen  with  barbiturates,  have  been  reported.  U 
of  any  drug  in  pregnancy,  lactation,  or  in  worm 
of  childbearing  age  requires  that  its  potenti 
benefits  be  weighed  against  its  possible  hazard 
As  with  all  anticholinergic  drugs,  an  inhibitii 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  debilitate 
limit  dosage  to  smallest  effective  amount  to  pr 
elude  development  of  ataxia,  oversedation  ( 
confusion  (not  more  than  two  capsules  per  dt 
initially;  increase  gradually  as  needed  and  tole 


or  here. 
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d).  Though  generally  not  recommended,  if 
nbination  therapy  with  other  psychotropics 
ms  indicated,  carefully  consider  individual 
irmacologic  effects,  particularly  in  use  of  po- 
tiating  drugs  such  as  MAO  inhibitors  and 
.■nothiazines.  Observe  usual  precautions  in 
sence  of  impaired  renal  or  hepatic  function, 
adoxical  reactions  ( e.g .,  excitement,  stimula- 
n and  acute  rage)  have  been  reported  in  psy- 
atric  patients.  Employ  usual  precautions  in 
atment  of  anxiety  states  with  evidence  of  im- 
iding  depression;  suicidal  tendencies  may  be 
( sent  and  protective  measures  necessary.  Vari- 
| e effects  on  blood  coagulation  have  been 
■orted  very  rarely  in  patients  receiving  the 
Mg  and  oral  anticoagulants;  causal  relation- 
p has  not  been  established  clinically. 
ADVERSE  REACTIONS:  No  side  effects  or 
nifestations  not  seen  with  either  compound 
ne  have  been  reported  with  Librax.  When 
ordiazepoxide  hydrochloride  is  used  alone, 
Jwsiness,  ataxia  and  confusion  may  occur, 
recially  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide  hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diet. 


two  good  reasons 
for  prescribing 

LIBRAX 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide  HC1  and  2.5  mg  clidinium  Br. 


ROCHE 


LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


heavenly  relief 
for  unearthly  cough 


AfSTR 


Benyliri 

EXPECTORANT 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 
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Additional  information  available  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


•mol 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin 
base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many  forms 
of  llosone 

Erythromycin  Estolate 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  cc.  will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 
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A Report  of  the  Third  Annual  Kentucky  Camp  for 

Diabetic  Children 

Robert  E.  French,  M.D.*  and  Neal  Sanders,  M.D.** 

Lexington,  Kentucky 


In  1968,  50  diabetic  boys  and  girls  at- 
tended camp  near  Lexington.  No  severe 
insulin  reactions  occurred,  but  mild  re- 
actions occurred  daily  and  with  slightly 
greater  frequency  in  campers  having  a 
lesser  degree  of  glycosuria. 

SOON  after  crystalline  insulin  became 
available  for  clinical  use  in  1922,  Elliott 
P.  Joslin,  M.D.,  and  his  associates  be- 
came actively  involved  in  sponsoring  camps 
for  diabetic  children1.  Leonard  Wendt,  M.D., 
and  Franklin  B.  Peck,  M.D.,  established  the 
first  permanent  camp  near  Detroit  in  19252. 
In  1929  the  second  permanent  camp  was 
established  near  Cleveland  by  Henry  J.  John, 
M.D.3.  It  was  named  Camp  Ho  Mita  Koda 
(“Welcome  My  Friend”).  By  1968,  37  an- 
nual summer  camps  had  been  established  in 
27  states.  Of  those  states  adjoining  Kentucky, 
Ohio  has  three  camps,  and  Indiana,  West 
Virginia  and  Tennessee  each  have  one  camp. 
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Arkansas  does  not  yet  have  a diabetic  chil- 
dren’s camp. 

Philosophy  regarding  the  major  function  of 
these  camps  varies.  We  sent  questionnaires  to 
the  parents  of  our  1967  campers.  Although 
most  of  them  felt  that  the  camping  experience 
helped  the  child  learn  more  about  good  dia- 
betic management,  they  also  thought  that 
personality  development  and  adjustment  were 
major  benefits.  The  children  themselves 
thought  the  camping  activities  and  new  friends 
were  the  best  part  of  the  experience.  These 
responses  basically  agree  with  the  purposes 
summarized  by  Etzwiler4.  These  are  1 ) to 
provide  a camping  experience;  2)  to  improve 
regulation  of  the  child’s  condition;  3)  to  in- 
crease the  child’s  knowledge  and  understand- 
ing of  diabetes;  4)  to  promote  the  child’s 
emotional  development. 

Our  camp  opened  August  4th  at  Camp 
Daniel  Boone,  the  YMCA  Camp  on  the  Ken- 
tucky River  south  of  Lexington.  Fifty  diabetic 
children  attended  the  12 Vi  day  camping  ses- 
sion. More  than  half  came  from  Jefferson  and 
Fayette  counties.  Six  campers  were  from 
neighboring  states.  Their  ages  ranged  from 
eieht  to  16.  One  of  the  16-year-old  boys 
served  as  a junior  counselor.  The  age  distribu- 
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TABLE  I 


AGE  OF  CAMPER 

8 yrs.  9 

yrs. 

1 0 yrs.  1 1 yrs 

12  yrs. 

13  yrs. 

14  yrs.  15 

yrs. 

1 6 yrs. 

Number  of  campers: 

2 

7 

6 12 

10 

5 

3 3 

2 

DURATION  OF 

DIABETES  Less  than  one  yr. 

1-2 

yrs. 

2-3  yrs. 

3-5  yrs. 

5-10  yrs. 

Over  10 

Number  of  campers:  4 

1 

3 

8 

1 1 

10 

4 

50 

AGE  AT  ONSET  OF 

DIABETES  Less  than  2 yrs. 

2-3  yrs. 

4-5  yrs.  6-7  yrs. 

8-9  yrs. 

10-1  1 yrs. 

12-13  yrs. 

1 4- 

15  yrs 

Number  of  campers:  3 

5 

5 7 

13 

12 

4 

i 

tion  and  the  age  of  onset  and  duration  of 
diabetes  are  shown  in  Table  1. 

The  camp  medical  staff  consisted  of  one 
dietitian  and  an  assistant,  two  registered 
nurses,  and  two  physicians,  one  a resident  in 
pediatrics  and  the  other  a resident  in  internal 
medicine.  The  non-medical  staff  included  a 
camp  director  who  was  a graduate  law  student, 
a camp  program  director  who  was  also  a law 
student,  eight  senior  counselors  who  were  high 
school  and  college  students,  and  several  junior 
counselors  who  were  high  school  students. 
Before  camp  began,  all  personnel  had  been  in- 
structed in  the  recognition  and  treatment  of 
mild  hypoglycemic  reactions. 

When  the  children  arrived  at  camp  our 
medical  staff  briefly  interviewed  the  parents 
and  met  each  camper.  Cabin  assignments  were 
then  made,  and  the  campers  began  their  af- 
ternoon routine  which  consisted  of  a mid- 
afternoon snack,  organizational  activities,  and 
urine  testing  before  supper.  Urine  checks  were 
again  done  by  the  campers  under  medical 
supervision  prior  to  the  evening  snack  at  8:30 
p.m.  Before  bedtime  we  again  met  with  small 
groups  of  12-13  campers  and  went  over  the 
proper  procedure  for  testing  urine  sugar  and 
acetone  until  it  was  ascertained  that  each 
camper  was  familiar  with  this  procedure.  At 
midnight,  rounds  were  made  by  the  two 
physicians  and  each  camper  was  awakened. 

The  first  full  camping  day  began  when  the 
campers  were  awakened  at  7:15  a.m.  During 
the  next  hour  they  double  voided,  and  urine 
sugar  was  checked  on  the  second  voided 
specimen.  Urine  acetone  was  checked  if  3 or 
4 plus  glycosuria  was  present.  Most  of  the 
campers  then  administered  their  own  insulin 


injections  which  had  been  previously  with- 
drawn by  the  registered  nurses.  Most  campers 
who  did  not  want  to  administer  their  own 
injections  usually  became  motivated  to  do  so 
within  a few  days  when  they  saw  the  other 
children  doing  it.  However,  some  of  the  young- 
er children  were  still  too  immature  to  accept 
this  responsibility. 

Breakfast  was  served  at  8:15  and  the 
children  were  off  to  their  morning  activities  of 
horseback  riding,  archery,  canoeing,  riflery, 
nature  study,  swimming,  tennis  and  crafts. 
Special  activities  included  hikes,  cave  explora- 
tion, a scavenger  hunt,  a Saturday  night 
dance,  skit  night,  hootenannies,  pontoon  boat 
cruises  and  on  the  last  night  of  camp,  an 
evening  hike  to  the  council  fire. 

Following  the  noon  meal  each  day  short 
diabetic  discussions  were  held.  The  topics  in- 
cluded various  types  of  insulin,  differences  in 
peak  action  and  duration  of  action  of  inter- 
mediate and  short  acting  insulins,  and  the 
distinction  between  insulin  types  and  insulin 
concentrations.  In  other  sessions  we  discussed 
factors  influencing  insulin  requirements  and 
attempted  to  familiarize  the  campers  with  the 
essentials  of  early  recognition  and  treatment 
of  hypoglycemia,  and  prevention  of  ketoacido- 
sis. Individual  instruction  was  given  to  children 
who  did  not  know  how  to  withdraw  their  in- 
sulin, and  emphasis  was  placed  on  the  neces- 
sity for  observing  sterile  technique,  and  for 
continually  rechecking  the  label  regarding  the 
type  and  concentration  of  insulin.  Other  days 
were  devoted  to  discussions  of  food  types  and 
food  exchanges.  The  children  were  given 
ample  opportunity  to  ask  questions  not  only 
during  these  discussions,  but  also  during  in- 
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formal  conversations  as  the  opportunity  arose. 
Emphasis  was  placed  on  the  importance  of 
establishing  regularity  in  eating,  activity  and 
insulin  administration,  and  on  their  ability  to 
live  relatively  normal  lives  when  basic  re- 
quirements of  diabetic  management  were  ful- 
filled. The  daily  camp  routine  is  outlined 
below. 

Daily  Camp  Routine 

7:15  Arise,  void  and  drink  water;  wash 
up;  return  to  cabins  and  make  beds. 

7:30  Void  and  test  urine  on  second  voided 
specimen. 

8:00  Insulin  injections. 

8:15  Breakfast. 

9:00-10:15  First  activity  period,  (strenuous) 
10:15-10:45  Snack  Time  (160  calories). 
10:45-12:00  Second  activity  period. 

12:00  noon.  Void  and  test  urine. 

12:30  Lunch  time. 

1:00-2:00  Quiet  hour  with  diabetic  discus- 
sion. 

2:00-3:00  Third  activity  period,  (strenuous) 
3:00-3:30  Snack  time  (160  calories). 
3:30-4:30  Free  time  with  swimming  pool 
open. 

4:30  Void  and  test  urine.  Supplemental 
insulin  if  indicated. 

5:00-5:30  Free  time  for  fixing  hair,  singing, 
resting,  playing  etc. 

5:30  Supper. 

6:30-8:30  Evening  camp  activity. 

8:30  Void  and  test  urine. 

8:45  Snack  (380  calories). 

9:30-10:00  Lights  out. 

12:00  Midnight  check. 

Diabetic  Management 

Insulin  dosages  on  the  first  camping  day 
were  calculated  on  the  basis  of  what  the  child 
had  been  receiving  at  home,  other  relevant 
history  obtained  from  interviews  with  the 
parents,  and  observations  of  the  two  urine 
checks  which  were  obtained  on  the  day  of 
arrival  at  camp.  In  general,  the  dose  was 
reduced  10  per  cent  below  that  which  the 
child  had  been  taking  at  home.  Exceptions 
were  made  if  the  child  was  spilling  acetone  or 
had  3 or  4 plus  glycosuria  on  the  day  of 
arrival. 


Although  we  attempted  to  keep  the  campers 
on  the  same  basic  insulin  regimen  which  they 
had  been  using  at  home,  it  proved  necessary 
to  make  some  modifications  based  on  the 
pattern  of  glycosuria  throughout  the  day.  In 
many  cases  smoother  control  was  possible  by 
adding  or  increasing  short  acting  insulin  and 
by  reducing  the  intermediate  or  long  acting 
insulin.  The  average  increment  in  short  acting 
insulins  (regular  and  semilente)  was  about  six 
units  per  camper  daily  and  the  average  de- 
crease in  intermediate  and  long  acting  insulins 
(NPH,  lente  and  ultralente)  was  about  five 
units  per  camper  daily.  Unlike  many  other 
camps  which  have  reported  a significant  de- 
crease in  insulin  usage  at  camp  as  compared 
with  the  usage  at  home,  our  overall  change  in 
insulin  usage  was  almost  negligible.  Actually, 
rather  than  decreasing,  insulin  administration 
increased  minimally,  about  1 Vi  units  per  camp- 
er daily  by  the  last  three  days  of  camp 
as  compared  to  the  stated  dosage  just  prior  to 
camp.  Nevertheless,  there  were  marked  indi- 
vidual variations  in  total  insulin  dosage  change 
as  shown  in  Table  II. 

TABLE  n 

Change  in  Total  Daily  Insulin  Dose 

(NUMBER  OF  CAMPERS) 

Boys  Girls  Combined 

Increased  16-20  units  0 

Increased  11-15  units  4 ' ® 

Increased  6-10  units  3 7 1 

Increased  1-5  units  5 3 

Unchanged  2 2 4 

Decreased  1-5  units  7 6 13 

Decreased  6-10  units  0 5 5 

Decreased  11-15  units  12  3 

Decreased  1 6-20  units  0 0 0 

Decreased  21-25  units  0 1 1 


At  the  beginning  of  camp  we  instructed  the 
camp  counselors  to  report  to  us  all  episodes 
which  they  felt  to  be  compatible  with  hypo- 
glycemic episodes,  and  for  which  they  had 
given  the  camper  supplemental  carbohydrate. 
Also,  at  several  times  during  the  camping 
period  we  asked  the  campers  individually 
whether  they  had  experienced  “insulin  reac- 
tions”. During  the  1214  day  camping  period, 
122  such  episodes  were  recorded.  None  of 
these  required  treatment  with  intravenous 
glucose,  and  none  of  the  campers  lost  con- 
sciousness, or  convulsed.  Glucagon  was  used 
in  some  cases,  and  oral  carbohydrates  were 
given  in  all  cases,  usually  in  the  form  of 
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juice,  but  sometimes  as  “instant  glucose”,  a 
viscous  glucose  preparation. 

The  incidence  of  “insulin  reactions”  can  be 
compared  to  reports  of  other  camps  by  con- 
verting the  figures  into  a frequency  rate  ex- 
pressed as  reactions  per  camper  day.  Our  rate 
of  0.20  reactions  per  camper  day  is  similar  to 
the  rates  reported  by  other  camps  and  is 
identical  to  that  reported  by  Shipp  at  Florida’s 
Camp  Immokalee5.  Parenthetically,  it  is  in- 
teresting that  Shipp  reported  blood  sugar 
values  of  50  mg  per  cent  or  below  on  routine 
determinations  in  several  asymptomatic  camp- 
ers. 

We  also  attempted  to  document  the  fre- 
quency of  ketonuria.  Campers  were  instructed 
to  test  their  urine  with  ketostix  when  the 
urine  sugar  was  greater  than  2 plus  by  the 
clinitest  method.  Of  the  2,556  urine  checks 
recorded,  ketonuria  was  found  in  five  per  cent. 
This  is  probably  an  underestimation  since 
ketonuria  sometimes  occurs  when  the  urine 
sugar  is  less  than  3 plus.  Also,  some  children 
occasionally  discarded  the  urine  specimen  be- 
fore the  urine  could  be  tested  for  ketone 
bodies.  Both  the  frequency  of  ketonuria  and 
the  frequency  of  “insulin  reactions”  decreased 
significantly  during  the  latter  part  of  the 
camping  period.  The  figures  are  shown  in 
Table  III. 

Despite  daily  adjustments  of  insulin  dosage, 
some  campers  were  never  adequately  regulated 
whereas  other  campers  remained  stable  after 
their  initial  ten  per  cent  reduction  in  dosage. 
The  marked  individual  variation  in  the  fre- 
quency of  ketonuria  and  of  “insulin  reactions” 
is  shown  in  Table  IV. 

We  attempted  to  evaluate  some  of  the 
factors  which  might  influence  diabetic  control 
by  classifying  each  camper  into  one  of  four 


TABLE  III 

NO.  OF  “INSULIN  REACTIONS”. 

1st  Fla  If 

2nd  Half 

Combined 

of 

Camp. 

of  Camp. 

Total 

Girls 

43 

35 

78 

Boys 

29 

15 

44 

Combined 

72 

50 

122 

NO.  OF  URINE  CHECKS 

SHOWING  KETONURIA. 

Girls 

47 

23 

70 

Boys 

35 

19 

54 

Combined 

82 

42 

124 

groups  depending  on  the  degree  and  frequency 
of  glycosuria  and  whether  the  camper  was  on 
a “free  diet”  or  a measured  diet.  Groups  A 
and  B arbitrarily  included  all  campers  having 
0 to  2 plus  glycosuria  on  greater  than  50  per 
cent  of  the  routine  urine  checks.  Groups  C 
and  D arbitrarily  included  all  campers  having 
3 or  4 plus  glycosuria  on  more  than  50  per 
cent  of  their  routine  urine  checks.  Groups  A 
and  C were  on  measured  diets  during  the 
major  portion  of  their  camping  period  and 
groups  B and  D were  on  “free  diets”. 

Table  V shows  the  number  of  campers  in 
each  group  and  some  of  the  other  variables 
which  might  influence  diabetic  control.  The 
average  age  of  the  campers  in  the  more  poorly 
controlled  groups  was  slightly  greater,  and  the 
average  duration  of  diabetes  was  about  a year 
longer  than  that  of  campers  in  the  better  con- 
trolled groups.  The  campers  in  the  better 
controlled  groups  were  taking  less  insulin  than 
those  in  the  more  poorly  controlled  groups, 
but  this  difference  may  be  partially  related  to 
the  predominance  of  girls,  and  thus  smaller 
individuals,  in  the  better  controlled  groups. 

A very  simple  index  of  diabetic  control  was 
calculated  for  each  group  by  dividing  the 


TABLE  IV 

NUMBER  OF  OCCASIONS  “Insulin  Reactions”  Ketonuria 


DURING  THE  1 2 '/j  DAY 


CAMPING  PERIOD. 

Boys 

Girls 

Combined 

Boys 

Girls 

Combined 

None 

7 

3 

10 

10 

1 1 

21 

1-2  times 

9 

13 

22 

5 

7 

12 

3-5  times 

4 

8 

12 

2 

6 

8 

6-10  times 

2 

3 

5 

4 

2 

6 

Over  ten  times 

0 

1 

1 

1 

2 

3 

Total  Campers 

22 

28 

50 

22 

28 

50 
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TABLE  V 


“Better 

Controlled" 

“More 

Poorly  Controlled" 

Group  A 

Group  B 

Group 

C 

Group  D 

Combined 

DIET 

Measured 

"Free” 

Measured 

“Free” 

Total 

Number  of  Campers 
in  Group. 

22  (44%) 

6 (12%) 

8 (16%) 

14  (28%) 

50  Campers 

Ratio:  Boys/Girls 

7/15 

3/3 

3/5 

9/5 

22/28 

Average  Age. 

1 1.3  yrs. 

10.3  yrs. 

1 1 .5  yrs. 

12.4  yrs. 

11.5  yrs. 

Average  Duration 
of  Diabetes. 

3 yrs. 

4 yrs. 

4.5  yrs. 

5 yrs. 

4 yrs. 

Average  Daily 
Insulin  Dose. 

34.5  units. 

30.8  units 

42  units. 

46  units 

38.5  units 

Average  Change  in 
Daily  Insulin 
Dose,  at  Camp. 

4.5  units 
less. 

1 unit 

less. 

5 units 
more. 

7 units 
more. 

1 V2  units 
more. 

Index  of  Control: 
(Percentage  of  Urine 
Checks  Showing  0 to 
2 plus  Glycosuria). 
1st  Half  of  Camp 
2d  Half  of  Camp 

66% 

77% 

63% 

65% 

37% 

41  % 

36% 

34% 

52.6% 

57.7% 

Overall  Camp  Period 

71  % 

64% 

39% 

35% 

55% 

Frequency  of  Acetonuria 

2.7% 

3.5  % 

9% 

6.4% 

5% 

Frequency  of  “Insulin 
Reactions"  Expressed 
as  “Reactions  per 
Camper  Day”. 

1st  Half  of  Camp 
2nd  Half  of  Camp 

0.23 
0 23 

0.37 

0.19 

0.1  2 
0.18 

0.19 

0.08 

0.234 

0.162 

Overall  Camp  Period 

0.23 

0.28 

0.15 

0.14 

0 20 

Average  Prescribed  Diet. 

2880  Cal. /Day 

2830  Cal. /Day 

Average  Increase  in  Diet 
During  Camping  Period. 

60/Cal./Day. 

60  Cal. /Day 

Deviation  from  Average 
Weight,  (Based  on 
Height) . 

0.4% 

above. 

1 % 
above. 

0.6% 

above. 

1 % 
below. 

Norm 

number  of  urine  checks  showing  0 to  2 plus 
glycosuria  by  the  total  number  of  urine  checks. 
Campers  who  were  on  measured  diets  had  an 
index  of  control  of  62.5  per  cent  as  compared 
to  an  index  of  43.5  per  cent  for  the  campers 
on  “free  diets”.  The  frequency  of  “insulin 
reactions”  was  also  slightly  higher  for  campers 
on  measured  diets. 

Discussion 

Observations  of  various  factors  influencing 
diabetic  regulation  among  the  50  campers  at 
the  1968  Kentucky  Camp  for  Diabetic  Chil- 
dren clearly  demonstrate  the  expected  inverse 
relationship  between  decreased  glycosuria  and 
the  frequency  of  “insulin  reactions”.  Never- 
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theless,  over  the  12^2  day  camping  period  the 
index  of  diabetic  control  for  the  camp  as  a 
whole  increased  by  about  five  per  cent  without 
an  increase  in  the  frequency  of  “insulin  re- 
actions”. Reactions  in  fact  decreased  by  about 
0.07  reactions  per  camper  day.  We  attributed 
this  tendency  toward  better  overall  regulation 
partially  to  the  identification  of  campers  who 
required  significant  changes  in  their  total  insu- 
lin doses.  Also,  in  part,  this  tendency  was 
probably  related  to  the  general  reduction  in 
the  dosages  of  intermediate  and  long  acting 
insulins  and  to  the  general  increase  in  the 
dosages  of  the  shorter  acting  insulins. 

Although  the  frequency  of  “insulin  reac- 
tions” among  the  girl  campers  was  higher  than 
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among  the  boys,  this  difference  may  have 
been  partially  artifactual  since  there  were  al- 
most twice  as  many  girls  in  the  better  con- 
trolled groups  than  in  the  more  poorly  con- 
trolled groups. 

Better  diabetic  control  appeared  to  be  posi- 
tively correlated  with  campers  who  received 
measured  diets.  Seventy  per  cent  of  the 
campers  on  measured  diets  were  in  the  better 
controlled  groups,  as  compared  to  only  30  per 
cent  of  those  who  were  on  “free  diets”.  The 
possibility  that  more  severely  diabetic  children 
may  have  predominated  in  the  groups  of 
campers  receiving  “free  diets”  cannot  be  ex- 
cluded, however. 

It  appears  significant  that  campers  on  “free 
diets"  had  a decreased  frequency  of  “insulin 
reactions”  during  the  second  half  of  the 
camping  period  although  there  was  not  any 
significant  improvement  in  the  degree  of 
glycosuria.  By  comparison,  campers  on  meas- 
ured diets  showed  a tendency  toward  better 
diabetic  control  in  terms  of  decreased  glyco- 
suria, but  the  frequency  of  “insulin  reactions” 
did  not  diminish  during  the  second  half  of  the 
camping  period. 

Looking  at  the  camp  as  a whole,  optimum 
regulation  appeared  to  coincide  with  an  index 
of  control  of  about  57  or  58  per  cent  on  any 
given  day.  Above  this  level,  the  frequency  of 
“insulin  reactions”  tended  to  rise  above  the 
norm  of  ten  per  day.  Figure  1 illustrates  this 
graphically. 

We  hope  that  these  observations  of  our 
1968  campers  will  help  provide  a baseline  for 
future  attempts  to  identify  specific  factors 
which  will  allow  more  rapid  adjustments  of 
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FIGURE  I 


insulin  dosages  for  diabetic  campers  as  they 
are  suddenly  confronted  with  changes  in  ac- 
tivity, diet  and  their  whole  pattern  of  living 
during  the  camping  period. 


References 

1 ) Marble,  Alexander:  Summer  Camps  for  Diabetic  Children 

Diabetes,  1:245-251,  May-June,  1952. 

2)  Wendt,  Leonard  F.C.  and  Peck,  Franklin  B.:  The 

Summer  Camp  as  a Factor  in  Controi  of  Diabetic 
Children.  JAMA,  96:1217-1219,  April  11,  1931. 

3)  John,  Henry  J. : The  Planning  of  a Camp  for  Diabetic 

Children,  Am.  J.  Med,  1:642-648,  December.  1946 

4)  Erzwiler,  Donnell  D„  Drummond,  Keith  R..  Medina, 

Ambrosio  M.,  Youngquist,  Ronald  B.  and  Siemers! 
Dorothy  E. : Wilderness  Camping  for  the  Diabetic, 

Diabetes,  14:676-681,  October,  1965. 

5)  Shipp,  Joseph  C. : A Florida  Summer  Camp  for  Diabetic 

Children,  JAMA,  184:312-314,  April  27,  1963. 


748 


October  1969  • The  Journal  of  U \ 


Deaths  in  a Small  Community  Hospital 

Romeo  S.  Berardi,  M.D.*  and  Mary  A.  Hall.  M.D.** 

McDowell,  Kentucky 


This  article  details  a study  of  all  deaths 
occurring  in  a four  and  one-half  year 
period  in  a small  community  hospital. 
Its  importance  is  underlined  from  an 
educational,  clinical,  administrative  and 
planning  point  of  view. 

IT  IS  not  customary  for  one  to  embark 
upon  a study  of  deaths  occurring  in  any 
given  hospital,  much  less  for  one  to  be 
willing  to  submit  such  data  for  publication. 
However,  from  an  objective  point  of  view, 
much  can  be  learned  and  taught  from  such  a 
detailed  review. 

Although  it  had  been  common  practice  for 
hospitals  to  speak  of  net  death  rate,  which 
excludes  deaths  occurring  during  the  first  48 
hours  after  admission,  it  is  becoming  clear 
that  such  a policy  no  longer  has  any  mean- 
ingful significance.  As  a matter  of  fact,  it  is 
being  realized  that  one  of  the  most  effective 
ways  of  determining  whether  the  hospital  and 
its  medical  staff  are  deliverinng  the  latest  and 
best  of  medical  knowledge,  is  precisely  by 
studying  those  deaths  which  occur  within  48 
hours  of  admission. 

The  magnitude  of  the  problem  of  early 
hospital  deaths  becomes  evident  when  one 
considers  that  approximately  25  per  cent  of 
60,000  patients  who  died  in  1963  in  294 
hospitals  did  so  during  the  first  or  second  day 
of  hospitalization.  These  hospitals  had  more 
than  2,400,000  admissions  during  the  same 
year  and  are  considered  fairly  representative 
of  short-term  general  hospitals  in  the  United 
States  and  Canada1. 

Since  July,  1966,  all  deaths  occurring  in  the 
McDowell  Appalachian  Regional  Hospital 


* Chief  of  Surgery,  Appalachian  Regional  Hospital, 
McDowell,  Kentucky 

** Family  physician,  ARH,  McDowell,  Kentucky 


have  been  thoroughly  presented  and  discussed 
at  its  monthly  mortality  meeting.  This  attitude 
was  unanimously  adopted  by  the  medical  staff 
for  it  was  realized  that  such  a policy  could 
only  result  in  improved  care  and  diagnosis. 
Including  early  hospital  deaths  only  added  to 
our  conviction.  This  approach  has  also  gradu- 
ally brought  forth  fruitful  improvements  and 
needs  for  our  hospital.  Granted  that  not  all 
requested  improvements  have  been  met  be- 
cause of  financial  considerations,  the  medical 
staff  has  found  itself  in  a position  to  assign 
significant  priorities  to  its  recommendations 
which  are  being  progressively  realized.  The 
educational  benefits  derived  from  such  pres- 
entations are  evident. 

The  McDowell  Appalachian  Regional  Hos- 
pital is  a 60  bed  institution  located  in  the 
southeastern  part  of  Kentucky.  It  is  staffed 
by  eight  physicians,  three  general  physicians 
and  five  specialists,  three  of  whom  are  board 
certified.  The  hospital  has  an  approved  af- 
filiate surgical  residency  program  and  an  ap- 
proved clinical  cancer  program.  Since  its 
opening  in  1956,  three-year  approvals  have 
consistently  been  received  from  the  Joint 
Commission  on  Accreditations  of  the  Ameri- 
can Medical  Association. 

This  study  covers  the  period  of  July,  1964 
to  January,  1969,  and  includes  all  deaths 
occurring  in  the  hospital.  The  purpose  is  to 
underscore  its  importance  from  an  educational, 
clinical,  administrative  and  planning  point  of 
view. 

Clinical  Material  and  Data 

During  this  study  period,  9402  patients 
were  admitted  to  the  hospital.  2405  operations 
were  performed  and  183  deaths  occurred  in- 
cluding newborns. 

Of  the  183  deaths,  16  or  8.7  per  cent  were 
considered  operative,  that  is,  occurring  within 
a 30  day  period  following  operation,  giving  a 
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mortality  rate  of  0.64  per  cent.  This  is  well 
within  the  predictable  national  average  of  17 
per  thousand  operated  patients  for  short-term 
general  hospitals2. 

Thirty-eight  or  20.7  per  cent  of  the  total 
deaths  were  terminal  cancer  patients.  Some 
terminal  cancer  patients  are  cared  for  in  the 
hospital  for  reasons  which  will  be  elaborated 
upon  later.  In  spite  of  this  policy  our  hospital 
stay  per  patient  has  averaged  about  six  days 
over  the  past  four  and  one-half  years. 

There  were  65  early  deaths  (within  48 
hours),  accounting  for  35.5  per  cent  of  the 
total  as  compared  to  118  or  64.5  per  cent 
late  deaths  (after  48  hours).  Fifty  or  73.8 
per  cent  of  the  early  deaths  occurred  within 
24  hours  of  admission. 

Of  the  early  deaths  47  were  males  and  18 
females,  giving  a male/female  ratio  of  2.6:1. 
The  median  age  was  52.5  years  with  a range 
from  the  newborn  to  89  years.  The  following 
represents  the  age  distribution  for  the  early 
death  group: 


0-1  years  13 

1-10  2 

10-20  1 

20-30  0 

30-40  2 

40-50  2 

50-60  14 

60-70  6 

70-80  13 

80-  12 


Total  65 

Of  the  late  deaths  76  were  males  and  42 
females,  giving  a male/female  ratio  of  1.8:1. 
This  group  had  a median  age  of  63.1  years, 
ranging  from  the  newborn  to  100  years.  The 
age  distribution  for  this  group  is  as  follows: 


0-1  years  1 

1-10  1 

10-20  0 

20-30  1 

30-40  5 

40-50  5 

50-60  24 

60-70  30 

70-80  33 

80-90  16 

90-  2 


Total  1 1 8 

The  causes  of  early  deaths  are  given  below. 
Although  many  had  significant  contributing 
causes,  only  what  was  believed  to  be  the 
primary  cause  was  ascertained  from  each 
case.  When  a pathologic  diagnosis  was  avail- 


able, the  primary  cause  of  death  was  obtained 
from  this  report. 


Myocardial  Infarction  15 

Congestive  Heart  Failure  8 

Prematurity  (Newborn)  8 

Trauma  8 

Terminal  Malignancy  7 

Cerebral  Thrombosis  5 

Bronchopneumonia/Pneumonia 2 

Pulmonary  Embolism  2 

Cerebral  Hemorrhage  ( non-traumatic)  ....  2 

Meningitis  2 

Respiratory  Failure  2 

Aspiration  2 

Exanguination  1 

Gastroenteritis  1 


Total  65 

In  the  late  group  the  causes  of  death  were 
as  follows: 


Terminal  Malignancy  31 

Congestive  Heart  Failure  19 

Cerebral  Thrombosis  16 

Myocardial  Infarction  15 

Bronchopneumonia/Pneumonia  14 

Pulmonary  Embolism  7 

Cerebral  Hemorrhage  (non-traumatic)  ....  3 

Trauma  2 

Respiratory  Failure  2 

Peritonitis  2 

Septicemia  2 

Hepatic  Coma  1 

Burns  1 

Malignant  Hypertension  1 

Prematurity  (Newborn)  1 

Aspiration  1 


Total  1 1 8 

The  length  of  stay  in  the  late  death  group 
averaged  14.7  days  with  a range  of  three  to 
120  days.  Three  patients  remained  in  the 
hospital  over  100  days,  nine  between  30  and 
100  days  and  the  remainder  less  than  30  days. 

In  both  groups  62  or  33.8  per  cent  of  the 
total  had  the  benefit  of  consultation.  Thirty- 
five  autopsies  were  obtained  giving  a rate  of 
19  per  cent.  Clinical  diagnoses  coincided  with 
anatomical  diagnoses  in  74.2  per  cent  of  the 
cases. 

Discussion 

A study  of  deaths  provides  material  for 
many  important  considerations.  In  this  study 
27.3  per  cent  of  all  deaths  occurred  within  48 
hours  of  admission.  Six  of  these  were  either 
so  critically  injured  or  ill  that  death  ensued 
within  one  hour  after  arrival  to  the  emergency 
room.  Although  this  percentage  appears  to  be 
somewhat  higher  than  the  25  per  cent  figure 
alluded  to  above,  it  must  be  noted  that  of  the 
total  group  of  deaths,  38  or  20.7  per  cent 
were  terminal  cancer  patients.  In  any  event, 
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it  does  point  out  the  necessity  of  maintaining 
a readied,  adequately  equipped  and  well 
staffed  emergency  room. 

Of  the  16  operative  deaths,  three  resulted 
from  severe  forms  of  trauma  to  the  head,  one 
from  a massive  crush  injury  to  the  abdomen 
and  pelvis  with  internal  bleeding  and  four  had 
a non-resectable  cancer  with  metastases.  Two 
were  considered  purely  anesthetic,  one  oc- 
curring after  an  uneventful  operation  and  the 
other  during  induction.  The  over-all  operative 
mortality  rate  was  0.64  per  cent,  well  within 
the  17  per  thousand  operated  patient  range 
cited  above. 

It  might  be  asked  why  terminal  cancer 
patients  are  admitted  to  the  hospital  for  what 
amounts  simply  to  nursing  care?  Our  area  has 
a very  limited  number  of  good  nursing  homes; 
most  people  in  this  area  are  convinced  that 
such  patients  are  the  primary  responsibility  of 
the  physician;  home  care  is  for  the  most  part 
unavailable;  the  medical  staff  feels  that  it  is 
much  better  to  have  such  patients  die  in  the 
hospital  rather  than  to  leave  them  with  people 
who  are  not  only  incapable  of  rendering  ter- 
minal care  but  who  for  the  most  part  have  no 
desire  to  do  so.  This  policy  has  not  increased 
the  average  patient’s  hospital  stay,  being  about 
6 days  during  this  study  period. 

As  can  be  noted  from  the  age  distribution 
of  both  groups,  the  overwhelming  majority  of 
patients  were  above  50  years,  30  being  over 
80  years  old.  This  characterizes  our  general 
hospital  population  which  consists  of  a good 
proportion  of  geriatric  patients. 

This  study  conclusively  proves  the  convic- 
tion that  intensive  coronary  units  are  a neces- 
sity in  small  community  hospitals.  Thirty 
patients  in  either  group  died  primarily  from 
myocardial  infarction.  This  was  either  shown 
at  autopsy  or  by  electrocardiography.  It  is  the 
decided  opinion  of  the  medical  staff  of  this 
hospital  that  cardiac  monitoring  devices  would 
salvage  a substantial  number  of  these  patients 
and  would  certainly  add  effectively  to  the 
over-all  care  of  the  coronary  patient. 

Infant  deaths  were  included  in  this  study  in 
order  to  determine  foreseeable  and  feasible 
means  of  performing  better  in  the  care  of 
these  infants.  Of  the  14  deaths  in  this  cate- 
gory, nine  were  premature,  two  having  con- 
genital anomalies  incompatible  with  life.  All 


nine  died  within  three  days.  Of  the  remaining 
four,  two  died  as  a result  of  meningitis  and 
two  from  severe  head  injuries  secondary  to 
trauma.  The  infant  death  rates  in  Kentucky 
have  shown  improvement,  from  a rate  of  28.6 
infant  deaths  per  1000  live  births  in  1957  to 
24.1  in  19673.  The  infant  death  rate  in  this 
hospital  was  14  in  1045  live  births  during  this 
four  and  one-half  year  period.  The  necessity 
of  continued  improvement  and  competent  nurs- 
ery personnel  is  realized. 

The  multiple  injured  patient  in  small  com- 
munity hospitals  is  as  much  a responsibility 
as  in  larger  centers.  These  are  precisely  those 
patients  who  require  immediacy  and  accuracy 
of  treatment.  Well  organized,  equipped  and 
staffed  emergency  rooms  ready  to  assume  this 
increasing  demand  are  mandatory. 

Aspiration  accounted  for  three  deaths,  two 
early  and  one  late.  Although  it  occurred  in 
debilitated  patients,  it  is  the  feeling  of  our 
nursing  staff  that  it  can  be  further  decreased. 
This  is  being  assumed  as  a nursing  responsi- 
bility. Up-dating  methods  and  continued  in- 
struction are  most  important. 

The  low  autopsy  rate  in  this  study  most 
certainly  must  be  increased.  The  greater  ma- 
jority of  autopsies  are  obtained  by  the  more 
permanent  members  of  the  staff,  whereas  those 
physicians  who  are  more  or  less  transient  have 
contributed  very  little  in  this  regard. 

Appropriate  and  immediate  consultations  in 
the  various  specialties  remain  a problem  in 
small  community  hospitals,  since  the  greater 
majority  are  not  represented  on  the  active 
staff.  Whenever  such  consultations  are  avail- 
able, results  are  decidedly  improved. 

We  are  not  dwelling  on  the  illusion  that  all 
deaths  are  preventable.  What  is  most  impor- 
tant, however,  is  that  our  performance  be 
periodically  reassessed  in  order  to  improve 
upon  the  care  delivered  to  these  patients  and 
thereby  to  all  patients  in  general. 

Conclusions 

A study  of  all  deaths  in  a four  and  one-half 
year  period  occurring  in  a small  community 
hospital  was  reviewed.  Pertinent  data  have 
been  presented  and  discussed.  It  is  suggested 
that  such  studies  be  carried  out  in  all  small 
community  hospitals.  Its  value  is  quite  ap- 
parent from  an  educational,  clinical,  admini- 
strative and  planning  point  of  view. 

(Continued  on  Page  781 ) 
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Bleeding  into  the  subarachnoid  space 
most  likely  signals  the  presence  of  an 
intracranial  aneurysm.  This  analysis  em- 
phasizes simple  techniques  of  diagnosis 
and  outlines  the  results  of  treatment 
based  on  100  consecutive  cases. 

THE  SUDDEN  escape  of  blood  into  the 
cerebrospinal  fluid  produces  a charac- 
teristic clinical  picture.  Often  subarach- 
noid hemorrhage  (SAH)  signals  the  presence 
of  a potentially  curable  lesion.  The  curability 
of  this  lesion  depends  on  the  state  of  the 
patient  after  the  hemorrhage,  as  well  as 
proper  timing  and  selection  of  neurosurgical 
treatment. 

The  family  physician  is  a key  link  in  this 
therapeutic  chain  for  it  is  he  who  must  recognize 
the  condition  and  initiate  treatment.  An  analy- 
sis of  100  consecutive  cases  of  subarachnoid 
hemorrhage  encountered  at  the  University  of 
Kentucky  Medical  Center  is  presented  to 
emphasize  some  principles  of  management. 

Diagnosis 

The  diagnosis  of  subarachnoid  hemorrhage 
is  based  upon  the  history,  symptoms  and 
signs  associated  with  the  presence  of  blood  in 
cerebrospinal  fluid. 

The  symptoms  and/or  signs  fall  into  two 
categories: 

( 1 ) Signs  and  symptoms  related  to  the 
irritation  of  the  meninges  due  to  the  presence 
of  blood  in  cerebrospinal  fluid.  The  menin- 
geal irritation  most  commonly  produces  a 
dramatic  sudden  headache,  which  may  be 
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generalized,  retro-orbital  or  suboccipital.  The 
headache  is  most  often  described  as  being 
unlike  anything  the  patient  has  experienced 
before,  and  may  be  shortly  followed  by  un- 
consciousness or  drowsiness,  confusion  and 
photophobia.  A common  associated  finding  is 
nuchal  rigidity  which  results  from  reflex  con- 
traction of  the  cervical  muscles  secondary  to 
meningeal  irritation. 

(2 ) Local  involvement  of  one  part  of  the 
nervous  system.  Examples  of  this  type  of 
clinical  manifestation  include:  (a)  hemipare- 
sis  from  an  intracerebral  rupture  of  a middle 
cerebral  aneurysm  and  (b)  oculomotor  palsy 
secondary  to  third  nerve  compression  by  an 
aneurysm  near  the  origin  of  the  posterior 
communicating  artery,  etc.  These  will  be  dealt 
with  more  fully  when  the  individual  cate- 
gories of  lesions  are  discussed. 

Lumbar  Puncture 

The  most  important  procedure  in  confirm- 
ing diagnosis  of  a subarachnoid  hemorrhage  is 
the  lumbar  puncture.  Pitfalls  await  the  phy- 
sician even  after  the  lumbar  puncture  needle 
is  properly  positioned.  Attention  to  detail  in 
analysis  of  the  fluid  is  imperative. 

The  most  dependable  indicator  of  spon- 
taneous subarachnoid  hemorrhage  is  the  oc- 
currence of  xanthochromia  of  the  supernatant 
fluid  after  the  blood  CSF  is  centrifuged.  Faint 
xanthochromia  may  be  detectable  only  when 
the  supernatant  is  compared  against  the  same 
background  with  clear  water  placed  in  the 
same  type  of  vial  containing  the  CSF. 
Xanthochromia  is  due  to  the  pigment  bilirubin 
converted  from  the  breakdown  of  hemoglobin 
released  from  damaged  red  cells.  The  exact 
time  after  the  bleed  when  xanthochromia  first 
appears  is  uncertain,  but  most  authorities 
agree  that  it  takes  about  four  hours  from  the 
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moment  of  subarachnoid  hemorrhage;  there- 
fore, it  is  essential  that  the  CSF  specimen  be 
centrifuged  immediately  after  it  is  obtained, 
since  red  cells  will  continue  to  break  down  in 
the  tube.  Other  commonly  employed  tech- 
niques used  to  differentiate  a traumatic  tap 
from  a spontaneous  subarachnoid  hemorrhage — 
such  as  lack  of  clearing  of  bloody  CSF 
when  collected  in  three  tubes,  and  the  pres- 
ence of  red  cell  crenation — are  unreliable. 
While  the  clearing  phenomenon  does  tend  to 
indicate  that  the  tap  was  traumatic,  the  lack 
of  clearing  does  NOT  rule  out  a traumatic 
tap.  Red  cell  crenation  appears  immediately 
after  blood  is  mixed  with  spinal  fluid  when  the 
tap  is  traumatic,  hence  this  finding  is  of  no 
value  in  establishing  a diagnosis. 

The  opening  pressure  is  usually  elevated, 
frequently  over  350  mm  of  CSF.  There  is  no 
place  for  bilateral  jugular  compression 
(Oueckenstedt  test),  and  its  performance  in 
individuals  with  increased  intracranial  pres- 
sures may  precipitate  a caudal  shift  of  intra- 
cranial structures  threatening  the  patient’s  life. 

Further  Management  and  Treatment 

Further  management  and  treatment  depend 
on  the  patient’s  state  of  consciousness,  pres- 
ence or  absence  of  a focal  neurological 
deficit,  and  the  presence  of  associated  illness, 
(e.g.  severe  pulmonary  or  hypertensive  car- 
diovascular disease).  Based  upon  the  patient's 
condition  (Table  I)  a clinical  class  is  as- 
signed1. The  system  arose  from  the  observa- 
tion that  early  operation  in  patients  with 
aneurysms  who  were  alert  or  had  a negligible 


TABLE  I 

(Modified  after  Botterell1) 

Classification  of  Patients  with  Subarachnoid  Hemorrhage 


Grade 

Slate  of 
Consciousness 

Meningeal 

Irritation 

Hemiparesis 

1 

alert 

absent  or 

absent 

mild 

II 

alert 

mild  to 

abent  or 

moderate 

mild 

III 

drowsy  and/or 

moderate 

moderate 

or  severe 

or  severe 

IV 

stuporous  and/or 

decerebrate 

V 

comatose 

Nofe: 

The  patient  advances 

one  grade 

(e.g.  from  II  ! 

III)  with  any  one  or  two  of  the  following  findings:  se- 
vere diabetes,  established  hypertension  (diastolic  greater 
than  110  mm  Hg),  severe  pulmonary  disease,  severe 
cardiac  or  other  peripheral  vascular  disease,  marked 
obesity,  age  65  or  over,  other  major  medical  problem 
(e.g.  liver  disease) . 
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neurological  deficit  was  successful  whereas 
operations  upon  patients  with  a marked  deficit 
or  in  coma  was  associated  with  a high  mortal- 
ity. 

The  timing  of  angiography  and  management 
is  indicated  in  Table  II. 

TABLE  II 

Timing  of  Angiography  and  Operation  According 


Grade 

to  Patient  Classification 

Timing  of  Angiogram  and  Operation 

1 & II 

Early  angiography  and  operation 

III 

Early  angiography  and  manage  conser- 
vatively until  grade  1 or  II  is  reached 
unless  there  is  evidence  of  a rebleed 
without  advance  in  grade  or  there  are 
angiographic  signs  of  a hematoma 

IV  & V 

Conservative  management.  Patients  are 
not  candidates  for  operation. 

Etiology  of  Subarachnoid  Hemorrhage 

The  etiology  of  subarachnoid  hemorrhage 
in  our  series  of  1 00  cases  is  depicted  in 
Table  III.  This  series  reflects  the  main  con- 
clusions of  others2567,  namely,  that  the  vast 
majority  of  subarachnoid  hemorrhage  is  attrib- 
utable to  ruptured  aneurysms  of  the  arteries 
at  the  base  of  the  brain. 

TABLE  III 

Etiology  of  SAH  in  100  Consecutive  Cases 
at  the  University  of  Kentucky 

Etiology  Number  of  Cases 

Aneurysm  66 

A/V  Malformation  1 1 

Etiology  Undetermined  23 

Total  1 00 

If  the  patient’s  condition  permits  (Table 
IV),  early  angiography  is  performed  within 
24-48  hours  after  the  patient's  arrival  in  the 
hospital.  The  risk  of  carotid  and  vertebral 
arteriography  with  present  technology  is  mini- 
mal. In  our  series  there  were  no  deaths 
attributable  to  angiography  and  only  two  had 
permanent  sequelae  (Table  V). 

Angiography  was  performed  in  96  cases 
with  cerebral  aneurysm  demonstrated  in  66 
cases  and  AV  malformation  in  1 1 cases.  In 
19  cases  angiography  did  not  disclose  the 
cause  of  the  hemorrhage.  Sixteen  of  the  19 
patients  with  normal  angiograms  had  total 
angiography;  the  remaining  three  had  bilateral 
carotid  angiograms  only  and  thus  a lesion  in 

753 


Subarachnoid  Hemorrhage — Blacker,  Norrell  and  Wilson 


TABLE  IV 

Complicating  Illnesses 
100  patients  (Subarachnoid  Hemorrhage) 

Aneurysm  A-V  Etiology  Undetermined 

Hypertension  9 0 3 

Diabetes  2 0 2 

the  posterior  intracranial  circulation  was  not 
excluded. 

Four  cases,  because  of  failing  vital  signs, 
were  deemed  too  critical  for  the  study.  Three 
of  these  four  patients  whose  condition  was  too 
critical  died  and  no  autopsy  was  performed. 

Other  possible  causes  of  subarachnoid 
hemorrhage  are  tumors,  blood  dyscrasias  and 
infections2-6.  Although,  in  the  U.K.  series,  no 
such  lesions  were  disclosed. 

TABLE  V 

Complications  of  Angiography 
96  cases 

Permanent  hemiplegia  1 

Permanent  quadriplegia  1 

Transient  paresis  2 

Aneurysms 

Since  the  vast  majority  of  SAH  is  attribut- 
able to  a ruptured  cerebral  aneurysm,  this 
group  will  be  discussed  in  detail. 

The  mean  age  of  our  66  patients  with  SAH 
from  aneurysm  was  45,  with  a range  depicted 
in  Table  VI. 

The  mortality  of  ruptured  cerebral  aneurysm 
managed  conservatively  is  high.  Walton2  re- 
ports a mortality  rate  of  40-50  per  cent  within 
the  first  eight  weeks  of  the  initial  hemorrhage. 
Of  these,  about  two-thirds  die  from  the  effects 
of  the  first  hemorrhage,  often  within  the  first 
24  hours;  the  remaining  one-third  will  die 
from  a second  hemorrhage  usually  within  the 
second  week  after  the  initial  SAH.  This  un- 
derscores the  compelling  need  for  early  diag- 
nosis and  proper  neurosurgical  management 
directed  toward  avoiding  a second  hemorrhage. 
According  to  Walton  about  20  per  cent  will 
die  of  subsequent  hemorrhage  from  six  months 
to  several  years.  Of  the  long  term  survivors, 
only  one-third  are  symptom-free.  Walton  con- 
cludes: “Although  the  indications  are  not  yet 
absolutely  clear,  it  is  now  apparent  that  the 
prognosis  of  the  condition  (cerebral  aneurysm) 
can  be  radically  improved  by  the  judicious 


application  of  surgical  methods  of  treat- 
ment.”2 

In  weighing  conservative  management  ver- 
sus operative  treatment  of  cerebral  aneurysm, 
we  must  first  separate  that  group  of  patients 
who  are  moribund  from  the  initial  hemorrhage 
from  those  who  survive  its  effects,  since 
operations  on  patients  in  coma  from  SAH  are 
almost  always  fatal.  Meaningful  mortality  and 
morbidity  figures  on  the  natural  history  of 
SAH  from  aneurysm  are  difficult  to  gather, 
resulting  partly  from  inadequate  follow-up.  A 
large  population  group  in  the  same  region 
carefully  followed  for  up  to  ten  years  was 
compiled  by  Pakarinen5.  He  makes  an  effort 
to  correct  the  figures  which  would  be  distorted 
by  the  fact  that  the  more  seriously  ill  patients 
do  not  receive  operations.  His  corrected  mor- 
tality figures  for  patients  with  aneurysms  who 
survived  the  first  hemorrhage  but  who  died 
from  subsequent  hemorrhages  is  63  per  cent 
for  the  first  year  and  72  per  cent  within  the 
first  five  years. 

TABLE  VI 

Ag  es  of  66  Patients  with  Aneurysms 

Number 

1 
8 
8 

20 
24 
5 

MEAN  AGE  45 

Our  series  contains  66  patients  with 
aneurysm.  Seventeen  of  these  were  severely 
obtunded  or  comatose  (grade  3 or  4)  (Table 
I & II)  and  thus  were  not  candidates  for 
operation.  All  died  within  the  period  of  the 
first  hospitalization.  Fifty-three  operations  were 
carried  out  on  the  remaining  49  patients  with 
a mortality  of  12.2  per  cent.  Another  six 
patients  sustained  an  increased  neurological 
deficit.  The  remainder  of  the  complications 
are  listed  in  Table  VIII.  Multiple  intracranial 
aneurysms  occurred  in  12  patients,  an  inci- 
dence of  1 8 per  cent  corresponding  to  the 
figure  reported  in  other  series.  Posterior  fossa 
aneurysms  were  found  in  ten  cases  or  16  per 
cent  demonstrating  the  necessity  of  vertebral 
angiography  in  all  patients. 


Age 

10-19 

20-29 

30-39 

40-49 

50-59 

60-67 
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Class  3 
Class  4 


TABLE  VII 

Class  of  1 7 Patients  with 
Aneurysm  Dying  Before  Operation 

4 Patients 
1 3 Patients 


A/V  Malformations 

Eleven  patients  had  A/V  malformations. 
Most  were  found  in  the  first  two  decades  of  life 
(Table  IX).  There  were  two  deaths,  one  in  a 
patient  not  operated  upon,  the  other  died  fol- 
lowing surgery.  Seven  had  excision  of  the  mal- 
formation with  no  sequelae.  An  additional 
patient  was  treated  conservatively  and  remains 
normal.  Our  incidence  of  A/V  malformations 
of  1 1 per  cent  of  all  cases  of  SAH  is  higher 
than  that  of  most  series  which  range  between 
two  and  six  per  cent5,  7.  Generally,  follow-up 
study  of  A/V  malformations  reveals  a low 
mortality  rate.  Yet,  in  the  Finnish  series  (which 
contained  few  A/V  malformations)  one  out 
of  six  patients  died  of  recurrent  hemorrhage3. 

TABLE  VIII 

Complications  of  Operations 
Aneurysms  (531 

Number  of  Cases  Percent 

Deaths 

Wound  Infections 
Increased  Neurological 
Deficit  (permanent) 

Post-op  Edema 
Bone  Removed 
Seizures 
Hydrocephalus, 

Requiring  Shunting 

SAH  With  Normal  Angiography 

In  this  group  the  prognosis  is  generally  re- 
garded as  good.  In  the  Finnish  series  the 
patients  were  followed  for  an  average  of  just 
under  five  years5.  Only  two  patients  (3.6  per 
cent)  died  of  recurrent  hemorrhage.  In  our  se- 
ries, all  19  patients  in  whom  angiography  was 
performed  without  demonstrating  the  cause 
of  hemorrhage,  survived  the  period  of  hospital- 
ization and  were  discharged  essentially  nor- 
mal. The  period  of  follow-up  is  too  short  to 
permit  any  conclusions  concerning  their  recur- 
rence of  SAH. 


Pathology 

The  sudden  introduction  of  blood  into  the 
subarachnoid  space  causes  rapid  elevation  of 


intracranial  pressure,  which  if  extreme,  may 
of  itself  produce  unconsciousness.  This,  as- 
sociated with  systemic  hypertension  may  be 
confused  with  hypertensive  encephalopathy. 
The  fever,  leukocytosis,  and  meningismus  re- 
flect the  irritation  of  the  meninges  by  blood 
and  its  breakdown  products. 


TABLE  IX 

Age  of  1 1 Patients  with 
A/V  Malformations 

Age 


1-9 

10-19 

20-29 

30-39 

40-49 

50-59 


Number 

1 

5 

1 

1 

2 

1 


One  immediate  effect  of  blood  in  the  sub- 
arachnoid space  is  that  the  CSF  pathway  be- 
comes compromised  and  thus  communicating 
hydrocephalus  is  frequently  produced3.  This 
probably  results  from  a mechanical  interfer- 
ence of  flow  of  CSF  with  plugging  of  the  basal 
cisterns  and  arachnoid  villi.  Usually  the  red 
cells  will  disappear  from  CSF  by  the  ninth 
day,  although  the  range  is  four  to  twenty  days 
and  sometimes  longer.  There  is  great  variation 
in  the  ability  to  clear  the  CSF  blood  from 
patient  to  patient4.  Protein  elevation  persists 
for  three  to  four  weeks. 


Arterial  Aneurysms 

Saccular  aneurysms  are  small  outpouchings 
on  the  walls  of  the  cerebral  arteries.  The  dis- 
tribution of  aneurysms  in  our  series  is  depicted 
in  Table  X.  More  than  80  per  cent  are  distrib- 
uted on  three  vessels:  anterior-cerebral-anteri- 
or communicating  complex,  internal  carotid, 
and  middle  cerebral  arteries.  In  most  series, 
about  20  per  cent  of  aneurysms  are  multiple 
and  about  15  per  cent  originate  from  the  ver- 
tebral and  basilar  arteries. 


TABLE  x 

Location  of  81  Aneurysms 
(66  Patients) 


Internal  Carotoid  33 

Anterior  Cerebral- 

Anterior  Communicating  20 

Middle  Cerebral  19 

Basilar-Vertebral  9 
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Several  factors  are  thought  to  contribute  to 
the  development  and  subsequent  rupture  of  an 
aneurysm: 

1 ) A defect  in  the  media  of  the  arterial  wall 
is  thought  to  contribute  to  aneurysm  forma- 
tion. The  size  of  the  defect,  rather  than  its 
mere  presence,  influences  the  development  of 
an  aneurysm.  They  occur  commonly  at  sites 
of  branching  of  the  arteries. 

2)  Systemic  arterial  pressure  is  an  impor- 
tant contributing  factor  since  its  presence  ac- 
celerates cerebral  atherosclerosis  (a  wall- 
weakening  process). 

3)  Atherosclerosis  of  the  parent  vessel  may 
further  weaken  the  mural  defect.  The  aneu- 
rysm usually  ruptures  through  the  thinned 
fundus,  rarely  near  the  neck.  An  important 
point  in  the  development  of  the  clinical  pic- 
ture and  the  prognosis  of  a hemorrhage  is  the 
fact  that  some  aneurysms  tend  to  rupture  into 
the  substance  of  the  brain,  rather  than  into  the 
subarachnoid  space.  This  intracerebral  rup- 
ture may  lacerate  and  track  extensively  into 
the  brain  producing  an  irreversible  damage. 

Three  to  seven  per  cent  of  aneurysms  may 
have  a significant  subdural  clot  whose  aspira- 
tion may  improve  the  patient’s  chances  for 
survival. 

Summary 

SAH  is  a dramatic  event  which  usually  pro- 
duces sudden  severe  headaches  with  signs  of 


meningeal  irritation.  Correct  diagnosis  is  the 
most  important  step  in  the  management  and 
depends  upon  the  careful  performance  of 
spinal  puncture.  All  patients  with  bloody 
cerebrospinal  fluid  should  receive  neuro- 
surgical evaluation. 

Most  often  SAH  signals  the  presence  of  a 
cerebral  aneurysm  which,  although  potential- 
ly lethal,  is  often  curable  by  judicious  opera- 
tive treatment. 

The  mortality  with  surgical  treatment  in 
this  series  was  12  per  cent,  considerably  below 
the  mortality  which  results  from  expectant 
non-operative  treatment.  The  mortality  of 
non-operative  treatment  of  ruptured  cerebral 
aneurysm  in  the  patients  who  survive  the 
initial  hemorrhage  is  over  60  per  cent5. 
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Articles.  The  editors  may  use  up  to  six  illustrations, 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-1  nman  Printing  Company,  817  W . Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if  not 
considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Janet 
Ave.,  Louisville,  Kentucky  40205. 
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Let’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Pro-Banthine  Helps... 

propantheline  bromide 

...REVEAL  the  ulcer 
...HEAL  the  ulcer 

The  efficiency  of  Pro-Banthine — its  favorable  balance  of  therapeutic  and 
secondary  actions — has  been  thoroughly  tested  and  observed.  This  qual- 
ity has  been  demonstrated  surgically,  roentgenographically,  cinegastros- 
copically  and,  above  aU,  clinically. 

When  physicians  needed  to  relax  the  restless  duodenum  for  the  re- 
cently refined  technic  of  hypotonic  duodenography  they  logically  turned 
to  Pro-Banthine. 

For  years  Pro-Banthine  has  been  the  most  widely  used  anticholinergic 
medication  for  calming  the  gastrointestinal  tract — for  suppressing  secre- 
tion, prolonging  the  action  of  antacids  and  providing  the  proper  environ- 
ment for  healing  peptic  ulcers. 

These  established  therapeutic  actions  make  Pro-Banthine  particularly 
useful  in : 

• peptic  ulcer  ' • irritable  colon 

• gastritis  • biliary  dyskinesia 

• diverticulitis  • functional  hypermotility 

We  wish  to  thank  Drs.  Marcia  K.  Bilbao,  Louis  H. 
Frische,  Josef  Rosch  and  Charles  T.  Dotter  for  this  excep- 
tionally graphic  example  of  hypotonic  duodenography. 


Contraindications:  Glaucoma,  severe  car- 
diac disease. 

Precautions:  Since  varying  degrees  of  uri- 
nary hesitancy  may  occur  in  elderly  men 
with  prostatic  hypertrophy,  this  should  be 
watched  for  in  such  patients  until  they  have 
gained  some  experience  with  the  drug.  Al- 
though never  reported,  theoretically  a cu- 
rare-like action  may  occur  with  possible  loss 
of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  arti- 
ficial respiration  until  the  drug  effect  has 
been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  my- 
driasis, hesitancy  of  urination  and  gastric 
fullness. 


Dosage:  The  maximal  dosage  tolerated  with- 
out excessive  side  effects  is  usually  the  most 
effective.  For  most  adult  patients  this  will  be 
four  to  six  15-mg.  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as  two 
1 5-mg.  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  (brand  of  propan- 
theline bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type 
vials  of  30  mg.  The  parenteral  dose  should; 
be  adjusted  to  the  patient’s  requirement  and 
may  be  up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 


SEARLE 


Research  in  the 
Service  of  Medicine 


With  hypotonic  duodeno- 

graphyduodenal  calm  induced 
by  Pro-BanthTne  permits  clear 
anatomic  appraisal.  In  this  ex- 
ample the  duodenum  was  in- 
tubated. Pro-BanthTne,  60  mg. 
intramuscularly,  produced 
prompt  aperistalsis.  Double 
contrast  visualization  was  ob- 
tained with  barium  and  air. 


What's 

Polycillin(frv'£ate)got  to  do  wit] 
the  price  of  bananas? 


Just  this:  According  to  the  U.S.  Bureau  of  Labor 
Statistics,  bananas  are  one  of  the  few  things  that 
actually  cost  less  today  than  five  years  ago.  The 
same  is  true  of  Polycillin.  In  fact,  the  price  of  Poly- 
cillin  has  been  reduced  about  30%  since  its  intro- 
duction in  1963... making  it,  according  to  national 
surveys  of  patient  costs,  as  economical  as  lead- 
ing brands  of  tetracycline  and  erythromycin. 


And  Polycillin  is  available  in  a variety  of  dosage 
forms  for  your  patients— more  than  any  other  am- 
picillin.  It  comes  in  250  mg.  and  500  mg.  capsules; 
in  convenient,  chewable  tablets  of  125  mg;  oral 
suspension,  125  mg.  and  250  mg.  per  5 ml.;  and 
in  pediatric  drops,  100  mg.  per  ml.  Also  available 
parenterally  as  Polycillin-N  (sodium  ampicillin). 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York  13201 


BRISTOL 


the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.1 

Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulent 
action  of  simethicone.2 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonfuls 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

Belerences:  1.  Danhof,  I.  E.;  Report  on  file.  2.  Hoon,  J.  R.:  Arch.  Surg.  93:467  (Sept.)  1966. 


aluminum  and  magnesium  hydroxides  plus  simethicone 
jStuartj  Division/ATLAS  CHEMICAL  INDUSTRIES.  INC  /Pasadena,  Calif.  91109 
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There’s  a good  chance  your  patient  needs 
more  than  a non-prescription  analgesic  for  pain  relief. 
Especially  after  self-medication  has  failed. 

Because  continuing,  increased  pain  and  discomfort 
may  in  part  be  a reflection  of  anxiety, 

Equagesic  is  worthy  of  consideration.  In  a 

single,  non-narcotic  preparation,  it  helps  relieve  pain  . . . 

and  associated  anxiety  and  tension. 


Tablets 

Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


IN  BRIEF 

Contraindications:  History  of  sensitivity  or  severe 
intolerance  to  aspirin,  meprobamate  or 
ethoheptazine  citrate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician 
judges  its  use  essential  to  the  patient's  welfare. 
Precautions:  Keep  out  of  reach  of  children.  Not 
recommended  for  patients  12  years  old  or  less. 

Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  in  susceptible 
persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics— has  resulted  in  dependence  or 
habituation.  Withdraw  gradually  after  prolonged 
excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and 
coordination.  If  drowsiness,  ataxia  or  visual  disturbances 
(impairment  of  accommodation  and  visual  acuity) 
occur,  reduce  dose.  If  symptoms  persist,  patients 
should  not  operate  machinery  or  drive.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of 
blood  pressure,  pulse  and  respiratory  rates  to  basal 
levels,  and  hyperventilation  are  reported.  Give 
cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria)  with  gastric  lavage  and  appropriate 
symptomatic  therapy  (CNS  stimulants  and  pressor 
amines  as  indicated).  Two  instances  of  accidental  or 
intentional  significant  overdosage  with  ethoheptazine 
and  aspirin  have  been  reported.  These  were 
accompanied  by  CNS  depression  (drowsiness  and 
lightheadedness)  but  resulted  in  uneventful  recovery. 

On  basis  of  pharmacologic  data,  CNS  stimulation  could 


be  anticipated,  with  nausea,  vomiting  and  salicylate 
intoxication  (requires  induced  vomiting  or  gastric  lavage, 
specific  parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  and  observation  for 
hypoprothrombinemic  hemorrhage  [usually  requires 
whole  blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may 
cause  nausea  with  or  without  vomiting  and  epigastric 
distress  in  a small  percentage  of  patients.  Dizziness  is 
rare  at  recommended  dosage.  Meprobamate  may 
cause  drowsiness,  ataxia  and  rarely  allergic  or 
idiosyncratic  reactions.  These  reactions,  sometimes 
severe,  can  develop  in  patients  receiving  only  1 to  4 
doses.  Such  patients  may  have  had  no  previous  contact 
with  meprobamate  and  may  or  may  not  have  an  allergic 
history.  Mild  reactions  are  characterized  by  urticarial 
or  erythematous  maculopapular  rash.  Acute 
nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  If  allergic  reaction  occurs, 
discontinue  meprobamate:  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting 
spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis 
and  proctitis  (1  case)  and  hyperthermia.  These  cases 
should  be  treated  symptomatically  including,  when 
indicated,  such  medication  as  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  on  continuous 
use.  Rarely,  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported,  almost  always  in 
presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management 
of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg. 
ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 


Wyeth  Laboratories 


Philadelphia,  Pa.  1 


Presidential  Address* 

Henry  B.  Asman,  M.D. 


ONE  year  ago  the  highest  honor  that  is  within 
your  power  to  bestow  upon  one  of  your  fellow 
physicians  came  to  me  when  I assumed  the 
Presidency  of  the  Kentucky  Medical  Association. 

In  accepting  that  honor  I attempted  to  express  my 
gratitude  to  you  for  it,  my  humility  at  being  placed 
in  the  company  of  some  of  the  great  men  of  Ken- 
tucky medicine  who  have  preceded  me  in  this  office, 
and  recognized  the  awsome  task  that  lay  ahead. 
Since  then,  I have  endeavored  to  discuss  with  you, 
from  time  to  time,  in  the  Journal  and  in  other 
communications,  some  of  the  challenges  which,  in 
my  opinion,  were  of  critical  interest  to  our  Associa- 
tion at  the  moment. 

This  has  been  a busy,  eventful  and  rewarding 
twelve  months.  I cannot  say,  in  truth,  that  success 
has  crowned  our  every  effort,  though  I believe  it  has 
been  a good  year.  There  has  been  a sense  of  deep 
frustration  and  disappointment  when  the  accomplish- 
ment of  some  goals  seemed  to  grow  more  and  more 
impossible  of  attainment  as  my  term  of  office  neared 
its  end. 

During  this  year  I have  traveled  many  thousands 
of  miles  to  represent  KMA  at  state,  regional  and 
national  meetings,  and  have  spent  hundreds  of  hours 
meeting  with  our  peers  in  medicine,  representatives  of 
allied  professions  and  para-medical  groups,  govern- 
ment officials,  and  the  public.  As  your  official 
spokesman,  I have  always  endeavored,  with  the 
advice  and  guidance  of  the  Board  of  Trustees,  to 
express  what  I believed  to  be  the  wishes  of  the  ma- 
jority of  our  members. 

These  hours  of  meetings,  and  the  research,  study 
and  thought  necessary  to  understand  and  discuss  the 
tremendously  varied  subjects  under  consideration, 
have  truly  provided  an  education  for  me.  Rather  than 
basing  opinions  on  heresay,  on  newspaper  stories, 
magazine  articles,  or  private  communications  from 
less  than  reliable  sources,  it  has  been  necessary  to 
make  an  in-depth  study  of  problems  from  varied 
points  of  view  in  order  to  develop  an  objective 
position  in  the  best  interest  of  the  profession  and 
the  public. 


* Delivered  September  23 , 1969,  Louisville,  Kentucky. 


During  the  course  of  this  educational  process  I 
must  admit  that  there  has  been  a change  in  some  of 
my  personal  views  in  regard  to  the  responsibilities  of 
medicine  in  the  1970’s.  Some  of  these  I hope  to 
discuss  with  you  this  morning,  though  I hasten  to 
assure  you  that  I have  not  become  a “liberal,”  nor 
have  I forsaken  my  long-standing  opposition  to 
socialized  medicine,  compulsory  health  insurance,  or 
whatever  name  you  wish  to  give  it. 

In  this  connection,  it  is  interesting  to  note  that 
the  current  promoters  of  such  plans  — Mr.  Walter 
Reuther's  Committee  of  100,  which  unfortunately 
includes  our  own  Senator  Cooper  — while  decrying 
the  high  cost  of  health  care  (brought  about,  in  no 
small  measure,  by  Medicare  and  Medicaid)  proposes 
government  medical  care  for  the  entire  population.  It 
is  not  difficult  to  recognize  from  their  statements 
that  their  primary  purpose  is  to  bring  the  medical 
profession  under  the  control  of  the  government, 
based  on  the  politically  attractive  premise  that  only 
in  this  way  can  everyone  be  guaranteed  their  right 
to  quality  health  care  — at  bargain  prices. 

I submit  to  Mr.  Reuther  and  his  supporters  that 
the  health  of  this  nation  is  intimately  and  in- 
separably involved  with  the  problems  of  housing, 
sanitation,  environment,  nutrition,  education,  and  all 
the  other  factors  affecting  our  lives.  Though  we  are 
deeply  concerned  with  these  problems,  they  are  not 
the  primary  responsibility  of  the  medical  profession. 
The  best  of  medical  care  will  not  guarantee  good 
health  to  the  unfortunate,  malnourished  individual 
living  in  sub-standard  housing  with  poor  sanitation. 
Despite  the  innumerable  programs  and  the  massive 
expenditure  of  tax  dollars  in  these  areas,  the  govern- 
ment has  not  yet  been  able  to  solve  the  problems;  can 
we  expect  health  programs  to  be  the  answer! 

Communication  between  KMA  and  its  members 
continues  to  be  a problem  of  major  concern.  I was 
most  honored  this  year  to  have  been  invited  to  each 
of  the  15  Trustee  districts.  After  attending  14  of 
these  meetings  I was  forced  to  miss  the  last  one  be- 
cause of  the  critical  illness  of  my  grandson.  The 
special  slide  presentation  prepared  for  these  meetings 
was  an  attempt  to  bring  the  story  of  KMA  to  its 
members.  Approximately  15  per  cent  of  the  mem- 
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bership,  with  their  wives  in  most  instances,  attended 
these  meetings  and  I would  like  to  think  that  they 
are  a little  better  acquainted  with  the  functioning  of 
their  Association. 

But  — what  about  the  other  85  per  cent?  Some 
of  them  unquestionably  are  quite  knowledgeable 
and  are  active  participants  in  organized  medicine, 
both  on  the  county  and  state  level.  Without  doubt, 
however,  thare  are  still  a great  many  who  do  not 
attend  meetings,  do  not  read  the  Journal,  ignore  the 
Communicator  and  any  other  communication  on  a 
KMA  letterhead,  yet  are  influenced,  and  attempt  to 
influence  others,  with  opinions  based  on  heresay, 
emotional  statements  and  provincial  prejudices,  and 
totally  lacking  in  objectivity. 

Without  questioning  for  one  moment  the  sincerity 
of  these  individuals,  I renew  my  plea  that  they 
devote  the  time  and  the  effort  to  consider,  with  an 
open  mind,  all  of  the  facts,  as  well  as  the  con- 
sequences — present  and  future  — of  the  policies 
we  adopt.  Now  is  not  the  time  for  KMA  to  stand 
still!  We  must  give  evidence  to  ourselves  and  to  the 
public  that  we  can  change,  that  we  can  progress, 
that  we  can  meet  the  demands  of  the  70’s,  and 
persist  in  our  determination  to  provide  the  best 
possible  medical  care  to  all  of  the  citizens  of  this 
Commonwealth.  No  longer  can  we  reject  new  ideas 
simply  because  “we’ve  never  done  it  that  way 
before”! 

We  have  given  evidence  of  our  deep  interest  in  the 
health  of  Kentucky  by  the  leadership  our  members 
have  demonstrated  in  the  development  of  Area  Com- 
prehensive Health  Planning  Councils.  There  has 
been  activity  in  each  of  the  15  areas,  thanks  to  the 
interest  of  our  Trustees  under  the  stimulation  of 
KMA’s  Committee  on  Comprehensive  Health  Plan- 
ning. Knowledgeable  physicians  have  recognized  the 
opportunity  presented  by  this  program  and  have  de- 
voted untold  hours  to  it.  Their  efforts  will  be  re- 
warded in  the  years  to  come  when  Kentuckians  will 
benefit  from  sensible,  well-organized,  economically 
sound  programs  and  facilities,  and  improved  methods 
of  delivery  of  health  services. 

Our  measure  of  success  has  been  somewhat  less 
in  the  area  of  Medicaid  and  Medicare.  The  primary 
fault  with  the  Medicaid  program  is  the  law  itself. 
Poorly  conceived,  hastily  prepared,  and  passed  with- 
out public  hearings  by  the  89th  Congress,  Title  XIX 
promised  free  and  practically  unlimited  medical  care 
to  an  indeterminate  number  of  people.  It  is  an  open 
invitation  to  abuse  by  both  providers  and  bene- 
ficiaries. It  has  pauperized  many  states  which  had 
neither  the  resources,  facilities,  personnel  or  know- 
how to  administer  it. 

Even  some  members  of  Congress  will  now  concede 
that  it  is  a poor  law,  but,  practically  in  the  same 
breath,  attempt  to  point  the  finger  of  blame  for  its 
failure  toward  the  medical  profession  by  publicly 
making  an  issue  of  the  number  of  physicians  who 
received  more  than  $25,000  from  these  programs  in 
one  year,  and  suggesting  that  they  be  audited  by 
the  Internal  Revenue  Service.  This  they  justify  on 
the  basis  of  proven  fraud  on  the  part  of  a minute 
number  of  providers,  only  a few  of  whom  held  an 


M.D.  degree.  The  implication  of  wrong-doing  by  the 
profession  is  there,  and  unjustly  so,  especially  when 
it  comes  from  a body  which  had  just  recently  voted 
itself,  and  other  Federal  employees,  a 2.5  billion  dol- 
lar a year  raise. 

It  has  become  popular  in  recent  months  for  some 
politicians  and  bureaucrats  to  attempt  to  justify  their 
accusations  by  proclaiming  that  “doctors  generate 
the  bulk  of  Medicaid  expenditures,”  and  that,  there- 
fore, we  are  primarily  responsible  for  its  cost.  Re- 
sorting to  the  same  use  of  semantics,  we  could  say 
that  rescue  and  relief  agencies,  and  the  construction 
industry,  generate  the  major  cost  of  a disaster. 

Rescue  and  relief  agencies  exist  to  cope  with  a 
disaster,  such  as  the  recent  hurricane,  and  the  con- 
struction industry  repairs  or  replaces  the  damaged 
homes  and  businesses.  Physicians  exist  to  cope  with 
accidents  and  disease,  which  generate  the  bulk  of 
Medicaid  expenditures  in  the  same  way  that  a 
disaster  generates  the  major  cost  of  rescue,  relief 
and  reconstruction. 

In  each  instance,  use  is  made  of  the  skills,  tools 
and  mechanisms  developed  to  fight  their  particular 
foe,  and  the  price  tags  on  those  resources  generally 
are  established  in  the  market-place  by  others  than 
those  who  use  them. 

As  reflected  in  a statement  recently  sent  to  the 
Senate  Finance  Committee,  we  do  not  believe  that 
Title  XIX  can  be  “amended”  into  a good  law,  but 
recommended  that  Congress  rescind  this  portion  of 
P.L.  89-97,  and.  after  careful  study  and  expert 
advice,  develop  a sound,  workable  program  that  is 
both  fiscally  and  administratively  feasible  — for  the 
benefit  of  the  needy  and  medically  needy  of  the 
country. 

We  would  further  recommend  that  some  of  our 
Congressmen,  the  bureaucrats,  and  members  of  the 
“fourth  estate”  spend  one  day  of  their  vacation  with 
a physician  in  eastern  Kentucky  — or  any  other 
underprivileged  area  — and  then  decide  whether  or 
not  they  believe  that  a gross  reimbursement  of 
$25,000,  or  even  $50,000,  per  year  represents  ex- 
cessive compensation  or  justifies  a threat  of  harass- 
ment by  the  IRS. 

Any  discussion  of  Title  XIX  must  take  notice  of 
the  subtle  efforts  of  the  local  news  media  to  implant 
in  the  minds  of  its  readers  the  idea  that  Medicaid 
is  “the  brainchild  of  the  AMA”  and  that,  therefore, 
the  physicians  should  stop  complaining  about  it  and 
assume  the  major  responsibility  for  controlling  its 
cost.  Although  they  have  never  spelled  out  the  basis 
for  the  statement  that  medicine  “thought  up”  this 
program,  it  must  be  presumed  that  it  results  from 
AMA's  backing  of  the  old  Kerr-Mills  law  as  a 
mechanism  to  provide  medical  care  to  the  needy. 
The  media  know  that  there  is  no  real  relationship 
between  Kerr-Mills  and  Title  XIX,  either  in  scope 
or  implementation,  but  only  in  principle,  and  that 
the  AMA  not  only  did  not  propose  Medicaid,  but 
did  not  even  have  an  opportunity  to  express  its 
opinion  of  it  since  the  law  was  passed  without 
public  hearings.  This  is  one  more  attempt  in  a con- 
tinuing effort  to  discredit  organized  medicine  in  the 
eyes  of  the  public. 
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Here  at  home,  the  Kentucky  Medical  Assistance 
Program  continues  to  muddle  along  in  an  entirely 
unsatisfactory  manner.  Even  some  in  Frankfort  ad- 
mit that  one  of  the  major  faults  lies,  not  in  abuse 
or  over-utilization,  but  in  the  administration  of  the 
program  — as  the  result  of  the  dual  responsibility 
of  two  government  agencies. 

KMA  leadership  has  attempted  to  work  closely 
with  the  Administration  on  these  problems.  We  be- 
lieve that  most  of  the  people  in  Frankfort,  who  are 
involved  in  Medicaid,  are  sincerely  interested  in 
making  the  program  work  — just  as  we  are  — and 
I am  hopeful  that  the  answer  will  soon  be  found. 
Early  in  this  year  we  recommended  to  the  Governor 
that  the  administration  of  Medicaid  be  transferred 
by  contract  to  an  organization  in  the  private  sector 
with  the  facilities,  personnel  and  experience  to  exe- 
cute a program  of  such  massive  proportions.  This,  we 
still  believe,  should  be  the  ultimate  answer. 

Governor  Louie  Nunn  has  repeatedly  voiced  his 
concern  that  the  Medicaid  program  in  Kentucky  will 
cost  about  50  million  dollars  in  the  next  fiscal  year. 
This  is  a tremendous  sum  of  money  for  one  of  the 
poorer  states,  even  when  the  Federal  government 
puts  up  75  per  cent  of  it.  But,  because  Kentucky 
is  one  of  the  poorer  states,  there  are  about  250,000 
citizens  eligible  for  Title  XIX  benefits,  and  simple 
arithmetic  shows  that  this  amounts  to  about  $200 
per  year  per  person  for  medical  and  dental  services, 
hospital  and  nursing  home  care,  and  drugs.  It  has 
been  pointed  out  to  the  Administration,  too,  that  the 
physicians  continue  to  subsidize  this  program  in 
Kentucky  since  the  Legislature  refused  in  1968  to 
budget  for  all  in-hospital  physician  services,  as  had 
been  promised.  It  is  to  be  hoped  that  the  next  Legis- 
lature will  correct  this  inequity. 

Our  concern  for  the  impact  of  Medicaid  on  the 
budget  for  the  next  biennium  is  tempered  somewhat 
when  we  read  in  the  news  media  that  the  Kentucky 
Education  Association’s  preliminary  budget  request 
for  the  next  Legislature  calls  for  an  increase  of  190 
million  dollars  in  the  appropriation  for  education. 

Here  in  Kentucky  we,  too,  have  witnessed  great 
publicity  given  to  a few  physicians  who  have  re- 
ceived large  sums  of  money  for  services  rendered 
Title  XIX  recipients.  A very  few  of  these  have  been 
subjected  to  investigation  and,  though  the  results  of 
those  investigations  have  not  been  made  public, 
none  as  of  this  date  have  been  accused  of  crime  or 
been  indicted. 

I will  repeat  here  what  I have  attempted  to  make 
crystal  clear  to  the  press:  KMA  will  not  be  put  into 
a position  of  defending  any  physician  who  has  been 
proven  guilty  of  breaking  the  law  or  of  a breach  of 
medical  ethics,  but  we  will,  likewise,  not  be  willing 
to  see  a physician  convicted  in  the  press  or  in  public 
opinion  on  the  basis  of  a large  gross  reimbursement 
unless  he  has  been  presented  with  the  evidence 
against  him  and  had  an  opportunity  to  defend 
himself,  and  until  he  has  been  proven  guilty. 

There  is  no  question  in  the  minds  of  any  of  us 
that  the  vast  majority  of  physicians  in  Kentucky  are 
honestly  endeavoring  to  render  needed  service  to  the 
public  and,  in  order  to  do  so,  are  working  longer 


hours  and  under  greater  strain  than  most  any  other 
segment  of  the  population.  These  are  the  factors  — 
not  financial  considerations  — that  contribute  to  the 
continued  shortage  of  physicians  in  the  rural  areas 
of  our  state. 

Medicare  in  Kentucky  has  been  less  of  a problem 
although  the  action  of  Wilbur  Cohen,  before  he  left 
office  as  Secretary  of  HEW,  has  resulted  in  the 
pegging  of  physician’s  fees  at  the  level  of  January, 
1969.  In  the  face  of  continuing  rise  in  the  cost  of 
living,  in  taxes  and  in  overhead,  this  seems  unrealis- 
tic especially  in  view  of  the  fact  that  no  other 
segment  of  the  working  public  appears  willing  to 
forego  its  regular  increase  in  compensation. 

Discussion  of  these  governmental  programs  leads 
naturally  to  another  subject,  in  which  medicine  has 
been  interested  for  years,  but  which  has  been 
thrown  into  the  spotlight  in  recent  months  as  a re- 
sult of  questions  concerning  possible  over-utilization 
or  abuse  of  these  programs.  I refer,  of  course,  to 
Utilization  Review  or  Peer  Review,  or  whatever 
name  you  may  give  it. 

We  have  grown  accustomed  to  Claims  Review — 
where  a committee  of  our  peers  will  pass  judgment  on 
the  reasonableness  of  our  claim  submitted  to  a third 
party,  or  upon  the  fairness  of  a third  party  in 
handling  a claim  submitted  by  us.  Utilization  Re- 
view, however,  implies  more  than  just  a consideration 
of  fees,  and  involves,  in  fact,  quality  control  of  the 
practice  of  medicine.  A moments  reasoned  reflection 
convinces  one  that  the  two  cannot  be  separated. 

Medicine  has  always  proclaimed  its  determination 
to  provide  the  best  possible  medical  care  to  its 
patients.  We  have  exercised  some  measure  of  control 
over  quality  in  our  hospitals  — through  the  mech- 
anism of  staff  privileges  — but  how  about  the 
out-of-hospital  practice?  Utilization  Review  most 
emphatically  does  not  imply  the  presence  of  a 
“policeman”  constantly  looking  over  our  shoulder 
during  office  hours.  But  — the  mere  presence  of  a 
mechanism  for  such  review  will  serve  as  an  ever- 
present reminder  of  our  obligation  to  practice 
quality  medicine.  Can  we  justify  the  repeated  doses 
of  an  antibiotic  for  an  acute  upper  respiratory  infec- 
tion? Does  a complaint  of  “heartburn”  demand  an 
x-ray  study  of  the  entire  G.I.  tract  in  every  in- 
stance? Is  it  really  necessary  to  visit  the  elderly 
stroke  victim  in  the  nursing  home  three  times  a 
week?  Are  all  of  those  B-12  shots  medically  indi- 
cated? 

These  are  examples  of  the  questions  which  we 
must  be  prepared  to  answer.  It  is  much  better  that 
we  answer  them  to  ourselves,  rather  than  to  an 
agency  outside  the  profession. 

In  a report  to  the  AMA  House  of  Delgates  in 
July,  the  Council  on  Medical  Service  concluded  that 
it  “knows  of  no  greater  challenge  facing  the  profes- 
sion today  then  to  secure  universal  acceptance  and 
application  of  the  review  concept  as  the  most  mean- 
ingful method  of  creating  a public  awareness  of 
medicine’s  efforts  to  assure  high  quality  of  health 
services  at  a reasonable  cost,  slowing  the  rate  of 
escalation  in  health  care  charges,  stimulating  health 
insurance  organizations  to  make  broader  protection 
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available  to  more  people,  and  retaining  professional 
control  in  patient-physician  fiscal  and  economic  rela- 
tionships.” 

It  is  incumbent  upon  KMA,  in  my  opinion,  to 
broaden  the  perspectives  of  the  Claims  Review 
mechanism  established  last  September  by  the  House 
of  Delegates,  and  assign  to  it  the  responsibility  of 
developing  the  guidelines  and  procedures  necessary 
to  permit  KMA  to  take  the  lead  in  Utilization 
Review.  Other  medical  groups  of  the  nation  have 
undertaken  this  duty  years  ago.  If  we  wish  to  main- 
tain control  of  the  practice  of  medicine  in  our  state, 
we  would  do  well  to  follow  their  example  without 
delay,  profiting  by  their  experience  and  advice. 

If  we  are  to  effectively  implement  medical  review 
it  will  unquestionable  be  necessary  to  involve  a great 
many  more  of  our  members  in  this  effort  to  assure 
quality  medical  care  for  all  — with  the  added 
dividend  of  increasing  the  participation  of  the  mem- 
bers in  the  constructive  projects  or  organized 
medicine. 

Hand-in-hand  with  Utilization  Review  goes  medi- 
cal education  — and  more  especially  continuing 
medical  education.  With  the  tremendous  explosion  of 
medical  knowledge  in  recent  years,  it  is  not  easy  for 
the  busy  practitioner  to  remain  abreast  of  the 
times,  And  yet,  if  we  do  not  practice  modern 
medicine  we  defeat  the  whole  purpose  of  organized 
medicine  — and  our  failure  will  be  spotlighted  by 
the  review  mechanism. 

KMA  must  continue  to  exert  its  best  efforts 
toward  this  goal.  Inevitably,  much  of  the  responsi- 
bility for  continuing  medical  education  must  fall 
upon  our  two  medical  schools.  Although  one  might 
protest  that  the  schools  are  already  pursuing  this 
field,  I would  suggest  that  much  more  can  be  done — 
new  approaches  must  be  tried,  older  methods,  tried 
and  proven  in  other  areas,  must  be  adopted.  It  is 
difficult  to  understand  the  apparent  reluctance  on  the 
part  of  our  schools  to  promote  the  concept  of  affilia- 
tion with  interested  private  hospitals  in  the  Common- 
wealth for  the  training  of  interns  and  residents. 

There  is  little  doubt  that  the  stimulus  of  a training 
program  improves  the  caliber  of  medicine  in  a 
community  hospital  which  accepts  the  challenge  of 
such  an  undertaking,  and  the  resulting  academic 
environment  reflects  itself  upon  the  medical  staff. 
There  is  at  the  present  time,  I believe,  only  one 
private  hospital  in  the  state  with  fully  approved  in- 
ternship and  residency  programs,  without  university 
affiliation,  and  these  are  maintained  at  great  ex- 
pense to  the  hospital  and  its  patients  in  recognition 
of  its  responsibility  in  the  field  of  continuing 
medical  education.  Several  other  hospitals  apparently 
have  partial,  or  departmental,  affiliations  which  are 
of  limited  value  to  the  staff  or  medical  community. 

Our  record  of  performance  in  this  area  is  not  an 
enviable  one.  The  Commonwealth  of  Kentucky  ex- 
pands a sizeable  sum  of  tax  dollars  each  year  in 
support  of  our  two  medical  schools,  the  majority  of 
whose  students  are  Kentucky  residents.  Far  too 
many  of  these  individuals,  upon  graduation,  are 
unable  to  pursue  their  training  in  Kentucky  hospitals 
and  consequently  leave  the  state  — all  too  often 


never  to  return.  And  the  acute  shortage  of  physicians 
in  Kentucky  goes  on!  We  have  lost  not  only  our 
investment  in  their  education  but  have,  more  im- 
portantly, lost  their  badly  needed  medical  talents. 

Anyone  who  has  had  contact  with  recent  gradu- 
ates of  the  two  medical  schools  must  realize  that 
our  universities  are  producing  intelligent,  well-edu- 
cated physicians.  Evidence  is  also  available,  I am 
told,  that  this  present  breed  of  students  and  recent 
graduates  are  more  interested  in  involvement  in  the 
care  of  patient’s  needs  than  in  “ivory  tower” 
medicine.  If  this  be  so,  there  is  an  added  incentive 
for  the  universities  to  take  the  initiative  in  pro- 
moting programs  of  post-graduate  training  for  these 
young  physicians  in  community  hospitals.  In  the 
area  of  patient  care  — this  is  “where  the  action 
is”! 

There  is  further  and  encouraging  evidence  that 
medical  students  today  are  becoming  more  interested 
in  the  personal  care  of  patients.  I am  not  referring 
to  the  small  minority  of  students  who  gain  the 
headlines  with  their  desire  to  destroy  organized 
medicine  and  the  system  of  medical  practice  as  we 
know  it  — but  have  nothing  constructive  to  offer 
in  its  place.  I refer  to  the  sincere,  intelligent  young 
men  and  women  whose  views  are  reflected  in  a 
statement  made  to  me  recently  by  a senior  student 
at  a large  mid-western  medical  school.  He  said  “I 
intend  to  practice  medicine  for  a living  when  I get 
out.  Yet,  in  three  years  of  medical  school,  I have 
had  no  exposure  to  the  private  practice  of  medicine, 
nor  have  I even  met  a physician  in  private  prac- 
tice — except  on  my  own  initiative  in  my  home 
town  during  vacation.” 

I am  convinced  that  a large  percentage  of  the 
students  want  to  meet  us,  would  like  to  associate 
with  us  more  freely,  to  learn  what  the  private 
practice  of  medicine  is  all  about,  and  to  learn  the 
reasons  behind  the  positions  and  policies  of  organized 
medicine.  If  not  from  us,  from  whom  will  they 
learn?  Certainly  not  from  the  press,  nor  the  Student 
Health  Organization,  nor  even  from  other  physicians 
who,  themselves,  have  never  been  in  private  prac- 
tice nor  participated  in  organized  medicine. 

I believe,  too,  that  we  can  learn  from  the  students. 
Medicine  is  not  a static  profession.  Radical  ideas  of 
a few  decades  ago  are  now  accepted  as  common- 
place. Fresh  ideas,  though  they  may  seem  radical 
today,  will  stimulate  us  to  continued  growth  and 
dynamic  progress.  After  all,  these  young  men  and 
women  will  be  the  leaders  of  medicine  in  just  a few 
short  years. 

Recent  steps  taken  by  the  Jefferson  County 
Medical  Society  to  stimulate  student  memberships 
are  most  encouraging.  The  mechanism  is  being 
developed  whereby  students  will  participate  in  floor 
discussions  and  in  committee  work  of  the  Society 
and  receive  all  society  communications.  They  would 
pay  minimal  dues  but,  since  they  do  not  yet  hold 
the  degree  of  doctor  of  medicine,  they  could  not  be- 
come active,  voting  members.  Opening  this  avenue 
of  communication  between  organized  medicine  and 

(Continued  on  Page  784 ) 
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DOCTOR! 

You  are  cordially  invited  to  attend 


KENTUCKY  THORACIC  SOCIETY’S 
FALL  CONFERENCE  ON  RESPIRATORY  DISEASES 

November  7 and  8 

Boone  Tavern  Hotel — Berea,  Kentucky 


FRIDAY,  NOVEMBER  7 

6:30  p.m.  Dinner 

“TB  Versus  the  Commonwealth” 

State  Senator,  Clyde  W.  Middleton 
Chairman,  Comprehensive  Health  Planning 
Council 


SATURDAY,  NOVEMBER  8 


8:30-  8:45  a.m. 


8:45-  9:00  a m. 


9:00-  9:30  a m. 


9:30-10:00  a.m. 


1 0:00-1  0:30  a.m. 


10:30-1  1 :00  a m. 


Richard  B.  McElvein,  M.D.,  Presiding  Of- 
ficer 

“The  Case  Against  BCG” 

Michael  L.  Furcolow,  M.D. 

Professor  of  Epidemiology 
Department  of  Community  Medicine 
University  of  Kentucky  Medical  Center 
“The  Case  for  BCG” 

H.  Mac  Vandiviere,  M.D. 

Professor  of  Community  Medicine 
University  of  Kentucky  Medical  Center 
“TB  Control  and  Case  Finding” 

Jerry  Brimberry,  Public  Health  Advisor 
Tuberculosis  Control  Program 
State  Department  of  Health 
Frankfort 

"Preventive  Treatment  For  TB” 

Vernon  N.  Houk,  M.D.,  Deputy  Chief 
Tuberculosis  Branch 

National  Communicable  Disease  Center 
Atlanta,  Georgia 

“Problem  of  TB  in  Kentucky  Today” 

George  Brockman,  M.D.,  Chairman 
Tuberculosis  Study  Committee 
Greenville 

Coffee  Break 


1 1 :00-l  1 :30  a.m. 


11:30-12:00  Nooi 


Robert  L.  Rice,  M.D.,  Presiding  Officer 
“Can  Lungs  Be  Transplanted?” 

David  Blumenstock,  M.D. 

Mary  Imogene  Bassett  Hospital 
Cooperstown,  N.Y. 

’’Why  Lungs  Cannot  Be  Transplanted" 

Paul  Stevens,  M.D. 

Director,  Pulmonary  Laboratory 
Methodist  Hospital 
Houston,  Texas 

“Miner’s  Lung” 

Robert  Penman,  M.D.,  Associate  Professor 
Director,  Pulmonary  Disease  Section 
Department  of  Medicine 
University  of  Kentucky  Medical  Center 

“Tobacco  and  the  State  and  Federal  Govern- 
ments” 

Charles  Fagan 

Deputy  Secretary  of  Commerce 
Washington,  D.C. 
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Program  acceptable  for  4 Elective  hours  by  the 
American  Academy  of  General  Practice 


oducing  alginates  to  antacids 


difference 
in  taste 


m 


Derived  from  seaweed,  and  long  used  to  impart 
velvety  consistency  to  foods,  alginates— a Warner- 
Chilcott  contribution  to  antacid  palatability — help 
1 ) erase  the  chalkiness  and  grittiness  found  with  some 
other  antacids;  2)  dispel  unpleasant  aftertaste.  Like 
ice  cream,  Gelusil-M  is  smooth  and  creamy;  and  it  has 
a cool  mint  flavor.  Thus,  for  your  patients  Gelusil-M 
is  excellent  to  start  on  and  easy  to  stay  on 

introducing 

GELUSIL*  M 

each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 
250  mg.  aluminum  hydroxide  (Wamer-Chikott) 

200  mg.  magnesium  hydroxide 

•U.S.  Patent  No.  3,326,755 

a consistent  buffering  anticostivet  antacid 

t A voids  constipation. 
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See  next  page  for  prescribing  information  ► 


GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patierr 


Gelusil-M  Liquid 


Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis.  Heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored)—light  green  bottles  of  12  fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusir  Tablets 


Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 

Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


HIGHLAND  HOSPITAL 


Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an 
extensive  and  well  organized  activities  program,  including  occupational  therapy,  art  therapy, 
music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  intregated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 


Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 


OPTICAL  ILLUSION? 

All  the  long,  diagonal 
lines  are  parallel,  but  the 
cross  lines  distract  the 
eye  and  make  them  ap- 
pear at  angles.  Don’t  suf- 
fer from  the  illusion  that 
all  glasses  are  properly 
crafted.  Rely  on  SOUTH- 
ERN OPTICAL  accuracy. 


Charge  accounts 
invited 


^ovtkm, 

Opted 


SOUTHERN  OPTICAL  BLOG  . 640  S 4th' 
(Midway  between  Broadway  t Chestnut) 
MEDICAL  ARTS  BLOG  , Eastern  Parkway 
ST  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLOG  . Floyd  t Gray 
CONTACT  LENSES.  640  S. 


Louisville 


Bowling  Green 
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The  New  Physician 


During  the  spring  of  this  year  leaders  of 
the  student  body  at  the  University  of 
Louisville  School  of  Medicine  ap- 
proached officers  of  the  Jefferson  County 
Medical  Society  with  the  question  as  to 
whether  a more  meaningful  student  member- 
ship could  be  established  in  the  Society.  As  a 
result  of  a meeting  between  student  leaders 
and  society  officers,  an  ad  hoc  student  liaison 
committee  was  appointed.  Subsequent  recom- 
mendations by  this  committee  led  to  a new 
type  of  student  membership  in  the  county 
society.  This  was  referred  to  in  the  Presiden- 
tial Address  of  Henry  B.  Asman,  M.D.,  made 
at  the  time  of  the  KMA  Annual  Convention 
in  September. 

The  new  student  membership  allows  for 
freedom  of  the  floor  in  all  discussions,  mem- 
bership on  committees,  attendance  at  the 
monthly  dinner  meetings — at  reduced  rates — 
and  the  receiving  of  all  publications  of  the 
Jefferson  County  Medical  Society.  This  new 
type  of  membership  does  not  include  voting 
privileges.  It  was  the  opinion  of  the  Board  of 
Governors  of  the  Society  that  the  right  to 
vote  was  an  earned  one — a right  that  was 
earned  primarily  by  successfully  completing 
medical  school.  There  are  at  the  present 
time  many  examples  in  medicine  where  full 
voting  membership  is  only  achieved  after  suc- 
cessfully completing  certain  professional  re- 
quirements. 

The  students  who  have  led  in  the  discus- 
sions with  the  Jefferson  County  Medical  So- 
ciety are  officers  of  the  University  of  Louis- 
ville Chapter  of  the  Student  American  Medical 
Association.  These  students  have  expressed 
the  desire  to  learn  more  about  how  organized 
medicine  works — and  to  learn  more  about 


the  problems  that  the  county  and  state  medical 
society  encounters.  The  students  have  also 
expressed  the  desire  to  have  greater  contact 
during  the  medical  school  period  with  private 
practitioners  of  medicine.  It  is  their  anticipation 
that  being  active  in  the  county  medical 
society  will  help  to  provide  this  contact. 

The  national  organization  of  the  Student 
American  Medical  Association  was  founded 
in  1950  and  now  has  a membership  of 
24,000  medical  students  in  87  different  medi- 
cal schools.  The  stated  purposes  of  the  Asso- 
ciation are  to  improve  medical  education,  to 
contribute  to  the  improvement  of  health  care 
of  all  people,  and  to  involve  its  members  in 
the  social,  moral  and  ethical  obligations  of  the 
profession  of  medicine.  The  Association  pub- 
lishes a monthly  journal — The  New  Physician 
— which  is  mailed  to  more  than  50.000  active 
and  affiliate  members  of  the  organization. 
The  SAMA  has  also  been  active  in  the  politi- 
cal and  legislative  fields.  Recently,  the  presi- 
dent of  SAMA  appeared  before  the  House 
Appropriation  Subcommittee  on  Labor,  Edu- 
cation and  Welfare  to  support  the  organization 
position  on  federal  loans  to  medical  students. 

Another  national  medical  student  organiza- 
tion has  received  much  publicity  this  past 
year — unfavorable  publicity  insofar  as  the 
average  practicing  physician  views  it.  This  is 
the  Student  Health  Organization,  which  is 
approximately  four  years  old — and  made  up 
of  some  2,000  medical  students,  nurses,  social 
workers  and  others.  It  was  this  organization 
which  participated  in  the  interruption  of  the 
annual  AMA  meeting  this  past  spring.  A 
number  of  other  organizations,  such  as  Medi- 
cal Committee  for  Human  Rights,  Movement 
for  a Democratic  Society,  Health  Policy  Ad- 
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visory  Center,  Rockefeller  University  Com- 
mittee for  a Democratic  Society  and  others, 
took  part  in  that  particular  demonstration.  It 

I is  apparently  the  desire  of  the  SHO  to  change 
the  present  health-care  system — not  so  much 
by  evolution  and  reform — but  by  revolution. 
This  is  not  the  case  with  the  SAMA.  Its 
members  wish  to  join  the  present  medical 
establishment — first,  to  learn  and  then  to  help 
in  the  solution  of  the  problems  in  the  health- 


care field.  Its  leaders  are  energetic,  articulate, 
and  have  proven  leadership  capabilities.  It 
would  be  anticipated  that  the  present  leaders 
of  the  students  will  eventually  become  leaders 
in  organized  medicine.  Their  membership  in 
the  Jefferson  County  Medical  Society  should 
prove  of  value  to  them — and  to  the  Society. 

Walter  S.  Coe,  M.D. 


The  S.M.A.  in  Atlanta 


IF  YOU  received  and  read  the  Southern 
Medical  Association’s  latest  bulletin  you 
must  be  all  aflame  with  an  urge  to  visit 
Atlanta  in  November  when  the  S.M.A.  con- 
venes there  the  10th  to  the  13th  for  the  annual 
convention.  Atlanta  is  progressing  so  rapidly 
that  to  have  seen  it  four  years  ago  is  inade- 
quate. Even  then  it  was  fantastic — now  it  is 
more  so. 

Kentucky  is  one  of  the  smaller  of  the  17 
states  comprising  the  S.M.A.  membership,  but 
it  has  had  a very  significant  share  in  its  growth 
and  development  during  the  66  years  of  its  op- 
eration. A.  Clayton  McCarty,  M.D.  was  the 
latest  president  from  our  state.  J.  Duffy  Han- 
cock, M.D.,  was,  until  last  year,  a trustee,  and 


Andrew  Moore,  of  Lexington,  is  our  present 
councilor. 

The  21  specialty  sections  will  provide  an 
abundance  of  new  information  of  sufficient 
variety  to  satisfy  the  desire  of  anyone,  even 
the  most  discriminating.  The  smaller  discussion 
groups  and  the  opportunity  for  participation 
is  a feature  particularly  attractive  to  all.  The 
hospitality  and  good  fellowship  which  always 
prevails  is  most  gratifying. 

Recreation  and  evening  entertainment  can- 
not be  excelled,  and  rarely  equalled,  in  any 
of  our  cities.  You  should  go,  but  you  should 
also  take  your  wife.  She,  too,  will  enjoy  Atlanta. 

Sam  A.  Overstreet,  M.D. 


See  November  Issue 


for  Complete  Coverage 
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No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN*VEE9K 

(potassium  phenoxymethyl  penicillin) 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


i BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Because  peripheral  vasodilatioi 
is  needed  now... 
and  must  often  be  continued 


! 


Roniacol  Timespan  (nicotinyl  alcohol  tartrate) 
can  make  a significant  contribution  to  effective 
treatment  of  peripheral  vascular  disorders.  It  is 
directed  specifically  toward  improvement  of 
peripheral  blood  flow,  relief  of  ischemic  symp- 
toms, and  the  long-term  management  of  these 
conditions. 

Specific  pharmacologic  action— Roniacol  (nico- 
tinyl alcohol)  acts  selectively  by  relaxing 
smooth  muscle  of  peripheral  blood  vessels. 
Onset  of  action  is  smooth  and  gradual,  rarely 
causing  severe  flushing. 

Relative  freedom  from  side  effects— Side  effects 


that  may  occur  occasionally  with  Roniacol 
seldom  require  discontinuation  of  therapy. 

Prolonged,  continuous  drug  release— Pro- 
longed peripheral  vasodilation  is  provided  by 
sustained-release  Roniacol  Timespan  (nicotin 
alcohol  tartrate)  Tablets.  Part  of  the  drug  be- 
comes available  immediately,  the  remainder 
continuously  over  a period  of  up  to  12  hours, 
and  dilation  of  constricted  peripheral  vessels  i 
usually  maintained.  Thus,  with  a single  dose  o 
medication,  patients  can  enjoy  the  benefits  of 
increased  peripheral  blood  flow  in  ischemic 
extremities  for  up  to’12  hours. 


100th  peripheral  vasodilation  from  initial 
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Caution:  Roche  Laboratories  endorses  caution 
in  the  administration  of  any  therapeuticagent 
to  pregnant  patients. 

Side  Effects:  T ransient  flushing,  gastric 
disturbances,  minor  skin  rashes  and  allergies 
may  occur  in  some  patients,  seldom  requiring 
discontinuation  of  the  drug. 

Dosage:  1 or  2 Timespan  Tablets— 150  mg 
nicotinyl  alcohol  in  the  form  of  the  tartrate 
salt— bottles  of  50  and  500. 

Roche 

LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Art  is  a conception  of  peripheral  vasodilation. 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 
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November  Lecture  To  Honor 
Doctor  Sidney  Johnson 

A lectureship  honoring  Sidney  Evans  Johnson, 
M.D.,  will  be  held  at  Lourdes  Hall.  St.  Joseph 
Infirmary  in  Louisville  on 
November  7,  according  to 
S.  R.  Scheen.  \1.D.,  KMA 
Secretary. 

The  guest  lecturer  will 
be  Richard  Chamberlain, 
M.D.,  professor  of  radiol- 
ogy and  chairman  of  the 
department  of  radiology  at 
the  University  of  Pennsyl- 
vania School  of  Medicine. 

Two  lectures  will  be  pre- 
sented, the  first  at  9 a.m. 
entitled  “Johnson’s  Temp- 
tation” and  the  second  at  7 p.m.  on  “Radiology  Be- 
yound  the  Eastern  Horizons.”  Both  lectures  are  of 
general  medical  interest. 

Doctor  Chamberlain  has  recently  adopted  the 
University  of  Saigon  Medical  School  Department  of 
Radiology  for  the  purpose  of  training  Vietnamese 
radiologists. 

Doctor  Johnson  has  had  an  influence  on  the 
careers  of  many  Kentucky  physicians  in  his  role  as 
professor  of  gross  anatomy  and  radiology  at  the 
University  of  Louisville  Medical  School  and  as 
chairman  of  the  x-ray  department  at  St.  Joseph 
Infirmary  from  1926  until  1962. 

Presently  retired.  Doctor  Johnson  lives  in  St. 
Petersburg,  Florida. 

Continuing  Medical  Education 
Now  Presented  in  TV  Series 

A series  of  13  continuing  medical  education  pro- 
grams are  being  presented  in  weekly  broadcasts  this 
fall  over  the  Kentucky  Educational  Television  Net- 
work and  WKPC-TV  (Channel  15  in  the  Louisville 
area),  according  to  William  P.  VonderHaar,  M.D., 
KMA-ETV  Committee  Chairman. 

The  programs,  which  are  broadcast  every  Monday 
at  9:30  p.m.  EST  over  KETV  and  10:00  p.m.  EST 
over  WKPC-TV,  are  sponsored  by  the  Kentucky 
Medical  Association,  the  Kentucky  Chapter  of  the 
American  Cancer  Society  (which  provided  a grant 
to  defray  part  of  the  costs),  the  University  of  Ken- 
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tucky  Medical  Center,  and  the  University  of  Louis- 
ville School  of  Medicine. 

The  first  program,  presented  October  6.  was  en- 
titled “Lymphomas:  How  Often  Fatal."  Future 

programs  in  the  series  include  "Gastric  Cancer,” 
“Football  Injuries:  Their  Management  and  Preven- 
tion,” “Psychotomimetics  and  Their  Abuses,”  and 
“The  Clinical  Use  of  Electrical  Pacemakers.”  Ad- 
ditional information  will  be  mailed  to  all  Kentucky 
physicians  very  soon. 

Check  your  local  newspaper  for  the  channel 
number  of  the  KETV  station  nearest  you. 

Transplant  Surgeon  To  Deliver 
L.E.  Smith  Lecture  Nov.  6 

James  D.  Hardy,  M.D.,  chairman  of  the  depart- 
ment of  surgery  at  the  University  of  Mississippi 
Medical  Center,  will  give  the  annual  L.  E.  Smith 
Memorial  Lecture  on  November  6 at  4:30  p.m.  in 
the  hospital  auditorium  of  the  University  of  Ken- 
tucky Medical  Center. 

Doctor  Hardy,  who  with  his  associates  performed 
the  world's  first  human  lung  transplantation  in  1963, 
was  the  first  surgeon  to  replace  the  human  heart  by 
transplantation  in  1964. 

The  lecture  is  sponsored  by  the  Kentucky  Tuber- 
culosis and  Respiratory  Disease  Association  and  the 
Kentucky  Thoracic  Society  as  a memorial  to  the 
late  Doctor  Smith,  who  for  many  years  led  the 
fight  against  TB  in  Kentucky. 

Ky.  Thoracic  Society  Conference 
Features  Lung  Transplants,  TB 

The  fall  conference  of  the  Kentucky  Thoracic 
Society  will  be  held  November  7 and  8 at  the  Boone 
Tavern  Hotel  in  Berea.  Invitation  is  open  to  all 
physicians. 

Sessions  on  lung  transplantation  will  be  led  by 
David  Blumenstock,  M.D.,  Mary  Imogene  Bassett 
Hospital,  Cooperstown,  N.Y.,  and  Paul  Stevens,  M.D., 
director  of  Pulmonary  Laboratory,  Methodist  Hos- 
pital, Houston. 

The  conference  will  open  with  a dinner  meeting 
November  7,  featuring  State  Senator  Clyde  Middle- 
ton  who  will  discuss  “TB  versus  the  Common- 
wealth.” Senator  Middleton  is  chairman  of  the 
Comprehensive  Health  Planning  Advisory  Council. 

Other  participants  in  the  two-day  session  are 
Robert  Penman.  M.D.,  director  of  the  Pulmonary 
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Disease  Section,  University  of  Kentucky  Medical 
Center;  Vernon  N.  Houk,  M.D.,  deputy  chief  of  the 
TB  branch.  Communicable  Disease  Center,  Atlanta; 
and  George  Brockman,  M.D.,  Greenville,  chairman 
of  the  TB  Study  Committee  of  the  Kentucky  Com- 
prehensive Health  Planning  Commission. 

Scientific  sessions  will  run  from  8:30  a.m.  until 
2:30  p.m.  on  Saturday.  Approval  of  American 
Academy  of  General  Practice  for  elective  credit 
hours  is  pending. 

Further  information  may  be  obtained  from  the 
Kentucky  TB  and  Respiratory  Office,  Louisville. 


AMA  Approves  2-Year  Curriculum 
For  Medical  Assistants 

The  House  of  Delegates  of  the  American  Medical 
Association  approved  a two  year  medical  assistant 
curriculum  at  its  July  meeting  in  New  York. 

The  curriculum  is  based  on  the  American  Associa- 
tion of  Medical  Assistants’  certification  study  outline. 

Applications  are  being  accepted  by  the  AMA's 
Department  of  Allied  Medical  Professions  and  Serv- 
ices, although  it  will  be  several  months  before  the 
AMA-AAMA  team  begins  to  evaluate  schools. 


KMA  Adds  28  Physicians 
To  Its  Membership 

Twenty-eight  physicians  have  joined  the  Kentucky 
Medical  Association  recently,  according  to  the  mem- 
bership department  records  as  of  September  15. 
This  addition  of  members  boosted  the  total  mem- 
bership figure  to  2376  member  physicians. 

New  members  in  Louisville  include  Burns  M. 
Brady,  M.D.,  Alfred  L.  Chatham,  M.D.,  Robert  C. 
C.  Chiu,  M.D.,  Chester  L.  Davidson,  M.D.,  James 
W.  Harkess,  M.D.,  Walter  Lang,  M.D.,  Carlos  A. 
Leguizamon,  M.D.,  John  J.  Martin,  M.D.,  Myron 
G.  Sandifer,  M.D.,  and  Albert  Weinshelbaum,  M.D. 

The  nine  new  members  from  Lexington  are 
Abram  S.  Benenson,  M.D.,  David  J.  Brecount,  M.D., 
Allen  Evans  Grimes,  Jr.,  M.D.,  Arthur  A.  Helle- 
busch,  M.D.,  Edward  C.  Hightower,  M.D.,  William 
T.  Maxson,  II,  M.D.,  R.  Herman  Playforth,  M.D., 
James  E.  Russell,  M.D.,  and  Tatsuo  Yoneyama, 
M.D. 

Other  new  members  are  Billy  R.  Allen,  M.D., 
Beaver  Dam,  Henry  R.  Bell.  M.D.,  Elkton,  Harold 
R.  Gillespie,  M.D.,  Whitesburg,  Paul  R.  Lewis, 
M.D.,  Olive  Hill,  William  N.  Richardson,  M.D., 
Cadiz,  Remigo  T.  Roque,  M.D.,  Lynch,  Pravit  Sena- 
vinin,  M.D.,  Barbourville,  Sam  H.  Traughber,  M.D., 
Hopkinsville,  and  C.  W.  Van  Hooser,  M.D.,  Madi- 
sonville. 
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Newborn  Symposium  Set  Nov.  6-7 

The  third  annual  Newborn  Symposium  will  be 
presented  by  the  department  of  pediatrics  of  the 
University  of  Louisville  School  of  Medicine  on  No- 
vember 6-7,  according  to  Billy  F.  Andrews,  M.D., 
director  of  newborn  services. 

The  symposium,  which  will  deal  with  respiratory 
problems  in  the  newborn,  will  feature  Donald  Buck- 
ner, M.D.,  Lawrence  Davis,  M.D.,  Peter  Gruen- 
wald,  M.D.,  Marshall  Klaus,  M.D.,  Nicholas  M. 
Nelson,  M.D.,  and  William  A.  Silverman,  M.D.  Fur- 
ther information  may  be  obtained  from  Doctor  An- 
drews who  is  in  charge  of  the  arrangements. 


MLA  Holds  Annual  Meeting 

The  68th  Annual  Meeting  of  the  Medical  Library 
Association  will  be  held  October  27-30  in  Louisville, 
according  to  Joan  Titley,  librarian  of  the  Health 
Sciences  Library  at  the  University  of  Louisville.  A 
slate  of  continuing  education  courses  for  health  sci- 
ences librarians  will  be  featured  to  help  keep  MLA 
members  up-to-date  in  their  rapidly  changing  fields. 


New  Surgery  Division  at  U.K. 

A Division  of  Otolaryngology  has  been  imple- 
mented in  the  University  of  Kentucky  College  of 
Medicine’s  Department  of  Surgery.  The  division, 
headed  by  Glenn  Edgar  Hair,  M.D.,  officially  went 
into  operation  on  July  1,  1969.  Doctor  Hair  was  as- 
sociate professor  of  surgery  (otolaryngology)  at  the 
University  of  North  Carolina  School  of  Medicine 
before  coming  to  the  University  of  Kentucky. 


Seminar  Planned  by  KAGP 

The  Kentucky  Academy  of  General  Practice  is 
holding  a seminar  October  17-19  at  Park  Mammoth 
Resort,  Park  City,  according  to  Ollie  Emerine,  M.D. 
and  David  T.  Lewis,  M.D.,  co-chairmen  for  the 
seminar. 

Program  themes  include  “General  Psychiatry”  on 
Saturday  and  “Sexual  and  Marital  Problems”  for  the 
Sunday  sessions.  Seven  accredited  hours  will  be  ac- 
cepted by  the  American  Academy  of  General 
Practice  for  this  seminar. 


U.K.  Names  New  Chairman 

Abram  S.  Benenson,  M.D.,  has  been  named  pro- 
fessor and  chairman  of  the  Department  of  Com- 
munity Medicine  at  the  University  of  Kentucky. 
Doctor  Benenson  is  a former  professor  of  preventive 


medicine  at  Jefferson  Medical  College  in  Philadel- 
phia. 

Doctor  Benenson  succeeds  Kurt  W.  Deuschle,  M.D., 
who  organized  at  the  University  the  first  department 
of  community  medicine  among  medical  schools  in 
the  United  States. 

Maternal  Mortality 

(Continued  from  Page  724 ) 
the  disease.  The  treatment  of  carcinoma  of  the 
breast  during  pregnancy  is  still  controversial.  It  has 
not  been  established  that  pregnancy  is  an  important 
influence  on  breast  carcinoma.  Some  series  indicate 
that  breast  carcinoma  grows  rapidly  during  preg- 
nancy while  others  indicate  that  the  reason  for  the 
poor  survival  rate  is  that  the  delay  in  diagnosis  on 
the  part  of  the  patient  and  the  physician  during 
pregnancy  is  so  much  greater  than  in  the  non- 
pregnant state. 

Deaths  In  The  Hospital 

(Continued  from  Page  751) 
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NEWS  ITEMS 


Thomas  P.  Leonard,  Jr.,  M.D.,  a general  practitioner, 
has  opened  an  office  in  Shelbyville.  A 1965  graduate 
of  the  University  of  Louisville  School  of  Medicine, 
Doctor  Leonard  completed  his  internship  at  St. 
Joseph  Infirmary  and  his  residency  training  at  Louis- 
ville General  Hospital. 

V.R.  Fuson,  M.D.,  a general  practitioner,  has  opened 
an  office  in  Clarkson.  Doctor  Fuson  graduated  from 
the  University  of  Louisville  School  of  Medicine  in 
1967  and  completed  his  internship  in  Jacksonville, 
Fla.  in  1968. 

Carlos  A.  Leguizamon,  M.D.,  an  internist,  is  asso- 
ciated with  Irving  B.  Perlstein,  in  Louisville.  A 
1946  graduate  of  Cordoba  Medical  School,  Argentina, 
Doctor  Leguizamon  has  practiced  in  Argentina,  the 
state  TB  Hospital,  Glasgow,  and  Hazelwood  Hospital, 
Louisville. 

James  E.  Russell,  M.D.,  an  orthopedist,  is  practicing 
in  association  with  O.B.  Murphy,  M.D..  T.D.,  Yocum, 
M.D.,  G.M.  Gumbert,  M.D.,  and  W.G.  Wheeler, 
M.D.,  in  Lexington.  A 1962  graduate  of  Vanderbilt 
University  School  of  Medicine.  Doctor  Russell  served 
his  internship  and  orthopedic  surgery  residency  at 
Vanderbilt  Hospital.  He  served  in  the  U.S.  Air  Force 
Medical  Corps,  Ft.  Worth,  from  1964  to  1966. 


HISTO  IS  CONFUSING. 
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Curtis  W.  Van  Hooser,  M.D.,  a specialist  in  internal 
medicine,  is  practicing  in  association  with  the  Trov- 
er Clinic  in  Madisonville.  A 1962  graduate  of  the 
University  of  Tennessee  Medical  School,  Doctor  Van 
Hooser  completed  his  internship  at  St.  Joseph  Hospital 
in  Memphis  and  his  residency  at  Veterans  Hospital  in 
Memphis  in  March.  1969. 

Robert  C.  C.  Chiu,  M.D.,  specializing  in  orthopedic 
surgery,  is  associated  with  James  Harkess,  M.D.  in 
Louisville.  Graduating  from  the  University  of  the 
Philippines  Medical  School  in  1956.  Doctor  Chiu  took 
his  residency  at  Montreal  General  Hospital  in  Mon- 
treal which  he  completed  in  1963.  Having  practiced 
previously  at  the  Burns  Clinic  in  Michigan,  Doctor 
Chiu  is  on  the  faculty  at  the  University  of  Louisville 
School  of  Medicine. 

Allen  E.  Grimes,  Jr„  M.D.,  a specialist  in  general 
and  vascular  surgery,  is  practicing  in  association  with 
Harold  Faulconer,  M.D.,  Lexington.  A 1962  graduate 
of  Northwestern  University  Medical  School,  Doctor 
Faulconer  completed  his  residency  at  the  Mayo  Clinic 
in  1967. 

Sam  Traughber,  M.D.,  an  internal  medicine  specialist, 
is  associated  with  James  Dade,  M.D.,  in  Hopkins- 
ville. A 1965  graduate  of  the  University  of  Louisville 
School  of  Medicine,  Doctor  Traughber  completed  his 
internship  in  1966  and  his  residency  in  1969  at  Van- 
derbilt University  Hospital. 

Tatsuo  Yoneyama,  M.D.,  a pathologist,  is  an  assistant 
professor  in  the  department  of  pathology  at  the  Uni- 
versity of  Kentucky  College  of  Medicine.  Graduating 
in  1954  from  the  Hokkaido  University  School  of 
Medicine,  Doctor  Yoneyama  completed  his  intern- 
ship in  Tokyo  and  his  residency  at  Duke  University 
in  1962. 

Abe  R.  Fosson,  Jr.,  M.D.,  a pediatrician,  is  prac- 
ticing in  association  with  the  Lexington  clinic.  A 
1964  graduate  of  Vanderbilt  University,  Doctor 
Fosson  completed  his  residency  at  Los  Angeles  Chil- 
drens Hospital  in  1966.  He  served  as  a captain  in 
the  United  States  Air  Force  from  1967  to  1969. 

Stanley  R.  Huffman,  M.D.,  a physician  in  internal 
medicine  and  gastroenterology,  is  now  associated  with 
the  Houston-McDevitt  Clinic  in  Murray.  Doctor  Huff- 
man graduated  from  George  Washington  University 
in  1963  and  completed  his  residency  at  the  Univer- 
sity of  Kentucky  Medical  Center  in  1969. 

Harry  E.  Altman,  M.D.,  a specialist  in  obstetrics  and 
gynecology,  is  practicing  in  association  with  David 
K.  Mulliken,  M.D.,  Pikeville.  A 1965  graduate  of 
the  University  of  Tennessee.  Doctor  Altman  com- 
pleted his  residency  in  1969  at  the  University  of 
Tennessee.  He  is  a member  of  the  Tennessee  Army 
National  Guard. 

Richard  L.  Bolton,  M.D.,  specializing  in  orthopedic 
surgery,  is  now  at  the  Trover  Clinic.  Graduating  from 
Louisiana  State  University  in  1961,  Doctor  Bolton 
completed  his  internship  at  Confederate  Memorial 
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Hospital  and  his  residency  in  1969  at  Tulane  Uni- 
versity. 

William  T.  Maxson,  II,  M.D.,  a specialist  in  in- 
ternal medicine,  is  in  association  with  Irving  Kanner, 
M.D.,  and  Lee  Shine,  M.D.,  in  Lexington.  A 1964 
graduate  of  the  University  of  Kentucky,  Doctor 
Maxson  completed  his  internship  and  residency  at 
Johns  Hopkins  University.  He  has  been  in  the  medi- 
cal corps  of  the  Army  National  Guard  for  five  years. 

Charles  H.  Griffith,  M.D.,  a pediatrician,  is  prac- 
ticing at  the  Lexington  Clinic.  Doctor  Griffith  grad- 
uated from  Vanderbilt  in  1964,  completed  his  intern- 
ship there  in  1965  and  did  his  residency  there  and 
at  the  University  of  Kentucky. 

R.  Herman  Playforth,  M.D.,  a specialist  in  general 
and  cardiovascular  surgery,  is  practicing  in  associa- 
tion with  James  B.  Holloway,  Jr.,  M.D.,  in  Lexing- 
ton. A 1963  graduate  of  Johns  Hopkins  University, 
Doctor  Playforth  completed  his  internship  and  resi- 
dency at  the  University  of  Kentucky. 

Richard  F.  Plant,  M.D.,  a gynecologist,  is  now  at  the 
Trover  Clinic.  A 1960  graduate  of  the  University  of 
Arkansas,  Doctor  Plant  completed  his  residency  at 
Grady  Hospital,  Atlanta,  in  1967.  Before  coming  to 
Kentucky,  Doctor  Plant  was  practicing  at  the  Quincy 
Clinic.  Quincy,  Illinois. 

Allan  W'.  Lohaus,  M.D.,  a general  practitioner,  is 
practicing  in  association  with  the  Neighborhood 
Health  Center  in  Louisville.  Receiving  his  M.D.  in 
1968  from  George  Washington  University,  Doctor 
Lohaus  completed  his  internship  in  1969  at  Mountain- 
side Hospital  in  New  Jersey. 

John  J.  Johnson,  M.D..  specializing  in  opthalmology, 
is  practicing  in  association  with  George  H.  Widener, 
M.D.,  in  Paducah.  A 1962  graduate  of  the  University 
of  Arkansas,  Doctor  Johnson  completed  residency 
at  St.  Luke’s  Hospital  in  St.  Louis  and  at  the  Uni- 
versity of  North  Carolina  in  1969. 

Daniel  A.  Tobin,  M.D.,  a specialist  in  therapeutic 
radiology,  is  associated  with  the  Radiation  Center  in 
Louisville.  Before  coming  to  Kentucky,  Doctor 
Tobin  was  a faculty  member  at  the  University  of 
Wisconsin  and  was  a general  surgeon  practicing  in 
Sacramento,  California. 


Usual  and  Customary 

(Continued  from  Page  721) 
made  to  the  policyholder.  The  physician  is 
still  free  to  bill  the  patient  in  any  amount  he 
deems  appropriate. 

It  is  apparent  that  if  many  physicians  do 
not  choose  to  participate,  the  Usual  and 
Customary  Fee  Program  will  not  be  effective. 
Since  the  consumer  has  purchased  this  type  of 
coverage,  and  has  demanded  it,  it  becomes 


apparent  that  he  will  determine  which  physi- 
cians participate  in  this  program  and  which 
do  not,  and  will  patronize  those  physicians  who 
do  participate.  This  is  free  choice  of  physi- 
cians, which  we  have  long  supported. 

If  partnership  is  to  continue  between  the 
Blue  Shield  plan  and  the  Kentucky  physicians, 
it  is  important  that  the  physicians  continue  to 
be  active  in  the  policy-making  and  operation 
of  Blue  Shield.  We  certainly  hope  that  this 
continues  as  in  the  past,  and  we  would  en- 
courage individual  physicians  to  sign  their 
indication  of  participating  in  Blue  Shield, 
realizing  that  they  may  withdraw  from  the 
program  at  any  time. 

Lewis  Dickinson,  M.D. 


Presidential  Address 

(Continued  from  Page  767) 

the  student — this  opportunity  to  establish  rapport — 
can  bear  significantly  beneficial  results  to  both  groups. 

This  year,  for  the  first  time,  representatives  of 
the  SAMA  organizations  at  both  medical  schools 
were  invited  to  present  a report  to  the  House  of 
Delegates  of  KMA.  They  were  well  received.  This 
year,  too,  representatives  of  SAMA  were  appointed 
to  r.on-voting  membership  on  our  Plans  and  Develop- 
ment Committee.  If  the  experiment  in  Jefferson 
County  is  successful  and,  hopefully,  is  followed  by 
similar  efforts  in  Fayette  County,  it  might  be  ex- 
pected that,  in  the  not  too  distant  future,  students 
will  also  participate  more  actively  in  our  activities 
on  the  state  level. 

In  these  rambling  remarks  I have  touched  upon  a 
great  many  subjects.  In  some  I have  attempted  to 
report  to  you  the  actions  and  decisions  of  your 
Association  during  the  past  year,  while  in  others  I 
have  expressed  my  personal  opinions  on  the  pro- 
blems and  issues  confronting  us.  Like  others  who 
have  preceded  me  in  this  office,  I would  like  to  feel 
that  all  of  my  plans  had  been  completed,  all  of  my 
goals  had  been  accomplished.  That  this  is  impossible 
is  obvious  — not  only  because  of  my  own  limitations 
but  because  ours  is  a dynamic  profession  — always 
changing,  always  growing  — and  the  challenges  will 
forever  be  before  us.  What  has  been  accomplished 
is  due,  in  large  measure,  to  the  cooperation  and 
understanding  of  the  other  officers,  the  Board,  the 
committeemen,  and  a wonderful  staff.  To  them  my 
heartfelt  thanks  for  a job  well-done.  To  you,  again, 
my  gratitude  for  the  privilege  of  serving  as  your 
President.  Thank  you. 
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Of  the  more  than  100  different  types  of  cancer,  colon 
* and  rectal  cancers  are  unique  for  two  compelling 
I reasons: 


High 

incidence: 

Annual  new  cases  number  about 

73,000.  Deaths  now  total  46,000 

a year. 

High 

Early  diagnosis  and  prompt 

curability 

treatment  could  save  almost  75%. 

potential: 

Survival  rate  is  now  only  44%. 

How  to  close  the  critical  gap  between  possible  and 
actual  survivals? 

The  "procto”  can  today  help  save  more  lives  from 
cancer  than  any  other  step  in  the  checkup.  Which  is 
why,  in  our  constant  emphasis  on  the  importance  of 
annual  checkups,  we  urge  the  inclusion  of  a "procto" 
...and  make  available  films  and  other  pertinent 
materials  for  the  layman  and  the  physician.  We  are 
closing  the  "communications"  gap. 

Joint  action  by  people  and  their  doctors  can  help 
close  the  "action”  gap  to  reach  a cure  rate  of  almost 
75%  for  colon  and  rectal  cancer. 
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Kolantyl  Gel/ Wafers  contain 
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hydrochloride)  too. 


The  Win.  S.  Merrell  Company 
Division  of  Richardson-IVIerrell  Inc. 
Cincinnati,  Ohio  45215 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\allUm  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 

Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcitec 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


r— ( ROCHE  ) — » 

mm  Roche 

1 laboratories 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


VOLUME  G1 


NOVEMBER  1 969 


NUMBER  II 


The  Journal  of  The 


UNIVERSITY  OP  KENTUCKY 

WCALC ’ KENTUCKY  MEDlCAL0^^O0tp  MEDICAL  CENTER^ ^ 


Verhov  of  loulsy’o.le  — -.-. r 


In  This  Issue 


Tetanus  Immunity  Survey  of  Six- Year-Old  Children 

Ibrahim  lldirim,  M.D.,  Affonso  R.  Meira,  M.D.  and  Michael  Furcolow,  M.D.  817 


Botulism — A Case  Report 

Harold  D.  Haller,  M.D.,  R.  T.  May,  M.D.  and  Richard  L.  Rolh,  M.D. 


820 


An  Unusual  Complication  in  Permanent  Cardiac 
Pacemakers 


Gary  B.  Garison,  M.D.  and  R.  L.  Rainey,  M.D. 


823 


Hemangioma  of  Spinal  Canal 

Laszlo  Makk,  M.D.  and  Gordon  L.  Smiley,  M.D. 


825 


Special  Article 

House  Takes  Action  on  Usual  and  Customary  83 1 


Complete  Contents  on  Page  797 


TEPANIL — the  right  start  in  support  of  the 
weight-control  program  you  recommend.  I 
reduces  the  appetite.  Doesn’t  kill  it.  Weigh 
loss  is  significant — gradual — yet  there  is  c 
relatively  low  incidence  of  CNS  stimula 
tion.  Because  TEPANIL  works  on  the 
appetite,  not  on  the  "nerves." 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patient: 
hypersensitive  to  this  drug;  in  emotionally  unstable  patient: 
susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines 
use  with  great  caution  in  patients  with  severe  hypertension  o: 
severe  cardiovascular  disease.  Do  not  use  during  first  trimester  o< 
pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  ther 
apy,  unpleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reportec 
to  occur  in  relatively  low  incidence. 

As  is  characteristic  of  sympathomimetic  agents,  it  may  occasionally  cause  CNS  effects  such  a: 
insomnia,  nervousness,  dizziness,  anxiety,  and  jitteriness.  In  contrast,  CNS  depression  has  beer 
reported.  In  a few  epileptics  an  increase  in  convulsive  episodes  has  been  reported. 
Sympathomimetic  cardiovascular  effects  reported  include  ones  such  as  tachycardia,  precordial 
pain,  arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report  describee 
T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of  diethylpropion  hydro 
chloride;  this  was  an  isolated  experience,  which  has  not  been  reported  by  others. 

Allergic  phenomena  reported  include  such  conditions  as  rash,  urticaria,  ecchymosis,and  erythema 
Gastrointestinal  effects  such  as  diarrhea,  constipation,  nausea,  vomiting,  and  abdominal  discom 
fort  have  been  reported. 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow  depression 
agranulocytosis,  and  leukopenia. 

A variety  of  miscellaneous  adverse  reactions  have  been  reported  by  physicians.  These  include 
complaints  such  as  dry  mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain 
decreased  libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swallowec 
whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one  hour  before 
meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome  night  hunger 
Use  in  children  under  12  years  of  age  is  not  recommended. 
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Tepanil  Ten-tab 

(diethylpropion  hydrochloride) 


Lactinex 

TABLETS  A GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.1-2-3'4’5-6'7'8 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 


(LX-05) 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  lie  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN  300 


Demethylrhlortetrarjcline -HC1  300  mg 
and  Nystatin  500.000  units 
CAPSl  LE-SHAPED  TABLETS  Lederle 


b.i.d. 


fo  guard  susceptible  patients  against  intestinal  monilial  over- 
trowth  during  broad-spectrum  therapy— the  protection  of 
lystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
-the  broad-spectrum  therapy  that  prevents  monilial 
j^prgrowth. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 


Sffectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
*ffective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
etracycline-sensitive  organisms.  The  antifungal  component,  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  deraethylchlortetracy- 
:line  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines sh&ld  be  carefully  observed.  . 

. . 


rhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes:  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow'-brown)  in  children  of  mothers  given  this  j 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug  , 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- ] 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy| 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  fa 
in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be  ] 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaire 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foci 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should  i 
continue  for  10  days,  even  though  symptoms  have  subsided.  m ft 
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ABORATORIES 
American  Cyanamid  Company,  Pearl  River,  New  York 


MESSAGE 
FROM  THE 
PRESIDENT 


LAST  year  over  three  and  one  half  million  trained  persons  were  actively 
engaged  in  one  way  or  another  in  the  provision  of  health  care  for 
our  nation’s  people.  It  has  been  estimated  that  an  additional  million  are 
necessary  now  to  make  up  existing  deficits  in  many  areas.  Furthermore,  by  1975 
the  health  care  “industry”,  if  I dare  call  it  that,  in  order  to  keep  pace  with  the 
demand,  will  require  that  ten  per  cent  of  each  high  school  graduating  class  be 
directed  into  a health  career. 

A gigantic  problem  in  recruitment  is  upon  us.  The  Commonwealth  has  been 
fortunate  this  past  year  in  having  “Health  Careers  in  Kentucky”  get  off  to  such 
an  auspicious  start.  This  organization  in  a short  time  has  helped  to  crystallize 
many  of  our  recruitment  efforts.  Your  KM  A Health  Careers  Committee  as  well 
as  the  Auxiliary  is  cooperating  fully  with  them. 


However,  they  can't  do  it  all.  To  accomplish  what  is  required  will  demand  that 
each  physician  in  the  Commonwealth  become  an  active  recruiter. 

In  your  daily  practices,  you  have  the  opportunity  to  identify  these  people, 
young  or  mature,  who  ought  to  be  guided  into  a health  profession  or  occupation. 
Spend  a few  minutes  of  your  time  in  discussing  with  them  this  possibility.  A large 
proportion  of  our  present  students  have  been  pointed  toward  a health  career  on 
the  advice  and  counsel  of  their  physician. 


If  each  year,  each  of  you  would  selectively  recruit  just  one  person,  we  could 
add  3,000  health  workers  annually  to  our  dwindling  supply. 


Joseph  Hamburg,  M.D. 

School  of  Allied  Health  Professions 
University  of  Kentucky  Medical  Center 
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This  is  the  first  in  a series  of  articles  written  at  the  request  of  KM  A President 
Walter  L.  Cawood,  M.D. 


Hoechst  is  proud  to  be  able  to  offer 

nearly  100  years  of  patient-centered  research 

to  “bridge”  the  sometimes  awesome  chasms  of  medicine. 


“ Life  is  short  and  art  is  long; 
the  crisis  is  fleeting, 
experiment  risky, 
decision  difficult 


HOECHST  PHARMACEUTICAL  COMPANY,  Cincinnati,  Ohio  45229 

Division  of  American  Hoechst  Corp. 


Major  discoveries  of  Hoechst  world-wide  research  include 
procaine,  arsphenamine,  mersalyl,  tolbutamide,  and  furosemide. 


The  Apprehensive  Hypertensive 


WELL,  YOU  HAVE  WHAT  WE  CALL 
MODERATE  HYPERTENSION- 
HIGH  BLOOD  PRESSURE.  NOW  I 
DON'T  WANT  YOU  TO  WORRY, 

BUT  WE  ARE  GOING  TO  HAVE  TO 
CHANGE  A FEW  LIVING  HABITS. 
FIRST,  WE'RE  GOING  TO  HAVE  TO 
CUT  OUT  SMOKING-ALTOGETHER. 


THEN  WE  HAVE 
TO  LOSE  WEIGHT. 
20  POUNDS 
SHOULD  DO  IT... 
WE'LL  TALK  A LITTLE 
LATER  ABOUT  THIS 
DIET  WE'RE  GOING 


Regroton*  to  lower  blood  pressure 


chlorthalidone  50  mg. 
reserpineU.S.P.  0.25  mg. 

Regroton®:  chlorthalidone  50  mg. , reserpine  U.S.P.  0.25  mg. 
Indications:  Hypertension.  Contraindications:  History  of  mental  depres- 
sion. hypersensitivity,  and  most  cases  of  severe  renal  or  hepatic  dis- 
eases. Warning:  With  the  administration  of  enteric-coated  potassium 
supplements,  which  should  be  used  only  when  adequate  dietary  sup- 
plementation is  not  practical,  the  possibility  of  small-bowel  lesions 
(obstruction,  hemorrhage,  and  perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  frequently  been  required  and  deaths  have 
occurred.  Discontinue  coated  potassium-containing  formulations  imme- 
diately if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointesti- 
nal bleeding  occur.  Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs.  Use  in  pregnancy:  Because 
chlorthalidone  may  cross  the  placental  barrier  and  appear  in  cord  blood 
and  thiazides  may  appear  in  breast  milk,  this  drug  should  be  used  with 
care  in  pregnant  patients  and  nursing  mothers.  When  used  in  women 
of  childbearing  age,  the  potential  benefits  of  the  drug  should  be 
weighed  against  the  possible  hazards  to  the  fetus.  Use  of  chlorthalidone 
may  result  in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly 


other  adverse  reactions  which  have  occurred  in  the  adult.  Increased 
respiratory  secretions,  nasal  congestion,  cyanosis  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Antihy- 
pertensive therapy  with  this  drug  should  always  be  initiated  cautiously 
in  postsympathectomy  patients  and  in  patients  receiving  ganglionic 
blocking  agents,  other  potent  antihypertensive  drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  therapy  with  this  agent 
two  weeks  prior  to  elective  surgical  procedures.  In  emergency  surgery, 
use,  if  needed,  anticholinergic  or  adrenergic  drugs  or  other  supportive 
measures  as  indicated  Because  of  the  possibility  of  progression  of 
renal  damage,  periodic  kidney  function  tests  are  indicated.  Discontinue 
if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may 
be  precipitated.  Electrolyte  imbalance,  sodium  and/or  potassium  de- 
pletion may  occur.  If  potassium  depletion  should  occur  during  therapy, 
the  drug  should  be  discontinued  and  potassium  supplements  given, 
provided  the  patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients  receiving 


WE'VE  GOT  TO  GET 


PLENTY  OF  REST  AND 
TRV  TO  AVOID  SITUATIONS 
THAT  MAKE  US  ANXIOUS 
OR  TENSE.  AND  WE'LL 
TAKE  MEDICINE  TO  LOWER 
OUR  BLOOD  PRESSURE 
AND  CALM  US  DOWN. 


WE'VE  GOT 


and  allay  anxiety  in  hypertension 


corticosteroids,  ACTH,  or  digitalis.  Severe  salt  restriction  is  not  recom- 
mended. Use  cautiously  in  patients  with  ulcerative  colitis  or  gallstones 
(biliary  colic  may  be  precipitated).  Bronchial  asthma  may  occur  in 
susceptible  patients.  Adverse  Reactions:  The  drug  is  generally  well 
tolerated.  The  most  frequent  side  effects  are  nausea,  gastric  irritation, 
vomiting,  diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina  pectoris, 
anxiety,  depression,  bradycardia  and  ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis),  drowsiness,  dull  sensorium,  hypergly- 
cemia and  glycosuria,  hyperuricemia,  lassitude,  restlessness,  transient 
myopia,  impotence  or  dysuria,  orthostatic  hypotension  which  may  be 
potentiated  when  chlorthalidone  is  combined  with  alcohol,  barbiturates 
or  narcotics,  leukopenia,  aplastic  anemia,  skin  rashes,  thrombocyto- 
penia, agranulocytosis,  nasal  stuffiness,  increased  gastric  secretions, 
nightmare,  purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic 
atrophy  and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the 
skin,  a reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea,  weight 


gain,  decreased  libido,  dryness  of  the  mouth,  deafness,  anorexia,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.l.  symptoms  de- 
velop after  prolonged  administration.  Jaundice,  xanthopsia,  paresthesia, 
photosensitization  and  necrotizing  angiitis  are  possible.  Average  Dos- 
age: One  tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)46-600-C 

For  details,  please  see  complete  prescribing  information. 


reserpineU.S.P.  0.25  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502  be. 6742 


Regroton 


chlorthalidone 


From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


CASE  19-67.  This  24  year  old  married  white 
gravida  2,  para  1 was  a private  patient  admitted 
to  the  hospital  at  6 a.m.,  November  24,  1967, 
in  active  labor.  EDC  was  November  3,  1967.  She 
was  moderately  obese  weighing  approximately  170 
pounds,  5'8"  tall.  She  had  no  difficulty  with  her 
first  pregnancy.  Blood  pressure  on  admission  was 
170/90,  temperature  98,  pulse  68,  Rh  positive, 
hematocrit  39  per  cent,  Hb  12.4  gr.  Vaginal  examina- 
tion revealed  the  cervix  to  be  7 cm.  dilated.  She 
was  having  contractions  every  two  - five  minutes 
that  were  described  as  hard.  Demerol  75  mg.  20  mg 
Largon  and  Scopolamine  were  given  at  7:10  a.m. 
She  was  taken  to  the  delivery  room  at  10:20  a.m.  and 
given  a general  anesthetic  (N2  O and  either).  A 10 
pound  10  ounce  male  was  delivered  over  a left 
mediolateral  episiotomy  with  forceps  at  11:10  a.m. 
The  placenta  was  expressed  at  11:15  a.m.;  following 
which  excessive  postpartum  bleeding  occurred  that 
responded  to  Pitocin  I ampule,  Methergin  1 ampule 
and  1000  cc  D5W  with  2 cc  of  Pitocin. 

The  following  was  obtained  from  the  nurses’  notes. 
The  uterus  was  described  as  large  but  firm  at  11:40 
a.m.,  blood  pressure  140/90.  The  uterus  was  mas- 
saged frequently  and  remained  firm.  At  12:30  p.m. 
her  blood  pressure  was  100/60  and  pulse  120,  the 
fundus  was  described  as  firm.  She  complained  of 
back  ache  and  received  Darvon  at  1:20  p.m.  At 
2:40  p.m.  her  blood  pressure  was  70/50  and  pulse 
120,  pads  were  changed.  Her  physician  was  notified. 
He  ordered  25  mg  Ephedrine  IM  and  external  heat 
applied.  Her  blood  pressure  remained  low — 80/50. 
At  3:10  p.m.  her  blood  pressure  was  80/30  and 
pulse  120.  At  3:20  p.m.  blood  pressure  was  80/30 
and  pulse  120.  The  fundus  was  massaged  and  the 
IV  fluid  was  absorbed.  At  3:45  p.m.  blood  pressure 
was  70/0  and  pulse  100.  She  was  turned  on  her  side. 
The  bleeding  was  described  as  excessive,  and  the 
patient’s  physician  again  was  notified.  The  patient 
was  described  as  very  restless  at  4 p.m.,  her  blood 
pressure  70/0.  Type  and  cross  match  was  ordered 
for  1000  ml  blood.  The  patient  was  cold,  clammy 
and  complained  of  thirst.  At  4:30  p.m.  her  blood 
pressure  was  70/0  and  the  pads  were  changed; 
patient’s  physician  notified  at  4:45  p.m.  that  the 
blood  pressure  was  50/0.  At  5:00  p.m.  the  patient  ex- 
pired by  the  time  the  physician  arrived. 

An  autopsy  was  obtained,  the  positive  findings 
were  1200  cc  of  clotted  blood  in  the  uterine  cavity. 
In  the  vaginal  vault  at  the  junction  of  the  cervix  a 
first  degree  laceration  was  described  without  evidence 


of  hemorrhage.  She  had  approximately  150  cc  clotted 
blood  behind  the  perineal  pad. 

A single  midline  incision  was  made  just  beneath 
the  suprasternal  notch  to  the  symphysis  to  facilitate 
examination  for  possible  air  embolism.  The  lungs 
were  collapsed.  The  heart  was  opened,  submerged 
beneath  water  in  its  pericardial  sac,  there  was  no 
evidence  of  air  embolism.  The  abdominal  cavity 
contained  no  free  fluid. 

The  final  diagnosis  was  death  from  acute  blood 
loss. 

Comment 

The  committee  classified  this  maternal  death  as  a 
direct  obstetrical  death  with  preventable  factors  on 
the  part  of  the  physician.  It  was  conjectured  that 
possibly  the  physician  was  indeed  very  busy  this 
afternoon  and  not  available  to  properly  care  for 
this  patient.  Death  was  obviously  due  to  blood  loss 
from  postpartum  hemorrhage.  Treatment  should  have 
consisted  of  more  vigorous  efforts  early  in  the 
afternoon  to  control  the  bleeding  by  the  use  of 
oxytocics  and  re-examination  of  the  patient  to  see 
if  there  were  vaginal  or  cervical  lacerations  or  pos- 
sibly a retained  placenta  causing  the  continued  bleed- 
ing which  was  noted  in  the  nurses’  notes.  The 
patient  could  have  been  maintained  with  intravenous 
fluids  and  blood  when  necessary.  Of  course,  the 
diagnosis  of  the  etiologic  factor  is  paramount  in 
these  cases  before  instituting  treatment.  It  is  noted 
that  postpartum  hemorrhage  occurs  in  less  than 
five  per  cent  of  all  deliveries.  In  practically  every 
instance  this  bleeding  can  be  controlled  and  blood 
can  be  replaced  rapidly.  No  woman  should  die  as  a 
result  of  postpartum  hemorrhage  in  the  modern 
hospital  today.  It  has  been  documented  that  deaths 
from  postpartum  bleeding  are  rarely  caused  by  sudden 
overwhelming  hemorrhage.  In  a study  by  Beecham1 
none  of  the  patients  died  in  less  than  one  and  a half 
hours  and  only  11.5  per  cent  died  within  two  hours. 
The  average  time  between  delivery  and  death  was 
over  five  hours.  With  this  in  mind  every  physician 
should  realize  that  he  has  adequate  time  in  order  to 
take  measures  to  diagnose  and  treat  this  condition  so 
that  maternal  death  will  not  occur. 

References 

1.  P.’ge  462,  Obstetrics  & Gynecology,  Willson,  J.  R,  Bee- 
cham,  C.  T..  and  Carrington.  E.R.,  Third  Edition.  C.  V.  Mosby 
Co.,  St.  Louis,  Missouri,  1966. 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Treating  vaginitis 
is  as  easy  as  AVC 


Trichomonads...  Monilia...  Bacteria 

You  can  depend  on  AVC  — the  comprehensive  therapy  that  acts  against  a 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem- 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,1'4  broad-spectrum  antibiotics5'9  and  prolonged  use  of  corticosteroids.7 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.9'11 

Comprehensive  — Effective 

The  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
establish  the  therapeutic  value  of  AVC  in  vaginitis/ cervicitis  and  vaginal  surgery. 

Easy  as  AVC 


Contraindications:  Known  sensitivity  to  sulfon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topical  and  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rash,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  are  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
travaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S. : Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Stratton,  Inc.,  1965,  p.  316.  8.  Gray,  L.  A.,  and 
Barnes,  M.  L.:  Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 

proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37. 358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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ide  0.2%,  sulfanilamide 


f nr  a u (aminacrine  hydrochloric 
L-KCM/V\  15.0%,  allantoin  2.0%) 

Cl  I DDf^QIT^D  ICQ  (aminacrine  hydrochloride  0.014  Gm.,  sulfanilamide 
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Kentucky  Medical  Assistance  Program^ 

Russell  E.  Teague,  M.D.,  M.P.H. 
Commissioner  of  Health 
Commonwealth  of  Kentucky 


THE  seeds  of  the  Kentucky  Medical  Assistance 
Program  were  sown  as  early  as  1939  and  1953 
when  the  Kentucky  Medical  Association  ex- 
pressed concern  over  the  financing  of  medical  care 
for  the  indigent  in  Kentucky.  The  Association  con- 
cluded in  1953  that  with  “relatively  few  exceptions1,” 
medical  care  for  the  indigent  was  provided  by  health 
professionals  and  facilities  gratuitously.  In  1957  the 
Governor  appointed  the  Commission  on  the  Study 
of  Medical  Care  for  the  Indigent  and  as  a result  of 
its  work,  the  Kentucky  General  Assembly  in  1960 
established  the  Kentucky  Medical  Assistance  Program, 
under  which  payment  would  be  made  to  providers  of 
medical  services  rendered  to  indigent  persons. 

The  Act  designated  the  Department  of  Economic 
Security  as  a single  state  agency,  and  charged  that 
Department  to  contract  with  the  Department  of 
Health  for  all  the  medical  care  aspects  of  the  Pro- 
gram. The  specific  functions  of  each  Department 
were  defined  in  the  law.  An  Advisory  Council  for 
Medical  Assistance,  comprised  of  health  professionals 
and  consumers,  was  created  and  given  responsibility 
for  advising  both  departments  on  the  development  and 
formulation  of  policies,  plans,  budgets,  programs  and 
rules  and  regulations  relative  to  the  Program.  Six 
Technical  Advisory  Committees,  one  for  each  major 
professional  group,  were  also  established  to  advise 
the  Council  on  technical  matters  and  to  conduct 
liaison  between  the  Council  and  the  professions. 

The  Program  has  played  an  important  role  in  the 
health  economy  of  Kentucky.  It  serves  approximately 
ten  per  cent  of  the  state’s  population.  It  encouraged 
the  development  of  high  criteria  nursing  homes, 
which  expanded  from  six  in  1963,  when  nursing 
home  benefits  were  instituted  to  7 1 in  September, 
1969.  It  fostered  the  expansion  of  home  health  care 
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services  from  two  agencies  in  Kentucky  in  1966, 
when  home  health  agency  benefits  were  added,  to 
the  present  30.  The  dental  program  is  designed  to 
encourage  the  preservation  of  children’s  teeth,  and 
it  has  seen  a decline  since  1961  in  the  percentage  of 
extractions  as  compared  with  restorations.  When  the 
Program  began  in  1961,  it  provided  very  minimal 
hospital,  physician,  dental  and  pharmacy  benefits. 
Since  then,  independent  laboratory,  home  health 
agency,  hospital  outpatient,  mental  and  TB  hospital, 
community  mental  health  center,  deductibles  and 
coinsurance,  have  all  been  added  in  gradual  phases 
to  Program  coverage. 

The  physician’s  program  began  with  token  benefit 
of  $2  and  $3  for  office  and  home  calls  in  1961, 
and  later  was  liberalized  to  $3  and  $5  respectively. 
This  payment,  if  the  physician  wished  to  request  it, 
represented  his  full  payment  for  the  service  he 
rendered.  Physician  benefits  remained  unchanged  un- 
til implementation  of  the  Title  XIX  “Medicaid"  bill 
made  possible  a significant  expansion,  including  the 
first  benefit  for  physicians’  in-hospital  services. 

Although  the  Advisory  Council  for  Medical  Assist- 
ance endorsed  the  principle  of  payment  for  usual, 
customary  and  prevailing  fees  for  physicians’  services 
as  early  as  1967  it  was  not  until  the  1968-69  fiscal 
year  that  funds  were  made  available  to  begin  pay- 
ment of  such  fees,  for  outpatient  services  only.  The 
usual  and  customary  fee  system  gives  the  physician 
considerably  more  flexibility  in  the  procedures  for 
which  he  can  bill  and  recognizes  the  characteristics 
of  geography  and  economics  prevalent  in  each  medical 
service  area. 

In  the  first  year  of  the  usual,  customary  and  pre- 
vailing payment  mechanism,  physicians’  bills  were 
processed  for  45  per  cent  of  the  persons  eligible  for 
services,  each  of  whom  received  at  least  one  phy- 
sician’s service  and  on  the  average,  received  5.73 
procedures  during  the  year.  Over  $6  million  was  paid 
out  in  the  fiscal  year  under  the  usual  and  customary 
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When  trauma  results  in  pain, 
try  Norgesic  first... 
your  patients  probably  won't 
need  anything  stronger 

Sprains,  strains,  fractures ...  Norgesic  offers 
predictable  relief  in  the  great  majority  of  trau- 
matic injuries  where  both  pain  and  muscle 
spasm  are  involved.  Unlike  “pure”  analgesics 
or  muscle  relaxants,  Norgesic  affects  both  com- 
ponents of  musculo-skeletal  pain,  providing 
effective  analgesia  and  relief  of  associated 
muscle  spasm. 

Norgesic  works  quickly,  usually  producing  a 
high  level  of  analgesia  within  two  hours,  and 
relief  is  sustained  for  four  hours  or  longer. 
Thus,  when  trauma  results  in  pain,  try  Norgesic 
first. ..your  patients  probably  won’t  need  any- 
thing stronger. 

Indications:  Symptomatic  relief  of  mild  to  moderate  pain  of 
acute  musculo-skeletal  disorders.  Here,  Norgesic  demon- 
strated clinical  superiority  to  APC  as  an  analgesic. 

Contraindications:  Because  of  the  mild  anticholinergic 
effect  of  orphenadrine,  Norgesic  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction,  achalasia, 
prostatic  hypertrophy,  obstructions  at  the  bladder  neck,  myas- 
thenia gravis  and  in  patients  known  to  be  sensitive  to  aspirin, 
phenacetin  or  caffeine.  Do  not  use  propoxyphene  (Darvon') 
concurrently. 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of 
this  preparation  in  pregnancy,  during  lactation,  or  in  the  child- 
bearing age  has  not  been  established,  use  of  the  drug  in  such 
patients  requires  that  the  potential  benefits  of  the  drug  be 
weighed  against  its  possible  hazard  to  the  mother  and  child. 
USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug 
in  children  has  not  been  established:  therefore,  the  physician 
must  weigh  the  benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  exces- 
sive use  of  phenacetin  may  result  in  nephrotoxicity.  Caution, 
therefore,  should  be  exercised  when  Norgesic  is  administered 
to  patients  with  renal  disorders. 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those 
usually  associated  with  APC  or  mild  anticholinergic  agents. 
These  may  include  tachycardia,  palpitation,  urinary  hesitancy 
or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil, 
increased  intraocular  tension,  weakness,  nausea,  vomiting, 
headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urti- 
caria and  other  dermatoses.  Infrequently,  some  degree  of 
confusion  in  the  elderly,  mild  central  excitation  and  occasional 
hallucinations.  These  mild  side  effects  are  usually  eliminated 
by  reduction  in  dosage.  One  case  of  aplastic  anemia,  with  no 
established  causal  relationship,  has  been  reported. 

Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 
times  daily. 

For  more  detailed  prescribing  information, 
see  Package  Circular  or  PDR. 

Available  V.A.  Supply  Depot-FSN6505-952-6762A 

NORGESIC 

(orphenadrine  citrate,  25  mg., 
aspirin,  225  mg.,  phenacetin,  160  mg., 
caffeine,  30  mg.) 

Riker  Laboratories,  Northridge,  California  91324 

Sponsors  of  Riker  Service— 

the  complimentary  classified  service  lor  physicians. 
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system  to  74  per  cent  of  Kentucky’s  physicians  and 
averaged  $2,892.82  per  physician.  The  average  amount 
paid  per  person  receiving  physician's  services  was 
$26.81  and  the  average  paid  per  procedure  was 
$7.47. 

In  1967  and  again  in  1969  the  Advisory  Council 
for  Medical  Assistance  recommended  usual,  custom- 
ary and  prevailing  fees  for  physicians’  in-hospital 
services.  This  recommendation  will  be  included  in  the 
benefit  budget  request  now  being  compiled  for  the 
1970-72  biennium,  but  final  decisions  regarding  bud- 
get allocations  will  not  be  made  for  some  weeks  yet. 

The  Kentucky  Medical  Assistance  Program  has 
advanced  considerably  since  its  cautious  beginnings 
in  1961.  The  growth  has  not  been  a runaway  situa- 
tion, but  has  been  planned  carefully  in  consultation 
with  the  Technical  Advisory  Committees  and  the 
Advisory  Council,  with  the  funds  being  provided 
prior  to  the  implementation  of  any  new  benefit.  This 
close  coordination  should  prove  very  beneficial  as 
the  Advisory  Council  and  the  Kentucky  Medical 
Assistance  Program  undertakes  the  development  of 
an  advanced  utilization  review  and  quality  control 
mechanism  to  ensure  that  services  provided  under  the 
Program  are  of  high  quality  and  in  accordance  with 
patient  need  and  modern  medical  practice.  The  new 
utilization  review  mechanism  must  also  seek  to  be 
sensitive  to  rapidly  rising  costs  of  health  services  and 
to  develop  knowledge  of  patterns  of  care  that  might 
lead  toward  a solution  of  the  cost  problem. 

The  cooperation  in  this  effort  of  all  physicians  in 
Kentucky  will  be  needed  for  better  services  for 
Kentucky’s  indigent,  and  for  all  citizens.  Kentucky 
physicians  have  a unique  opportunity  to  pioneer  in 
this  work,  and  the  Kentucky  Department  of  Health 
is  eagerly  looking  forward  to  working  with  all 
physicians  for  improved  health  in  Kentucky. 

References 
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PSYCHIATRIST.  SURGEON,  GENERAL 
PRACTITIONER.  1518  bed  predominately 
psychiatric  VA  Hospital,  located  in  East 
Central  Indiana.  Special  programs  in  psy- 
chiatric and  geriatric  rehabilitation:  alcoholic 
treatment  unit.  Active  medical  and  surgical 
services.  Fami'y  rental  units  at  reasonable 
rates  usually  available  on  hospital  grounds. 
30  days  of  leave  annually;  retirement;  health, 
life  insurance  plans  without  physical  exam- 
ination; and  other  benefits.  Can  pay  moving 
expenses.  Salary  depending  on  qualifications. 
License  any  State  required.  Equal  opportu- 
nity employer.  Contact  Chief  of  Staff,  VA 
Hospital,  Marion,  Indiana  46952  or  call  (317) 
674-3321,  Extension  233. 
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Dulcolax.*.. so  predictable 
you  can  almost  set  patients  by  it  ; 

Dulcolax  works  so  effectively  that  the  time  of  bowel 
evacuation  can  often  be  predicted. 


Dulcolax  tablets  taken  at  night  will  usually  result  in  a con- 
venient bowel  movement  the  following  morning.  Dulcolax 
suppositories  generally  work  within  15  minutes  to  an  hour. 

Dulcolax  may  be  given  to  the  aged,  pregnant  or  nursing 
women,  and  children.  It  may  be  particularly  helpful  in  con- 
ditions in  which  straining  should  be  avoided.  The  drug, 
however,  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax  bisacodyl 


UNDER  LICENSE  FROM  BOEHRINGER INGELHEIM  G M B H,  GEIGY  PHARMACEUTICALS.  DIVISION  OF  GEIGY  CHEMICAL  CORPORATION.  ARDSLEY.  NEW  YORK  10502 
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CONTROVERSY  IN  OBSTETRICS  AND  GYNECOLOGY:  by 
Duncan  E.  Reid,  M.D.  and  T.  C.  Barton,  M.D.  with  60 
eminent  contributors;  Published  by  The  W.  B.  Saunders 
Company,  Philadelphia,  1969;  404  Pages;  Price  $15.50. 

Controversy  in  Obstetrics  and  Gynecology  is  a long 
overdue  book.  The  editors  use  a format  which  is 
both  intriguing  and  thoughtful. 

In  all,  20  separate  controversial  problems  in  ob- 
stetrics and  gynecology  are  presented.  Each  subject 
is  treated  by  two  and  in  some  cases  three  eminently 
qualified  authors.  The  authors  frequently  have  op- 
posing points  of  view,  which  are  arbitrated  by  the  edi- 
tors at  the  end  of  each  chapter. 

As  an  example,  Chapter  3 treats  the  subject  of  pre- 
mature rupture  of  the  membranes.  Two  diametrically 
opposed  points  of  view  regarding  the  management  of 
this  important  obstetrical  complication  are  presented. 
It  becomes  evident  that  the  socio-economic  status  of 
the  patient  and  the  degree  of  prematurity  are  the  real 
factors  which  decide  the  management  to  be  employed 
in  premature  rupture  of  the  membrane  . In  some  in- 
stances the  editors  seem  to  avoid  the  issue  and  do  not 
make  positive  statements  as  to  desirability  of  one 
point  of  view  over  another,  but  rather  insinuate  their 
views.  The  reader  is  then  left  to  his  own  conclusions 
after  having  read  the  evidence  presented. 

At  other  times  the  editors  state  quite  definitely  their 
views  on  the  subject.  The  editorial  comments  usually 
extract  the  salient  features  of  each  point  of  view  and 
try  to  come  to  some  conclusions. 

This  book  will  be  very  useful  in  the  teaching  of 
medical  students  and  house  staff.  Nearly  all  of  the 
most  frequently  encountered  controversial  problems 
in  obstetrics  and  gynecology  are  thoroughly  discussed, 
and  all  points  of  view  fairly  presented. 

The  practitioner  will  gain  a great  deal  from  reading 
this  book,  particularly  those  who  have  been  exposed 
to  some  of  the  controversy  in  the  20  separate  subjects 
covered  by  this  book. 

The  editors  of  this  important  book  are  to  be  con- 
gratulated on  their  ingenuity  and  courage  in  bringing 
together  appropriate  authorities  on  each  side  of  each 
controversial  subject. 

Walter  M.  Wolfe,  M.D. 

SYMPOSIUM  ON  THE  SPINE:  by  the  American  Academy 
of  Orthopaedic  Surgeons;  Published  by  The  C.  V.  Mosby 
Company,  St.  Louis;  1969;  289  Pages;  Price  $19.50. 

This  book  was  developed  from  an  instructional 
course  on  the  spine  which  was  organized  by  the  Com- 
mittee on  Injuries,  American  Academy  of  Orthopaedic 
Surgeons,  and  was  presented  in  Cleveland  in  1967. 


The  contributors  of  this  monogram  are  many  well- 
known  and  respected  orthopaedic  surgeons  from  vari- 
ous institutions. 

This  monogram  deals  with  the  various  types  of  frac- 
tures and  soft  tissue  injuries  of  the  cervical  and  lumbar 
spine,  including  whiplash  injury  and  low  back  pain. 
The  mechanics  of  the  injuries  and  the  treatment  of 
these  conditions  are  well  covered. 

There  is  one  chapter  on  classification,  etiology  and 
treatment  of  spondylolisthesis,  and  one  chapter  on  the 
pathology  and  treatment  of  osteoporosis  of  the  spine. 
There  are  several  chapters  on  scoliosis,  dealing  with 
methods  and  techniques  of  evaluating  idiopathic  scolio- 
sis, pulmonary  function  on  scoliosis  and  treatment  of 
scoliosis  including  non-operative  ones. 

There  are  558  excellent  illustrations,  mostly  x-rays. 
The  material  in  this  monogram  is  well  organized  and 
well  written  and  can  be  read  very  easily.  There  are 
no  new  ideas  or  original  contributions.  It  is  a rather 
comprehensive  review  of  recent  concepts  on  man- 
agement of  diseases  and  injuries  of  the  spine. 

I think  that  it  is  a worthwhile  book  for  orthopaedic 
surgeons  and  especially  residents  in  orthopaedics. 

Stanley  W.  Collis,  M.D. 

PRACTICAL  UROLOGY:  by  C.  C.  Winter,  M.D.;  Published 
by  the  C.  V.  Mosby  Company,  St.  Louis,  1969;  249  Pages, 
Price  $11.00. 

Practical  Urology  by  Doctor  Winter  is  a well 
illustrated  textbook  of  urology  designed  primarily  for 
the  medical  student.  It  provides  a general  discussion 
of  the  various  phases  of  urology.  It  lacks  the  detail 
necessary  for  one  interested  in  an  in-depth  study  of 
special  problems.  There  are  excellent  references  at 
the  end  of  each  chapter  for  those  interested  in  more 
detailed  information.  These  include  classical  as  well 
as  recent  references  pertaining  to  the  subject  matter. 
In  addition,  a list  of  movies  which  are  available  and 
related  to  the  subject  is  included  at  the  end  of  each 
chapter. 

Each  chapter  relates  to  one  organ  and  the  uropathies 
related  thereto.  Thus,  it  is  easy  to  refer  quickly  to 
all  disease  processes  which  affect  a particular  struc- 
ture. This  is  of  much  value  to  the  student  in  his 
effort  to  organize  his  thinking  about  organ  systems 
and  disease. 

This  is  a good  reference  volume  for  the  student 
and  general  practitioner.  Its  greatest  value  is  the 
concise  presentation  of  material  and  the  excellent 
references  which  are  provided  by  the  author. 

I.onnie  W.  Howerton,  Jr.,  M.D. 
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THE  BREAKUP  of  a business  partnership,  the  crack-up  of 
a marriage,  the  shake-up  of  being  fired  or  reduced  to 
bankruptcy. . . after  any  significant  loss  or  severe  blow  to  se 
esteem,  both  anxiety  and  depression  almost  always  follow. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 

Containing  perphenazine  and  amitriptyline  HCI 

For  prescribing  information,  including  indica- 
tions, contraindications,  warnings,  precautions, 
and  side  effects,  please  see  following  page. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 


Containing  perphenazine  and  amitriptyline  HCI 

TRIAVIL'2-25:  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL'2-10:  Each  tablet  contains  2 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TR I AVI  L“4-l  0:  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with 
depression  in  whom  anxiety  and/or  agitation  are  severe; 
patients  with  depression  and  anxiety  in  association  with 
chronic  physical  disease;  schizophrenics  with  associated 
depressive  symptoms. 

CONTRAINDICATIONS:  Central  nervous  system 
depression  from  drugs  (barbiturates,  alcohol,  narcotics, 
analgesics,  antihistamines);  bone  marrow  depression; 
urinary  retention;  pregnancy;  glaucoma.  Do  not  give  in 
combination  with  MAOI  drugs  because  of  possible 
potentiation  that  may  even  cause  death.  Allow  at  least  2 
weeks  between  therapies.  In  such  patients  therapy  with 
TR  I AVI  L should  be  initiated  cautiously,  with  gradual 
increase  in  the  dosage  required  to  obtain  a satisfactory 
response. 

WARNINGS:  Patients  should  be  warned  against  driving  a 
car  or  operating  machinery  or  apparatus  requiring  alert 
attention,  and  that  response  to  alcohol  may  be  potentiated. 
PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission 
occurs.  Supervise  patients  closely  in  case  they  may 
require  hospitalization  or  concomitant  electroshock 
therapy.  Untoward  reactions  have  been  reported  after  the 
combined  use  of  antidepressant  agents  having  various 
modes  of  activity.  Accordingly,  consider  possibility  of 
potentiation  in  combined  use  of  antidepressants.  Not 
recommended  for  use  in  children.  Mania  or  hypomania 
may  be  precipitated  in  manic-depressives  (perphenazine 
in  TRIAVIL  seems  to  reduce  likelihood  of  this  effect).  If 
hypotension  develops,  epinephrine  should  not  be 
employed, as  its  action  is  blocked  and  partially  reversed  by 
perphenazine.  Caution  patients  abouterrors  of  judgment 
due  to  change  in  mood. 

SIDE  EFFECTS:  Similar  to  those  reported  with  either 
constituent  alone. 

Perphenazine:  Should  not  be  used  indiscriminately.  Use 
caution  in  patients  with  history  of  convulsive  disorders  or 


Severe  reactions  to  other  phenothiazines.  Likelihood  of 
untoward  actions  greater  with  high  doses.  Closely 
supervise  with  any  dosage.  Side  effects  may  be  any  of 
those  reported  with  phenothiazine  drugs:  blood  dyscrasias 
(pancytopenia,  thrombocytopenic  purpura,  leukopenia, 
agranulocytosis,  eosinophilia);  liver  damage  (jaundice, 
biliary  stasis);  extrapyramidal  symptoms  (opisthotonos, 
oculogyric  crisis,  hyperreflexia,  dystonia,  akathisia, 
dyskinesia,  parkinsonism)  usually  controlled  by  the 
concomitant  use  of  effective  antiparkinsonian  drugs 
and/or  by  reduction  in  dosage,  but  sometimes  persist 
after  discontinuation  of  the  phenothiazine;  severe  acute 
hypotension  (of  particular  concern  in  patients  with  mitral 
insufficiency  or  pheochromocytoma);  skin  disorders 
(photosensitivity,  itching,  erythema,  urticaria,  eczema,  up 
to  exfoliative  dermatitis);  other  allergic  reactions  (asthma, 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid 
reactions);  peripheral  edema;  reversed  epinephrine 
effect;  endocrine  disturbances  (lactation,  galactorrhea, 
disturbances  of  menstrual  cycle);  grand  mal  convulsions; 
cerebral  edema;  altered  cerebrospinal  fluid  proteins; 
polyphagia;  paradoxical  excitement;  photophobia;  skin 
pigmentation;  failure  of  ejaculation;  EKG  abnormalities 
(quinidine-like effect);  reactivation  of  psychotic  processes; 
catatonic-like  states;  autonomic  reactions  such  as  dryness 
of  the  mouth,  headache,  nausea,  vomiting,  constipation, 
obstipation,  urinary  frequency,  blurred  vision,  nasal 
congestion,  and  a change  in  the  pulse  rate;  hypnotic 
effects;  pigmentary  retinopathy;  corneal  and  lenticular 
pigmentation;  occasional  lassitude;  muscle  weakness; 
mild  insomnia;  significant  unexplained  rise  in  body 
temperature  may  suggest  intolerance  to  perphenazine,  in 
which  case  discontinue.  Antiemetic  effect  may  obscure 
signs  of  toxicity  due  to  overdosage  of  other  drugs  or  make 
diagnosis  of  other  disorders  such  as  brain  tumors  or 
intestinal  obstruction  difficult.  May  potentiate  central 
nervous  system  depressants  (opiates,  analgesics, 
antihistamines,  barbiturates,  alcohol),  atropine,  heat,  and 
phosphorous  insecticides. 

Amitriptyline:  Careful  observation  of  all  patients 
recommended.  Side  effects  include  drowsiness  (may 
occur  within  the  first  few  days  of  therapy);  dizziness; 
nausea;  excitement;  hypotension;  fainting;  fine  tremor; 
jitteriness;  weakness;  headache;  heartburn;  anorexia; 
increased  perspiration;  incoordination;  allergic-type 
reactions  manifested  by  skin  rash,  swelling  of  face  and 
tongue,  itching;  numbness  and  tingling  of  limbs,  including 
peripheral  neuropathy;  activation  of  latent  schizophrenia  j 
(however,  the  perphenazine  content  may  prevent  this 
reaction  in  some  cases);  epileptiform  seizures  in  chronic  I 
schizophrenics;  temporary  confusion,  disturbed 
concentration,  or  transient  visual  hallucinations  on  high 
doses;  evidence  of  anticholinergic  activity,  such  as 
tachycardia,  dryness  of  mouth,  blurring  of  vision,  urinary 
retention,  constipation,  paralytic  ileus;  agranulocytosis; 
jaundice.  The  antidepressant  activity  may  be  evident 
within  3 or  4 days  or  may  take  as  long  as  30  days  to 
develop  adequately,  and  lack  of  response  sometimes 
occurs.  Response  to  medication  will  vary  according  to 
severity  as  well  as  type  of  depression  present.  Elderly 
patients  and  adolescents  can  often  be  managed  on  lower 
dosage  levels. 

For  more  detailed  information  consult  your  Merck  Sharp 
and  Dohme  representative  or  see  the  package  circular. 

MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.  Inc.  West  Point  Pa  19486 

where  today’s  theory  is  tomorrow's  therapy 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  5 00  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 
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Appearances  may  be  deceiving 


It  may  be  tetracycline 
but  it’s  not  ACHROMYCIN  V 

Tetracycline  HCI 

unless  it  bears  this  signature. 


250  mg.  and  100  mg.  capsules 


Contraindications:  Hypersensitivity  to  tetracyclines. 
Warning:  In  renal  impairment,  since  liver  toxicity  is  possible, 
lower  doses  are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations.  Photodynamic 
reaction  to  sunlight  may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  exposure; 
discontinue  treatment  if  skin  discomfort  occurs. 
Precautions:  Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and  may 
cause  dental  staining  during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy,  early  childhood). 


Side  Effects:  Gastrointestinal— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema, 
anaphylaxis.  Intracranial— bulging  fontanels  in  young 
infants.  Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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purpose 


and  Phenyltoloxamine) 


it  works 

(usually 
for  10  to  12 
hours*) 


suspension/ tablets  : Each  teaspoonful  ( 5 cc. ) or 
JSSIONEX  contains  5 mg.  hydrocodone  (Warning: 
Jit-forming)  and  10  mg.  phenyltoloxamine,  both  as  cation 


da$s  B narcotic — oral  Rx  where  state  laws  permit. 

indications:  Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 


From  1-5  years:  1/2  teaspoonful  every  12 hours.  Over  5 years 
1 teaspoonful  every  12  hours. 

SIDE  effects  :■  May  include  mild  constipation,  nausea,  facial 
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,,  Rochester, 


cougnmg 
is  not  a harmless 
privilege” 


-Current  Therapy  1967,  ed.  by  Conn,  H.  F.,  P.  88- 
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One  of  these  disposables  comes  prefilled. 

Its  unit  dose  - in  nonreactive  glass 
cartridge  - is  premeasured. 

The  cartridge  is  clearly  labeled: 
drug  name,  strength,  control  number. 

Even  expiration  date  where  appropriate. 

You’re  more  confident  that  the  patient  gets. . . 


just  what  the  doctor  ordered 

with  theTubex  Closed  Injection  System. 


Injections  with  the  Tubex  system  are  as 
easy  as  1,  2,  3, 

1.  Select— from  an  extensive  variety  of  prefilled  Tubex 
sterile  cartridge-needle  units.*  No  multi-dose  vials  to 
bother  with;  no  unlabeled  syringes  to  cause  confusion. 

2.  Inject— with  a minimum  of  pain.  Thanks  to  the 
single-use,  stainless-steel  needle  that’s  both  ultra- 
sharpened  and  siliconized.  Aspirate  simply  and 
conveniently. 

3.  Throw  away— empty  cartridge-needle  unit.  Never 
used  again,  it  can’t  transmit  infection.  And  there’s 
no  clean-up  job. 

*For  injectables  not  yet  in  the  ever-expanding  prefilled  Tubex 
line,  empty  sterile  cartridge-needle  units  are  available. 


TUBEX® 

Closed  Injection  System 
Hypodermic  Syringe 
Sterile  Cartridge-Needle  Unit 


Wyeth  Laboratories  Philadelphia,  Pa. 


Authorization  to  Furnish  Information  to  Third  Parties 


THE  Insurance  Page  of  your  Journal  hopes 
to  create  interest  as  well  as  to  disseminate 
information  in  the  field  of  insurance.  We 
may  not  always  have  information,  so  at  times 
we  must  ask  questions.  At  times  we  may  even 
precipitate  controversy.  It  is  through  discussion 
and  learning  on  the  part  of  all  members  of  the 
State  Medical  Association  that  problems  are 
solved. 

The  lively  discussion  on  the  Fayette  County 
resolution  about  Usual  and  Customary  Fees, 
as  it  applied  to  the  new  Blue  Shield  Insurance 
Policy,  is  an  example  of  this.  Although  strong 
feeling  was  expressed  by  both  sides  of  the 
argument,  it  created  interest  and  caused  most 
of  us  to  study  the  problem  more  thoroughly 
and  thereby  benefit  by  increasing  our  under- 
standing. 

The  entrance  of  a third  party  into  any 
agreement  increases  the  complications  geomet- 
rically. It  is  one  phase  of  the  complexity  of 
dealing  with  third  parties  that  I wish  to  dis- 
cuss today. 

Each  day  several  letters  from  insurance 
companies  inquiring  about  past  illnesses  and 
insurability  of  patients  arrive  on  my  desk.  They 
are  accompanied  by  the  usual  brief  form,  which 
is  signed  by  the  patient,  authorizing  his  at- 
tending physician  to  give  any  information  con- 
cerning his  past  treatment.  It  seems  to  me  that 
most  of  these  inquiries  are  deliberately  in- 
adequate. The  insurance  underwriter  asks  a 
few  pointed  questions,  or  asks  about  one 
specific  disease.  In  one  case  that  I recall, 
the  underwriter  made  a specific  inquiry  about 
recent  treatment  for  arthritis  and  further  lim- 
ited the  field  of  question  by  giving  a month 
and  year  in  which  the  attending  physician  al- 
legedly had  treated  this  patient  for  arthritis. 

The  office  record  indeed  showed  an  entry 
during  the  month  in  question.  The  patient  was 


a tobacco  farmer  and  had  sore  shoulder  mus- 
cles due  to  the  vigorous  exercise  of  housing 
tobacco.  He  had  no  arthritis  and  had  not  been 
told  that  he  had  arthritis.  On  rereading  the 
question  sent  by  the  insurance  underwriter,  it 
again  appeared  to  limit  the  questions  asked 
to  this  particular  visit,  or  to  this  particular 
month  and  year.  The  remaining  office  records 
showed  that  this  man  had  been  treated  in  the 
past  for  a duodenal  ulcer  which  had  been 
demonstrated  on  x-rays,  some  three  years  prior 
to  the  date  in  question.  The  dilemma  is  whether 
or  not  the  physician  should  report  this  type  of 
information,  when  no  questions  were  directed 
toward  this. 

It  has  been  the  writer’s  policy  to  report  all 
past  history  available  on  the  record  and  to 
substantiate  this  report  by  any  laboratory  work 
available.  In  this  way,  we  feel  that  we  have 
done  this  patient  a service  if  the  insurance 
company  does  not  give  him  an  insurance  policy. 
It  is  the  limited  inquiry  of  this  type  that  allows 
insurance  companies  to  write  insurance  policies 
and  receive  premium  payments  for  one  and 
one-half  years  and  then  cancel  the  contract  on 
the  grounds  that  the  patient  concealed  from  the 
company  that  he  had  a duodenal  ulcer. 

It  is  the  writer's  opinion  that  numerous  in- 
surance agents  deliberately  do  this  type  of 
underwriting,  when  the  patient  assures  me  that 
he  had  given  the  agent  full  information  about 
his  previous  illness. 

It  is  the  writer’s  ooinion  that  the  physician 
should  give  all  available  information  to  any 
insurance  company  who  presents  an  authoriza- 
tion signed  by  the  patient.  It  has  been  mv  ex- 
perience that  if  considerable  time  and  effort 
goes  into  preparing  such  a report,  and  it  in- 
cludes documenting  x-rays  or  laboratory  re- 
ports the  insurance  company  will  pay  a rea- 
sonable fee  for  this  service  if  the  bill  is  sub- 
(Continued  on  Page  866) 


815 


**&***"* 


WEU 

using 
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Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  cc.  will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 
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Each 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin 
base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many  forms 
of  llosone 

Erythromycin  Estolate 
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Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


Additional  information  available  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Tetanus  Immunity  Survey  of  Six-Year-Old 
Children  in  Lee  and  Wolfe  Counties 

of  Kentucky 

Ibrahim  Ildirim,  M.D.,*  Affonso  LL  Meira.  M.D.,*  and 
Michael  L.  FiRCOLO'a^fc.D.** 

Lexington,  Kentucky 


Using  indirect  hemagglutination  test, 
the  authors  measured  the  tetanus  anti- 
toxin level  of  the  serum  of  100  children. 
These  children,  from  Eastern  Kentucky, 
had  supposedly  been  immunized.  Seven- 
teen per  cent  ivere  below  the  protective 
level. 

IN  1965  and  1966,  535  cases  of  tetanus 
resulting  in  363  deaths  were  reported  to 
the  National  Communicable  Disease  Cen- 
ter in  the  United  States1.  Tetanus  morbidity 
and  mortality  rates  in  the  United  States  have 
followed  a gradual  downward  pattern  since 
19501,  but  this  is  not  very  impressive  as  com- 
pared with  the  precipitous  drop  of  diphtheria, 
whooping  cough,  and  poliomyelitis2.  In  mor- 
tality, tetanus  now  exceeds  measles2.  We  be- 
lieve that  535  cases  of  tetanus  is  a minimal 
figure  and  that  the  true  incidence  of  tetanus 
in  the  United  States  is  greater.  In  a recent 
study,  we  showed  that  only  23.5  per  cent  of 


* Post-doctoral  fellows,  Department  of  Community 
Medicine,  University  of  Kentucky  Medical  Center, 
Lexington 

** Professor  and  acting  chairman,  Department  of 
Community  Medicine,  University  of  Kentucky 
Medical  Center,  Lexington 
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tetanus  cases  in  the  hospitals  of  Lexington 
were  reported  to  the  Health  Department3. 

Immunization  for  smallpox,  diphtheria, 
poliomyelitis,  pertussis,  measles,  etc.  confers 
protection  not  only  for  the  recipient  but  also 
indirectly  for  others  because  it  eliminates  per- 
sons from  the  chain  of  disease  transmission. 
Indirect  protection  for  other  persons  is  not 
effective  in  tetanus  disease.  Tetanus  bacilli 
are  found  in  the  intestinal  tract  of  many  ani- 
mals whose  manure  then  contaminates  soil. 
The  organism's  ability  to  form  spores  enables 
it  to  survive  indefinitely  in  the  soil.  The 
spores,  blown  along  with  dust  particles,  are 
found  in  a great  variety  of  places;  so  all  the 
population  should  have  immunity  for  the  pre- 
vention of  tetanus.  In  Kentucky,  a law  re- 
quires all  children  to  be  immunized  against 
tetanus  before  entering  school. 

Survey  of  the  immunization  level  by  ques- 
tionnaire does  not  seem  reliable.  Tetanus  im- 
munization could  be  forgotten  or  confused 
with  other  immunizations  or  injections.  The 
most  direct  way  to  determine  the  suscepti- 
bility of  individuals  against  tetanus  would  be 
by  measuring  the  tetanus  antitoxin  levels  of 
the  person's  serum.  Indirect  hemagglutination 
tests  seem  more  convenient  than  standard  mice 
tests  for  community  survey  studies  because  of 
the  lesser  expense  and  time  involved.  In  our 
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study  the  indirect  hemagglutination  tests  were 
employed  to  determine  serum  antitoxin  levels. 

Description  of  the  Community 

Lee  and  Wolfe  are  the  most  rural  counties 
of  Kentucky,  according  to  the  1960  U.  S.  Cen- 
sus. These  two  neighboring  counties  are  lo- 
cated in  the  eastern  part  of  the  state  in  the 
Appalachian  Mountain  range.  Total  popula- 
tion of  these  two  counties  was  13,954  in  the 
1960  Census  (Lee,  7,420;  Wolfe,  6,534)4. 
The  population  is  quite  stable,  more  than  95 
per  cent  of  the  population  being  born  in  Ken- 
tucky. The  percentage  of  non-white  is  less 
than  1 per  cent.  The  percentage  of  persons  25 
years  old  and  over  who  have  completed  four 
years  of  school  or  less  is  27.2  per  cent  for 
Lee  and  24.6  per  cent  for  Wolfe  counties,  as 
compared  with  the  U.S.  average  of  8.3  per 
cent. 

The  annual  income  per  capita  is  $744  for 
Lee  and  $523  for  Wolfe,  compared  with 
$2,223  for  the  U.S.  average.  There  are  1,937 
and  2,924  persons  per  physician  for  Lee  and 
Wolfe  counties,  respectively4. 

Materials  and  Methods 

Serum  samples  of  six-year-old  children  were 
collected  and  stored  at  20°  C.  This  study  was 
in  association  with  the  U.S.P.H.S.  and  the 
Kentucky  State  Health  Department’s  Thirteen 
County  Multiphasic  Screening  Program  “Proj- 
ect CHI 3-6”,  conducted  in  1964.  A total  pop- 
ulation of  275  six-year-old  children  was  esti- 
mated in  these  two  counties  then  (estimate 
extrapolated  from  the  1960  Census)4.  Of 
the  275  children,  242  were  screened,  and  100 
serum  samples  were  tested  for  tetanus  anti- 
toxin levels.  From  the  total  of  100  children, 
61  were  male  and  39,  female.  There  were  no 
non-white  children. 

Tetanus  Antitoxin  Titrations 

The  method  used  was  the  indirect  hemag- 
glutination technique  described  by  Stavitsky5, 
Schubert  and  Cornell6,  and  Levin  et  al" . In- 
stead of  sheep  red  blood  cells,  horse  red  blood 
cells  were  used.  The  horse  blood  was  obtained 
fresh  in  citrate  solution  (23  ml  blood  and  27 
ml  3.8  per  cent  sodium  citrate).  Tetanus  tox- 
oid* * and  standard  tetanus  antitoxin**  were 
available  through  the  courtesy  of  Lederle  Lab- 
oratories and  the  NIH. 


Horse  erythrocytes  were  suspended  in  pH 
7.2  buffer  saline  solution  and  washed  by  cen- 
trifuge three  times  at  2,000  rpm  for  five 
minutes.  After  packing  the  cells  for  ten  minutes 
at  the  same  speed,  2.5  per  cent  suspension  of 
cells  was  made.  This  suspension  was  treated 
with  the  same  volume  of  1:20,000  tannic 
acid  dilution  in  saline  for  ten  minutes  at  room 
temperature  and  then  centrifuged  to  remove 
the  supernatant.  The  cells  were  resuspended 
in  physiological  saline  to  obtain  2.5  per  cent 
suspension. 

Sensitization  of  the  horse  cells  was  accom- 
plished with  a dilution  of  toxoid  ( 1 vol.  2.5 
per  cent  tanned  cells,  1 vol.  1:16  toxoid  dilu- 
tion, 4 vol.  saline  buffered  pH  6.4).  For  use 
as  controls,  half  of  the  cells  were  not  sensitized 
(1  vol.  2.5  per  cent  tanned  cells,  5 vol.  saline 
buffered  pH  6.4).  The  exposure  of  the  cells 
was  at  room  temperature  for  15  minutes.  The 
cells  were  then  washed  in  three  times  their 
volume  with  one  per  cent  rabbit  serum  di- 
luent in  pH  7.2  buffer  saline  (rabbit  serum 
inactivated  at  56°  C for  30  minutes  with 
merthiolate  solution  added  as  preservative). 
Final  dilution  of  sensitized  and  non-sensitized 
red  cells  was  made  1.25  per  cent  in  rabbit 
serum  diluent. 

Every  group  test  procedure  was  run  parallel 
with  standard  tetanus  antitoxin  as  the  control. 
All  sera  were  inactivated  at  56°  C for  30 
minutes.  Two-fold  serial  dilutions  of  serum 
samples  were  made  in  duplicate  in  test  tubes, 
leaving  0.5  ml  in  each  tube.  Then,  0.1  ml  of 
sensitized  cells  was  added  to  the  first  row  of 
test  tubes  and  0.1  ml  of  non-sensitized  cells  to 
the  second  row  (controls)  of  tubes.  The  racks 
were  shaken  and  allowed  to  stand  two  hours 
at  room  temperature.  A positive  hemagglutina- 
tion reaction  was  indicated  by  a smooth  or 
rough-edged  mat  of  cells  which  coated  the  bot- 
tom of  the  tube,  and  a negative  reaction  was 
recorded  when  the  cells  formed  a ring  on  the 
bottom  of  the  tube6.  The  last  positive  tube 
was  designated  the  end  point  and  considered 
to  have  the  same  unitage  per  milliliter  as  the 
end  point  of  the  known  standard  antitoxin 
which  was  run  with  each  series.  The  unitage  of 

* Tetanus  toxoid  lot  #61T-86,  625  Lf/ml.  Pres. 
0.01  per  cent  thimerosol.  Lederle  Laboratories 
division,  American  Cvanamid  Company,  Pearl 
River,  N.  Y. 

* * U.S.  Standard  tetanus  antitoxin  lot  #108.  5 unit/ 

ml.  Division  of  Biologies  Standards,  NIH, 
Bethesda,  Maryland. 
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TABLE  1 

Distribution  of  Serum  Antitoxin  Levels  of  Six-Year- Old  Children  by  Sex  From  Lee  and  Wolfe 

Counties  of  Kentucky 


Serum  Tetanus  Antitoxin  Levels  (I.U  ) 


County 

0.002 

0.002- 

0.005 

0.005- 

0.01 

0.01- 

0.02 

0.02- 

0.05 

0.05- 

0.1 

0.1- 

0.2 

>0.2 

TOTAL 

Total 

Both 

Sexes 

Percent 

Un- 

protected 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

LEE 

7 

2 

0 

I 

0 

0 

2 

3 

5 

4 

3 

2 

5 

2 

19 

13 

41 

27 

68 

14.7 

0 

0 

1 

0 

1 

0 

15 

8 

20 

12 

32 

21.8 

TOTAL 

8 

6 

0 

1 

2 

0 

2 

3 

5 

4 

4 

2 

6 

2 

34 

21 

61 

39 

100 

17 

the  unknowns  was  calculated  by  applying  the 
dilution  factor.  All  the  control  rows  with  un- 
sensitized tanned  cells  must  be  negative. 

The  results  were  obtained  originally  in 
hemagglutination  units  (HU)  rather  than  in 
the  more  familiar  international  units.  Results 
have  been  transformed  to  IU  per  milliliter,  us- 
ing the  formula  log  1U  = 1.0885  log  HU- 
0.67418. 

Results  and  Comments 

The  level  of  0.01  AU/ml  had  been  general- 
ly accepted  as  a protective  level  by  authors 
at  the  International  Conference  on  Tetanus  in 
1966n,  so  this  analysis  was  made  on  the  basis 
of  this  criterion. 

Lee  County:  A total  of  68  children  were 
tested,  41  males  and  27  females.  Seven  males 
and  three  females,  14.7  per  cent  of  the  chil- 
dren, were  below  the  protective  level. 

Wolfe  County:  A total  of  32  children  were 
tested,  20  males  and  12  females.  Three  males 
and  four  females,  21.8  percent  of  the  children 
were  below  the  protective  level. 

These  two  adjacent  counties  were  similar  in 
urbanization,  education,  economy  and  health 
facilities.  The  results  of  immune  status  of  six- 
year-old  children  against  tetanus  were  also 
found  to  be  similar  although  no  statistical 
differences  exist  between  the  counties  for  teta- 
nus immunity. 

As  viewed  in  Table  I,  17  of  these  100  six- 
year-olds  had  less  than  0.01  units  of  tetanus 
antitoxin  per  milliliter  of  serum,  ten  males  and 
seven  females.  The  total  test  group  included 
61  males  and  39  females.  No  statistical  dif- 
ference is  found  between  sex  groups.  All  the 
children  had  supposedly  been  immunized;  how- 
ever, we  discovered  17  per  cent  lack  of  im- 
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munization  against  tetanus.  Consequently, 
their  diphtheria  and  pertussis  immunization 
status  may  be  considered  the  same  since  this  is 
generally  administered  as  triple  vaccination. 

The  most  recent  case  of  tetanus,  in  a six- 
year-old  Eastern  Kentucky  boy  admitted  to  the 
University  of  Kentucky  Medical  Center  in 
February,  1969,  was  treated  at  a cost  of 
$8,119.25.  With  that  amount  of  money  spent 
in  preventative  measures,  a large  number  of 
persons  could  be  protected. 


Summary 

Serum  titrations  for  tetanus  antitoxin  levels 
were  conducted  on  serum  samples  from  100 
six-year-old  children.  The  indirect  hemaggluti- 
nation method  was  employed.  One-sixth,  or  1 7 
per  cent  of  these  children  were  found  below 
the  protective  levels.  No  significant  difference 
was  found  between  the  sexes  or  the  counties. 
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Botulism-A  Case  Report 

Hahoi.d  D.  Haller,  M.D.,*  R.  T.  May,  M.D.** 
Richard  L.  Roth,  M.D.*** 

Louisville , Kentucky 


Botulism  is  a rave  disease  in  Kentucky. 
The  foil  oiling  is  a documented  case  re- 
port of  type-B  botulism  from  ingestion 
of  home-canned  tomato  juice.  The  last 
laboratory-documented  case  in  Kentucky 
u as  in  1964. 

BOTULISM  comes  from  the  latin  botulus 
meaning  sausage.  Botulism  is  caused  by 
the  bacteria  Clostridium  botulinum.  It  is 
an  anaerobic  gram-positive  bacillus  which 
produces  heat  resistant  spores.  The  organism 
is  widely  distributed  in  nature  and  is  frequently 
found  in  both  terrestial  and  marine  environ- 
ments. Under  suitable  conditions  which  will 
allow  germination  of  spores  a heat  labile  toxin 
is  elaborated  which  is  one  of  the  most  poison- 
ous substances  known  to  man.  Toxin  produc- 
tion can  occur  at  temperatures  as  low  as  38 °F 
and  strict  anaerobic  conditions  are  not  required. 

The  disease  is  rare  but  often  fatal.  It  is 
usually  due  to  ingestion  of  toxin,  but  has  been 
caused  by  infection  of  a wound  with  C botuli- 
num with  toxin  production  in  vivo3. 

The  toxin  is  a protein  neurotoxin.  There 
are  six  toxigenic  types  of  C botulinum  recog- 
nized on  the  basis  of  antigenically  distinct  tox- 
ins produced  by  different  strains  of  the  organ- 
ism. These  are  labeled  A through  F.  Four 
types,  A.  B,  E and  F,  are  the  principal  causes 
of  disease  in  man.  C and  D are  usually  associ- 
ated with  botulism  in  birds  and  mammals. 
Types  A and  B cause  putrefactive  odors  when 
growing  in  products  that  are  low  in  acid. 
Usually  gas  is  produced  in  canned  foods. 
However,  in  some  vegetable  products  such  as 
string  beans,  which  head  the  list  of  foods  in- 
volved in  outbreaks,  growth  is  slow  and  the 
odor  may  not  be  sufficient  to  alarm  the  person 
opening  the  jar.  The  toxin  is  elaborated  in  a 
precusor  form  and  can  be  released  by  treat- 

■ Instructor  in  Medicine,  St.  Joseph  Infirmary 

** Intern,  St.  Joseph  Infirmary 

*** Instructor  in  Neurology,  St.  Joseph  Infirmary 


ment  with  trypsin.  After  ingestion,  the  toxin  is 
absorbed  causing  symptoms  simulating  dener- 
vation. Paralysis  is  due  to  the  inhibition  of 
acetylcholine  at  peripheral  nerve  endings. 

Case  History 

This  53-year-old  W/M  was  admitted  to  St. 
Joseph  Infirmary  on  March  13,  1969,  with  a 
chief  complaint  of  difficulty  in  swallowing  for 
toui  days  and  diplopia.  Seven  days  previously 
on  the  evening  of  March  6,  1969,  he  had  brok- 
en the  seal  on  a jar  of  home  canned  tomato 
juice,  taken  one  drink  and  realized  it  had  a 
sour  taste.  The  remainder  of  the  contents  were 
discarded  and  the  jar  was  cleaned,  this  being 
the  last  of  a batch  of  28  jars.  The  remaining 
27  jars  had  all  been  consumed.  He  was  well 
until  the  following  day  at  work  when  he  felt 
nauseated  after  eating  a bowl  of  split  pea  soup, 
milk  and  cherry  pie.  He  went  home  that  eve- 
ning where,  throughout  the  night,  he  had 
several  episodes  of  nausea,  vomiting  and 
cramping  abdominal  pain. 

On  the  following  morning  he  was  seen  in  his 
home  by  his  family  physician.  He  had  a normal 
physical  examination  and  was  given  Phenergan 
I.M.  for  his  vomiting.  The  vomiting  and  ab- 
dominal pain  subsided  but  by  the  third  day 
after  ingestion  of  the  tomato  juice  he  experi- 
enced intermittent  episodes  of  diplopia.  How- 
ever, the  extraocular  muscles  were  intact  and 
fundiscopic  examination  was  normal.  On  the 
fourth  day  he  had  continuous  diplopia,  dy- 
sarthria, dysphagia  and  fatigue.  The  symptoms 
remained  the  same  until  March  13,  1969,  at 
which  time  he  was  seen  by  his  family  physi- 
cian and  had  a definite  third  nerve  and  sixth 
nerve  palsy.  It  was  then  that  the  history  of  the 
spoiled  home-canned  tomato  juice  was  ob- 
tained and  the  patient  was  admitted  to  the 
hospital. 

Past  History 

He  had  undergone  surgery  for  removal  of  a 
benign  nasal  polyp  five  years  previously  and 
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TABLE  1 


Results  of  tests  for  botulinum  toxin 
hospitalized  in  St.  Joseph  Infirmary 

NCDC* 

52-5306 

52-5349 

52-5350 

52-5355 

52-5485 

52-5447 

52-5385 

*NCDC  (National  Communicable  Dii 


and/or  Clostridium  botulinum  performed 
during  the  week  of  March  14,  1969. 

Specimen 

Blood  (collected  3/13/69) 


Empty  dry  jar  which  had 
contained  tomato  juice 
consumed  by  patient 

Blood  (taken  after  patient 
received  botulinum  antitoxin) 

Feces,  collected  3/17/69 

Feces,  collected  3/18/69 

Feces,  collected  3/22/69 
Blood,  collected  3/15/69 

Center,  Atlanta,  Georgia) 


on  materials  related  to  a case  of  botulism 
Results 

( 1 ) Type  B botulinum 
toxin  detected 
(2)  No  C.  botulinum 
organisms  isolated. 

No.  C.  botulism  organisms 
isolated. 

(1)  No  botulinum  toxin 
detected. 

(2)  No  C.  botulinum 
organisms  isolated. 

C.  botulinum  type  B 
isolated. 

C.  botulinum  type  B 
isolated. 

No  C.  botulinum  isolatedi 

Not  examined.  Serum 
frozen  for  further 
studies  if  needed. 


had  been  on  antihypertensive  medication  for 
four  years.  Otherwise,  the  past  history  was 
non-contributory. 

Physical  Examination 

Vital  signs:  T - 97.2,  P - 68,  R - 16,  B.P. 
130/95. 

General  conditions:  This  was  a well  devel- 
oped W/M  in  no  acute  distress,  oriented  but 
with  obvious  dysarthria. 

Positive  physical  findings:  The  lips,  tongue, 
oropharynx,  soft  palate  and  posterior  pharynx 
were  dry  and  parched.  The  tongue  was  dry, 
edematous  and  fissured.  There  was  a thick 
white  exudate  on  the  posterior  pharynx.  Neu- 
rologic examination  revealed  symmetrical 
weakness  of  all  extraocular  muscles.  There  was 
bilateral  and  symmetrical  facial  weakness.  The 
gag  reflex  was  markedly  diminished.  There 
was  symmetrical  weakness  of  the  sternomastoid 
muscles,  trapezius  muscles,  and  weakness  of 
the  shoulder  girdle  muscles.  Knee  jerk  and 
ankle  jerk  reflexes  were  1 + and  symmetrical. 
No  Babinski  or  Hoffman  reflexes  were  pres- 
ent. No  sensory  defects  were  present  and 
neither  gait  nor  coordination  were  affected. 

Laboratory  findings:  Hgb  - 13.8,  Hct  - 40.0, 
WBC  - 7,000  with  a normal  differential. 
Urinalysis  was  normal.  Chest  x-ray  showed 
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an  active  pneumonic  process  at  the  left  lung 
base.  Skull  x-rays,  spinal  fluid  examination, 
serum  electrolytes  and  ECG  were  all  normal. 
On  the  night  of  admission  and  subsequent 
days  thereafter,  blood  and  stool  specimens 
were  obtained  and  sent  to  the  National  Com- 
municable Disease  Center  in  Atlanta,  Georgia. 
These  results  are  found  in  Table  1 . 

Hospital  Course 

On  the  date  of  hospital  admission,  March  13, 
1969,  the  patient  received  10,000  units  of 
bivalent  botulism  antitoxin  I.V.,  was  given 
I.V.  fluids  and  begun  on  1.2  million  units  of 
procaine  penicillin  daily.  On  March  15,  1969, 
word  was  received  from  Atlanta  that  the  pa- 
tient's sera  contained  type-B  Botulism  toxin. 
He  then  received  another  10.000  units  of  bi- 
valent antitoxin  I.V.  He  began  to  show 
marked  objective  and  subjective  improvement 
about  six  hours  following  the  second  10,000 
units  of  antitoxin.  He  received  10,000  units  of 
antitoxin  on  March  17,  1969.  but  demonstrated 
little  change  following  this  administration. 

On  the  second  hospital  day  he  demonstrated 
postural  hypotension.  His  sitting  systolic  B.P. 
was  60  mm.  Hg.,  supine  B.P.  118/80.  At  the 
time  of  discharge,  nine  days  after  admission, 
his  diplopia  had  cleared,  he  had  a full  range 
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of  extraocular  movements,  his  dysarthria  had 
nearly  cleared  and  his  dysphagia  was  im- 
proved. However,  his  mouth  and  pharynx 
were  still  very  dry  and  he  still  had  postural 
hypotension. 

Discussion 

Although  botulism  is  a rare  disease  it  should 
always  be  considered  in  any  food  poisoning 
associated  with  symmetrical  motor  neurological 
deficit  in  the  absence  of  sensory  deficit.  This 
may  occur  up  to  eight  days  after  the  ingestion 
of  contaminated  food. 

I bis  is  the  first  documented  case  of  botulism 
being  acquired  from  tomato  juice.  We  usually 
think  of  botulism  associated  with  alkaline 
foods,  the  classic  example  being  green  beans. 
However,  botulism  has  been  documented  from 
a variety  of  foods.  An  important  fact  in  this 
case  is  that  C botulinum  was  cultured  from 
the  stool  12  days  after  its  ingestion.  There  is 
some  controversy  as  to  the  efficacy  of  peni- 
cillin in  the  treatment  of  botulism.  If  the  organ- 
ism can  be  cultured  from  the  stool  after  this 
length  of  time,  the  likelihood  of  in  vivo  toxin 


production  seems  very  real  and  penicillin  ther- 
apy seems  indicated. 

Hypotension  has  been  reported  in  botulism 
but  only  once  in  56  outbreaks.  This  patient 
demonstrated  marked  postural  hypotension 
even  though  he  was  previously  hypertensive. 

Ten  weeks  after  the  ingestion  of  the  home- 
canned  tomato  juice  this  patient’s  symptoms 
cleared  completely.  The  last  symptoms  to  clear 
being  dry  mouth  and  dyphagia. 
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An  Unusual  Complication  in  Permanent 
Cardiac  Pacemakers 

Gary  B.  Garison,  M.D.*  and  R.  L.  Rainey,  M.D.** 

Louisville,  Kentucky 


Two  patients  with  unusual  permanent 
pacemaker  complications  are  presented. 
Their  course  and  management  are  de- 
scribed with  recommendations  for  man- 
agement of  failing  units. 

SINCE  1952  when  Zoll1  first  described  the 
method  of  electrical  pacing  of  the  heart 
in  patients  with  complete  heart  block, 
many  changes  have  occurred  in  the  methods, 
equipment  and  indications  for  pacing.  External 
precordial  pacing  still  plays  an  important  role 
in  the  management  of  patients  with  complete 
heart  block,  especially  as  a stand-by  system 
to  prevent  recurrence  of  Stokes-Adams  attacks 
until  a temporary  or  permanent  battery  unit 
can  be  employed.  Associated  with  the  advent 
of  catheter  pacing,  both  temporary  and  perma- 
nent, has  been  the  occurrence  of  associated 
complications  such  as  wire  breakage,  ven- 
tricular perforation,  rising  threshhold,  electrode 
displacement,  infection  and  induced  arrhyth- 
mias such  as  ventricular  tachycardia  and  fib- 
rillation2' 3'  4' r>.  It  is  the  purpose  of  these  two 
case  reports  to  describe  unusual  complications 
in  two  patients  with  failing  permanent  pace- 
maker units.  In  the  first  case  reported,  pacing 
persisted  after  transection  of  both  electrodes 
and  the  implanted,  failing  unit  eventually  had 
to  be  removed  to  prevent  its  pacing.  In  the 
second  case,  pacing  persisted  after  a segment 
of  one  lead  was  removed  and  ceased  only  when 
a segment  of  the  second  lead  also  was  re- 
moved. 

Report  of  Cases 

Case  #1:  A 74-year-old  white  female  was 
admitted  to  the  Louisville  General  Hospital 


*Fellow  in  Cardiology,  Cardiovascular  Laboratory, 
University  of  Louisville,  Louisville,  Kentucky 
**Chief  of  Cardiology,  Cardiovascular  Laboratory, 
University  of  Louisville,  Louisville  Kentucky 

•ky  Medical  Association  • November  1969 


in  February,  1964,  with  congestive  heart  failure 
and  was  found  to  have  complete  heart  block 
with  a slow  ventricular  rate.  In  November, 
1966,  because  of  refractory  congestive  failure 
associated  with  a slow  ventricular  rate,  an 
Electrodyne  pacemaker  was  implanted  in  the 
subcutaneous  tissue  of  the  left  chest  wall  with 
the  pacing  electrodes  sutured  to  the  left  ven- 
tricular wall. 

She  then  did  well  until  readmission  in  April, 
1968,  with  shortness  of  breath.  Evaluation  re- 
vealed a failing  pacemaker  with  a variable 
rate  of  0 to  200.  An  attempt  to  place  a tempo- 
rary transvenous  unit  was  unsuccessful.  There- 
fore, the  pacemaker  leads  were  located,  sepa- 
rated from  the  failing  unit,  and  connected  to 
a temporary  pacemaker  and  she  paced  nor- 
mally. The  original,  permanent  Electrodyne 
unit  was  left  in  place  for  later  removal. 

The  following  morning  a regular  tachycardia 
of  150  was  noted  on  the  monitor.  A rhythm 
strip  was  obtained  which  showed  a regular 
pacing  spike  at  a rate  of  72  per  minute  but,  in 
addition,  a smaller  spike  at  a rate  of  150  per 
minute  which  was  initiating  the  ventricular  re- 
sponses. A permanent  transvenous  unit  was 
then  inserted  per  the  right  subclavian  vein  and 
the  failing  unit  was  removed.  The  patient  then 
did  well. 

Case  #2:  A 71 -year-old  white  male  had  a 
myocardial  infarction  in  January,  1966.  In 
April,  1966,  EKG  revealed  second  and  third 
degree  heart  block  and  he  had  concomitant 
congestive  heart  failure.  In  May,  he  developed 
persistent  third  degree  A-V  block  and  had  a 
transthoracic  pacemaker  inserted  and  was  sub- 
sequently readmitted  in  June,  1966,  for  pace- 
maker failure  caused  by  a broken  electrode 
wire. 

In  October,  1966,  pacemaker  failure  oc- 
cured  and  a new  pacemaker  was  inserted.  He 
was  again  admitted  to  the  Jewish  Hospital  in 
Louisville  in  November,  1967,  with  an  irregu- 
lar rhythm  produced  by  a failing  pacemaker. 
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Cardiac  Pacemakers 

At  that  time  a subcutaneously  implanted  Elec- 
trodyne unit  with  electrodes  sutured  into  the 
left  ventricular  myocardium  was  present.  A 
temporary  transvenous  unit  was  inserted  and 
he  paced  well. 

However,  shortly  thereafter  a rapid  rate  was 
noted  intermittently  on  the  monitor,  sometimes 
attaining  a ventricular  rate  of  150  and  com- 
petition was  noted  to  be  occurring  between  the 
temporary  and  the  previously  implanted  per- 
manent unit.  One  of  the  leads  from  the  per- 
manent unit  was  then  localized  and  a segment 
several  inches  in  length  was  removed  and  com- 
petition ceased.  A short  time  later,  however, 
competition  with  a rapid  ventricular  response 
was  again  noted  and  ceased  only  when  a seg- 
ment of  remaining  intact  permanent  electrode 
lead  was  removed. 

Comment 

To  the  best  of  our  knowledge,  continued 
pacing  after  both  epicardial  electrode  leads 
have  been  cut  has  not  been  previously  reported 
and  continuation  of  pacing  after  removal  of  a 


FIGURE  1:  First  strip  shows  rapid,  irregular  ventircular 
rhythm  due  to  runaway  pacemaker,  pacing  spikes  denoted 
by  Pi.  Second  strip  shows  regular  ventricular  pacing  at 
a rate  of  75  by  temporary  unit  Ps;  failing  implanted  unit 
spikes  Pi  are  seen  but  are  not  activating  ventricle.  Third 
strip  shows  rapid,  regular  ventricular  pacing  at  a rate  of  150 
caused  by  failing  unit  Pi;  temporary  unit  spikes  P2  ore 
present  but  not  pacing. 


FIGURE  2.  Strips  in  sequence  left  to  right  starting  upper 
left.  Strip  1 : Complete  heart  block  with  idioventricular 
rhythm  with  rate  of  34,  failing  pacemaker  spikes  (Pi) 
occasionally  cause  ventricular  activation.  Strip  2:  Two 
functioning  pacemakers  (temporary  unit  and  failing  unit) 
denoted  by  (P’s)  both  of  which  are  causing  ventricular 
activation  at  a rate  of  150/min.  Strip  3:  Competition 
between  the  temporary  and  permanent  pacemakers  after 
removal  of  a segment  of  one  electrode  of  the  permanent 
unit.  Strip  4:  Temporary  pacemaker  P2  activating  ventricle; 
permanent  unit  spike  present  but  not  activating  ventricle 
since  a segment  from  both  permanent  electrodes  had 
been  removed. 

segment  of  one  electrode  wire  is  rare.  The 
first  case  demonstrates  the  ability  of  an  im- 
planted pacemaker  to  pace  the  ventricles  after 
transecting  both  epicardial  electrodes  near 
their  point  of  junction  with  the  power  unit. 
Since  this  pacemaker  unit  paced  the  heart  from 
its  subcutaneous,  extrathoracic,  inframammary 
implantation  site,  it  constituted  a form  of  ex- 
ternal pacing.  The  second  case  demonstrates 
unipolar  pacing  after  excision  of  a segment  of 
one  epicardial  electrode,  the  exposed  proxi- 
mal segment  of  which  then  makes  contact  with 
the  subcutaneous  tissue  and  acts  as  an  indif- 
ferent electrode.  In  the  past,  the  usual  recom- 
mendation for  stopping  further  pacing  of  the 
heart  by  a failing  unit  has  been  to  cut  both 
electrode  wires  or  to  excise  a segment  of  one 
electrode  lead.  The  former  has  been  considered 
a sure  means  of  interrupting  pacing  while  the 
latter  rarely  fails  to  stop  pacing  provided  the 
proximal  tip  of  the  transected  electrode  wire  is 
not  left  bare. 

The  present  cases  illustrate  the  possibility 
of  continued  pacing  of  the  ventricles  despite 
transection  of  one  or  both  electrode  leads  of  a 
failing  pacemaker.  Since  many  patients  with 
a failing  power  pack  would  first  have  a tem- 
porary transvenous  electrode  catheter  inserted 
for  pacing  from  an  external  battery  pacemak- 
er, the  strong  possibility  of  competition  from 
(Continued  on  Page  866) 
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Hemangioma  of  Spinal  Canal 

Laszlo  Mark,  M.D.*  and  Gordon  L.  Smiley,  M.D.** 

Louisville . Kentucky 


A patient  is  described  with  recurring 
upper  back  pain  that  was  produced  by 
extradural  spinal  canal  hemangioma  at 
T5-T6  level.  The  diagnostic  procedures, 
surgical  pathology  and  treatment  of  thes ? 
lesions  are  discussed. 

THE  majority  of  spinal  cord  neoplasms 
are  in  man  and  are  metastatic  lesions'. 
Hemagiomas  of  the  spinal  canal  oc- 
cur quite  rarely.  A survey  disclosed  four  per 
cent  of  spinal  cord  tumors  to  be  vascular  in 
nature2.  In  contrast  to  the  rarity  of  hemangio- 
mas located  in  the  spinal  canal,  hemangiomas 
of  the  vertebral  body  occur  relatively  frequent- 
ly and  they  also  may  produce  compression 
symptoms  with  extension. 

History 

The  patient  sought  medical  advice  because 
of  pain  in  his  right  torso  and  upper  back.  He 
was  a 52-year-old  carpenter,  who  had  experi- 
enced episodes  of  right-sided  lancinating,  mid- 
dorsal circumthoracic  pain  for  two  years.  These 
episodes  occurred  twice  each  year  and  per- 
sisted for  six  or  seven  days.  Intense  paroxysms 
of  pain  were  induced  by  coughing,  sneezing 
and  bending.  Pain  radiated  from  the  right  mid- 
dorsal paraspinous  area  in  the  fifth  or  sixth 
dorsal  segment,  extending  around  the  right 
chest  and  through  the  chest  into  the  right  an- 
terior costal  margin.  When  he  was  first  seen 
by  his  attending  neurosurgeon,  the  pain  was  so 
intense  that  he  was  unable  to  lie  down,  sit  or 
stand  comfortably  for  more  than  a few  mo- 
ments. 

Physical  Examination 

The  general  physical  examination  was  non- 
contributory. On  neurological  examination. 
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FIGURE  1.  Myelogram  demonstrated  complete  block  at 
T5-T6  level. 


there  was  no  numbness  or  paraesthesia  or 
weakness  about  the  trunk  or  lower  extremities. 
Bowel  and  bladder  functions  were  not  im- 
paired. There  were  no  significant  abnormal 
findings  in  the  rest  of  the  neurological  exami- 
nation. 

Course  in  the  Hospital 

Roentgenograms  of  the  dorsal  spine  ap- 
peared normal.  Myelography  revealed  a com- 
plete subarachnoid  block  of  extradural  type  at 
the  T5-T6  level  and  suggested  a posterior  lo- 
cation. (Fig.  1)  Laminectomy  of  T5-T6  dis- 
closed a posteriorly  situated,  reddish  brown, 
firm,  encapsulated,  extradural  tumor  of  cylin- 
drical shape,  approximately  3-4  cms.  in  length 
and  2 cms.  in  diameter  and  having  a lump  on 
its  right  side  extending  into  the  intervertebral 
foramen.  The  tumor  had  many  nutrient  vas- 
cular strands  attaching  it  to  the  walls  of  the 
spinal  canal.  It  was  easily  detached  from  the 
dural  sheath  and  was  totally  removed.  The 
right  fifth  nerve  root  was  sectioned. 

The  postoperative  course  was  uncompli- 
cated. His  intense  radicular  pain  was  complete- 
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ly  relieved.  There  was  mild  segmental  sensory 
impairment  about  the  right  hemithorax.  There 
was  no  evident  trauma  to  the  spinal  cord. 
He  ambulated  on  the  fourth  postoperative  day 
and  was  discharged  from  the  hospital  on  the 
seventh  day,  much  improved. 

Tissue  Examination 

The  specimen  is  a maroon-colored  bi- 
lobated  soft  tissue  30x19x6  mms.  at  the  pres- 
ent state.  On  one  surface  there  appears  to  be 
a delicate  capsule.  The  other  surface  is  rough. 
In  one  area  there  is  a firmer  part  of  the  tissue 
and  it  is  mixed  with  striated  muscle  fibers. 
Microscopic  sections  prepared  from  the  entire 
material  display  in  the  fibrous  stroma  numerous 
endothelium  lined  spaces.  Many  of  these  spaces 
vary  in  size  and  shape.  The  endothelium  does 
not  display  any  atypical  proliferation  anywhere. 
There  is  a fine  fibrous  capsule  on  part  of  the 
surface  (Fig.  2). 

Tissue  Diagnosis:  Extradural  space,  hem- 
angioma at  T5-T6  level. 

Comment 

The  differential  diagnosis  of  these  symptoms 
in  this  patient’s  age  group  includes  a large 
scale  of  disorders  from  angina  and  dissecting 
aneurysm  to  bursitis.  Occasionally,  a rare 
lesion,  such  as  in  the  present  instance,  may 
tax  the  diagnostic  acumen  of  the  examiner. 

The  most  valuable  diagnostic  procedure  is 
myelography.  For  the  evaluation  of  the  extent 
of  this  lesion,  angiography  is  recommended. 
Laminography  of  the  dorsal  spine  is  helpful 
for  the  evaluation  of  vertebral  involvement3. 


FIGURE  7.  Tissue  section  display  varying  size  en- 
dothelium-lined spaces  separated  by  loose  fibrous  stroma. 

Most  of  these  lesions  constitute  arterial-venous 
shunts.  In  many  of  them,  there  are  no  inter- 
mediate capillaries  and  in  others  they  are 
present  between  the  arteries  and  veins.  In  this 
case,  they  were  present.  The  treatment  of 
choice  is  excision.  In  cases  where  the  lesion 
penetrates  through  the  dura  and  excision  is 
not  possible,  ligation  of  the  feeding  arteries 
usually  produces  beneficial  results.  Arterio- 
graphs  might  be  of  considerable  help  in  the 
localization  of  these  arteries. 
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Let’s  be  specific  about  Campbell’s  Soups... 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1 ,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well . . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family's  present  needs ...  to  plan  for  her  family's  future. 

She  can  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen:  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  "patient-proof"  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 

Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 

Indication-Oral  contraception. 

Contraindications-Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings-Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis);  if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  19681,2  estimate  there  is  a seven- to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic"  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization  Rates 
(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral  Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the 
United  States.  The  British  data,  especially  as  they 
indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences 
of  spontaneously  occurring  thromboembolic  dis- 
ease may  differ. 

Discontinue  medication  pending  examination  if 
there  is  sudden  partial  or  complete  loss  of  vision, 
or  sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. Withdraw  medication  if  papilledema  or 
retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
pregnancy  be  ruled  out  for  any  patient  who  has 
missed  two  consecutive  periods  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  ad- 
hered to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contra- 


ceptives has  been  identified  in  the  milk  of  mothers  receiving  these 
drugs.  The  long-range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

Precautions-Pretreatment  physical  examination  should  include  spe- 
cial reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  ob- 
servation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  rel- 
evant specimens  are  submitted. 

Adverse  Reactions-A  statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  cerebrovascular  accidents,  neuro-ocu- 
lar lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  re- 
ceiving oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after 
treatment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement,  secretion),  change  in  weight,  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lactation  when  given  im- 
mediately post  partum,  cholestatic  jaundice,  migraine,  allergic  rash, 
rise  in  blood  pressure  in  susceptible  individuals,  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  pre- 
menstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  ner- 
vousness, dizziness,  fatigue,  backache,  hirsutism,  loss 
of  scalp  hair,  erythema  multiforme  and  nodosum, 
hemorrhagic  eruption,  itching.  The  following  laboratory 
results  may  be  altered  by  oral  contraceptives:  hepatic 
function:  increased  sulfobromophthalein  and  other 
tests,-  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase 
in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test; 
pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.: 
Brit.  Med.  J.  2:193-199  (April  271  1968.  2.  Vessey,  M.  P., 
and  Doll,  R.;  Brit.  Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  complete  prescribing  information. 
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What's 

Polycillinl  nilyd  ah  lgot  to  do  witl 

the  price  of  bananas? 


Just  this:  According  to  the  U.S.  Bureau  of  Labor 
Statistics,  bananas  are  one  of  the  few  things  that 
actually  cost  less  today  than  five  years  ago.  The 
same  is  true  of  Polycillin.  In  fact,  the  price  of  Poly- 
cillin  has  been  reduced  about  30%  since  its  intro- 
duction in  1963. ..making  it,  according  to  national 
surveys  of  patient  costs,  as  economical  as  lead- 
ing brands  of  tetracycline  and  erythromycin. 


And  Polycillin  is  available  in  a variety  of  dosage 
forms  for  your  patients— more  than  any  other  am- 
picillin.  It  comes  in  250  mg.  and  500  mg.  capsules; 
in  convenient,  chewable  tablets  of  125  mg;  oral 
suspension,  125  mg.  and  250  mg.  per  5 ml.;  and 
in  pediatric  drops,  100  mg.  per  ml.  Also  available 
parenterally  as  Polycillin-N  (sodium  ampicillin). 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York  13201 
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House  Takes  Action  On  Usual  And  Customary 

Walter  S.  Coe,  M.D.* 


THE  Usual  anJ  Customary  program  for 
health  insurance  adopted  by  the  KMA 
House  of  Delegates  in  September,  1968. 
received  considerable  discussion  throughout 
the  year.  While  various  aspects  of  this  pro- 
gram were  discussed  periodically  in  The  Jour- 
nal, a portion  of  the  membership  questioned 
whether  or  not  adequate  information  had  been 
disseminated.  Some  felt  that  members  of  the 
1968  House  of  Delegates  did  not  realize  that 
the  Usual  and  Customary  program  they  were 
voting  on  was  a paid-in-full  program. 

Numerous  resolutions  and  reports  on  this 
subject  were  presented  to  the  1969  session  of 
the  House  of  Delegates  so  that  a clarification 
could  be  made.  For  the  information  of  all 
KMA  members,  the  following  report  was 
adopted  by  the  House  of  Delegates  in  session 
on  September  24,  1969. 

“The  KMA  Board  of  Trustees  has  received 
a communication  from  the  Fayette  Coun- 
ty Medical  Society  questioning  whether  or 
not  the  Usual  and  Customary  concept  pre- 
viously adopted  in  1968  by  the  House  of 
Delegates  is,  in  fact,  a paid-in-full  program. 
After  reviewing  last  year’s  report  of  the 
KMA  Advisory  Committee  to  Blue  Shield 
and  the  information  disseminated  to  Ken- 
tucky physicians  since  its  approval,  it  is  the 
opinion  of  this  committee  that  this  does 
represent  a paid-in-full  program  for  cov- 
ered services. 

1 .  The  public  is  rapidly  increasing  its  de- 
mands for  paid-in-full  type  surgical-medical 
programs  which  will  permit  an  individual 
to  prepay  for  the  full  cost  of  covered 
services. 

2.  It  is  the  official  policy  of  the  National 
Association  of  Blue  Shield  Plans  that  all 

* Editor,  KMA  Journal 


individual  Blue  Shield  Plans  must  have 
available  this  type  of  Usual  and  Customary 
program. 

3.  The  American  Medical  Association  of- 
ficially endorses  and  promotes  the  Usual 
and  Customary  concept  for  payment  of 
physicians  fees  by  all  third  parties;  and  that, 
any  reference  to  paid-in-full  coverage  clear- 
ly identify  those  services  which  are  indeed 
covered  on  a paid-in-full  basis  and  also 
identify  the  circumstances  under  which 
those  services  must  be  rendered  to  all  third 
parties. 

4.  Without  the  paid-in-full  concept.  Usual 
and  Customary  has  no  meaning  other  than 
that  of  being  just  a high-priced  indemnity 
program  which  cannot  be  sold  in  the  mar- 
ketplace. 

5.  In  order  to  make  the  program  operative, 
certain  requirements  are  necessary.  This 
committee  recommends  that  the  Usual  and 
Customary  and  paid-in-full  concept  be  one 
and  the  same  with  the  following  require- 
ments recognized: 

a.  Physicians  can  signify  their  support  of 
the  Usual  and  Customary  concept  by 
being  a ‘participating’  physician  and  by 
signing  an  agreement  to  that  effect. 

b.  A physician  who  does  not  accept  this 
concept  could  elect  to  not  sign  a par- 
ticipating physician  agreement. 

c.  Participating  physicians  would  agree 
to  accept  as  payment  in  full  allowances 
made  by  Blue  Shield’s  Usual  and  Cus- 
tomary program  for  covered  services  us- 
ing guidelines  established  by  the  KMA 
Claims  Review  Committee.  Peer  review 
committees,  which  are  a part  of  these 
guidelines,  will  make  the  final  recom- 
mendations for  reasonable  allowances 
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on  cases  that  cannot  be  processed  rou- 
tinely. Payments  will  be  made  direct  to 
the  participating  physician. 

d.  Blue  Shield’s  allowances  for  covered 
services  rendered  by  non-participating 
physicians  will  be  determined  using  the 
same  guidelines  as  for  participating  physi- 
cians except  payment  for  covered  services 
will  be  made  direct  to  the  subscriber. 

e.  A peer  review  committee  with  the  as- 
sistance of  Blue  Shield  shall  review  phy- 
sicians’ fees  at  least  annually  to  insure 
such  fees  will  not  remain  fixed  but  will 
adjust  with  the  economy. 

6.  It  is  recommended  that  the  KMA  Board 


Medical  Credit 

THERE  has  been  much  discussion  in  med- 
ical circles  lately,  concerning  the  use  of 
medical  credit  cards  and  there  are  a 
number  of  organizations,  including  banks,  be- 
coming involved  in  this  area  of  activity.  The 
Executive  Committee  of  the  KMA  Board  of 
Trustees  on  September  4 adopted  the  principles 
of  the  AMA  Judicial  Council  that  are  applic- 
able to  the  use  of  medical  cards  and  requested 
that  these  principles  be  brought  to  the  phy- 
sician’s attention  through  the  KMA  Journal. 

“(1)  The  county  medical  society  should 
be  satisfied  as  to  the  financial  and  profes- 
sional integrity  of  the  plan.  It  should  negoti- 
ate with  the  plan  sponsors  to  insure  that 
service  charges  to  the  physician  are  reason- 
able. Tt  should  insist  that  the  plan  be  open 
to  all  physicians  on  the  same  terms  and  that 
it  not  exploit  or  capitalize  on  physicians’ 
participation  in  the  plan.  Tt  should  advise 
the  plan  that  the  listing  of  physicians  in 
directories  of  participating  members  is  con- 
trary to  the  ethics  of  the  medical  profession. 

(2)  The  individual  physician  may  not, 
because  of  his  participation,  increase  his 

fTliis  article  was  prepared  at  the  request  of  the 
Executive  Committee  of  the  KMA  Board  of  Trustees. 
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of  Trustees,  working  in  cooperation  with 
Blue  Shield,  institute  an  immediate  and  con- 
tinuing multi-phasic  program  of  education  to 
assist  the  profession  and  the  public  in  the 
explanation  and  implementation  of  the 
Usual  and  Customary  program. 

7.  It  is  further  recommended  that  the  Board 
of  Trustees  reaffirm  the  position  taken  by 
the  1968  House  of  Delegates  and  that  it 
urge  the  Blue  Shield  staff  to  continue  mar- 
keting the  Usual  and  Customary  program 
under  the  present  guidelines,  working 
toward  obtaining  individual  participating 
physicians’  agreements.” 


Cardst 

fee  for  medical  service  rendered  the  patient. 

He  may  not  use  the  plan  to  solicit  patients. 

He  may  not  encourage  patients  to  use  the 
plan.  His  position  must  be  that  he  accepts 
the  plan  as  a convenience  to  patients  who 
desire  to  use  it.  Plaques  or  other  devices 
indicating  participation  in  the  plan  within  the 
physicians  office  shall  be  kept  to  a discreet 
and  dignified  minimum.  Plaques,  signs,  or 
other  devices  indicating  such  participation 
visible  outside  the  physician’s  office  are  un- 
acceptable. 

(3)  The  use  of  a bank  card  in  connec- 
tion with  the  payment  of  larger  fees — which 
might  normally  be  paid  to  the  physician  in 
installments — is  not  to  be  encouraged.  All 
members  of  the  Association  are  expected  to 
continue  the  traditional  practice  of  permitting 
patients  of  limited  means  to  pay  relatively 
large  fees  in  installments  without  interest  or 
carrying  charges.  Out  of  respect  for  the 
dignity  and  traditions  of  the  medical  profes- 
sion, the  physician  may  not  relieve  himself 
of  his  obligations  ‘to  render  service  to  hu- 
manity, reward  or  financial  gain  being  a 
subordinate  consideration.’  ” 

November  1969  * The  Journal  of 


■The  lowest  priced  tetracycline— nystatin  combination  available 


ky  Medical  Association  • November  1969 
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Continuing  Educational 


From  The 


Opportunities 


KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 


NOVEMBER 

6 L.  E.  Smith  Lecture,  University  of  Kentucky 
Medical  Center,  Lexington 

6- 7  Third  Annual  Newborn  Symposium,  De- 

partment of  Pediatrics,  University  of  Louis- 
ville School  of  Medicine,  Louisville 

7- 8  Kentucky  Thoracic  Society,  Fall  Scientific 

Session,  Boone  Tavern,  Berea 

12  PANMED  television  series,  “Psychotomi- 

metics  And  Their  Abuse,”  KETV-TV  10:30 
p.m.  EST  (9:30  p.m.  CST) 

13-14  Recent  Developments  in  the  Surgical  Care  of 
Trauma  Program,  University  of  Kentucky 
Medical  Center,  Lexington 

17  PANMED  television  series,  “Psychotomimetics 

And  Their  Abuse,”  in  Louisville,  WKPC-TV, 

10  p.m. 

19  PANMED  television  series,  “Organizing  For 

Effective  Management,”  KETV-TV  10:30 

p.m.  EST  (9:30  p.m.  CST) 

24  PANMED  television  series,  “Organizing  For 

Effective  Management,”  in  Louisville,  WKPC- 
TV,  10  p.m. 

26  PANMED  television  series,  “In  a Medical 

Laboratory,”  KETV-TV  10:30  p.m.  EST 
(9:30  p.m.  CST) 


DECEMBER 

1 PANMED  television  series,  “In  A Medical 

Laboratory,”  in  Louisville,  WKPC-TV  10  p.m. 

3 PANMED  television  series,  “Surgical  En- 

dodontics,” KETV-TV  10:30  p.m.  EST  (9:30 
p.m.  CST) 

8 PANMED  television  series,  “Sureical  En- 

dodontics,” in  Louisville,  WKPC-TV  10  p.m. 

10  PANMED  television  series,  “Almost  A 

Miracle,”  KETV-TV  10:30  p.m.  EST  (9:30 
p.m.  CST) 

15  PANMED  television  series,  “Almost  A Mir- 
acle,” in  Louisville,  WKPC-TV  10  p.m. 

17  PANMED  television  series,  “Drug-Drue  In- 

teraction Affecting  the  Patient,”  KETV-TV 
10:30  p.m.  EST  (9:30  p.m.  CST) 

19-20  Postgraduate  course.  Practical  Ophthalmology 
for  the  Generalist,  University  of  Kentucky 
Medical  Center,  Lexington 


PANMED  television  series,  “Drug-Drug  Inter- 
action Affecting  the  Patient,”  in  Louisville, 
WKPC-TV  10  p.m. 


JANUARY 

PANMED  television  series,  “Clinical  Use  of 
Electrical  Pacemakers,”  KETV-TV  10:30 
p.m.  EST  (9:30  p.m.  CST) 

12  PANMED  television  series,  “Clinical  Use  of 
Electrical  Pacemakers,”  in  Louisville,  WKPC- 
TV  10  p.m. 

14  PANMED  television  series,  “Newer  Psycho- 
therapeutic Agents:  The  Antidepressants,” 

KETV-TV  10:30  p.m.  EST  (9:30  p.m.  CST) 

19  PANMED  television  series,  “Newer  Psycho- 

therapeutic Agents:  The  Antidepressants,”  in 
Louisville,  WKPC-TV  10  p.m. 

29-31  Symposium  on  Modern  Methods  for  the 

Medical  Work-Up,  University  of  Kentucky 
Medical  Center,  Lexington 


IN  SURROUNDING  STATES 

NOVEMBER 

10-13  Southern  Medical  Association,  63rd  Annual 
Meeting,  Atlanta,  Ga. 

12-13  Postgraduate  course,  “Diseases  of  the  Small 
Intestine  and  Colon”,  Cleveland  Clinic  Educa- 
tional Foundation,  Cleveland. 

12-15  Third  Annual  Postgraduate  Conference  on 
“Today’s  Hospital  Problems:  An  Interdis- 
ciplinary Approach”,  Tides  Hotel  and  Bath 
Club,  Redington  Beach,  Florida. 

21-22  Delivery  of  Medical  Care  in  the  1970’s 
workshop,  The  Institute  of  Medicine  of 
Chicago,  Ambassador  West  Hotel,  Chicago 


DECEMBER 

3-4  Postgraduate  course,  “Respiratory  Failure — 
Acute  and  Long  Term  Management,”  Cleve- 
land Clinic  Educational  Foundation,  Cleve- 
land 

6-11  Annual  Meeting,  American  Academy  of 
Dermatology,  Bal  Harbour,  Florida 

10-11  Postgraduate  course,  “Concepts  in  Diagnosis 
and  Management  of  Diseases  of  Vitreous, 
Retina  and  Choroid,”  Cleveland  Clinic  Educa- 
tional Foundation,  Cleveland 
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For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


Empirin’* 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 

May  be  habit  forming),  Phenacetin  gr.  2 1 / 2,  i 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

B.W.  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Itackahoe,  N.Y. 


,-Roniacol 

Timespan 

(nicotinyl  alcohol  tartrate) 


s 


Because  peripheral  vasodilatic  n 
is  needed  now...  * 

and  must  often  be  continued  i 


Roniacol  Timespan  (nicotinyl  alcohol  tartrate) 
can  make  a significant  contribution  to  effective 
treatment  of  peripheral  vascular  disorders.  It  is 
directed  specifically  toward  improvement  of 
peripheral  blood  flow,  relief  of  ischemic  symp- 
toms, and  the  long-term  management  of  these 
conditions. 

Specific  pharmacologic  action— Roniacol  (nico- 
tinyl alcohol)  acts  selectively  by  relaxing 
smooth  muscle  of  peripheral  blood  vessels. 
Onset  of  action  is  smooth  and  gradual,  rarely 
causing  severeflushing. 

Relative  freedom  from  side  effects— Side  effects 


that  may  occur  occasionally  with  Roniacol 
seldom  require  discontinuation  of  therapy 


ipr 


Prolonged,  continuous  drug  release— Pro- 
longed peripheral  vasodilation  is  provided 
sustained-release  Roniacol  Timespan  (nico  to 
alcohol  tartrate)  Tablets.  Part  of  the  drug  bi 
comes  available  immediately,  the  remaindi 
continuously  over  a period  of  up  to  12  hou 
and  dilation  of  constricted  peripheral  vesst 
usually  maintained.  Thus,  with  a single  dos<  lit; 
medication,  patients  can  enjoy  the  benefits  it 
increased  peripheral  blood  flow  in  ischemi  tj; 
extremities  for  up  to'12  hours. 


mooth  peripheral  vasodilation  from  initial 

osage...  ex  tended  with 

mple,  well-tolerated,  b.i.d.  dosage 


i s prolonged  action  of  Roniacol  Timespan 
jy  cotinyl  alcohol  tartrate)  together  with  its 
ier  benefits  offer  a therapeutically  practical 
asure  in  the  long-term  management  of 
ipheral  vascular  disease-advantages 
• >ecially  important  for  older  patients. 

"ore  prescribing,  please  consult  complete 
)duct  information,  a summary  of  which 
lows: 

lications:  Conditions  associated  with 
:icient  circulation;  e.g.,  peripheral  vascular 
ease,  vascular  spasm,  varicose  ulcers, 
cubital  ulcers,  chilblains,  Meniere's  syn- 
ime  and  vertigo. 


Caution:  Roche  Laboratories  endorses  caution 
in  the  administration  of  any  therapeutic  agent 
to  pregnant  patients. 

Side  Effects:  Transient  flushing,  gastric 
disturbances,  minor  skin  rashes  and  allergies 
may  occur  in  some  patients,  seldom  requiring 
discontinuation  of  the  drug. 

Dosage:  1 or  2 Timespan  Tablets— 150  mg 
nicotinyl  alcohol  in  the  form  of  the  tartrate 
salt— bottles  of  50  and  500. 

Roche 

LABORATORIES 
Division  of  Hoffmann  - La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Art  is  a conception  of  peripheral  vasodilation. 


jeludiri*  phenmetrazine  hydrochloride 
eludin  is  indicated  only  as  an  anorexigenic 
agent  in  the  treatment  of  obesity.  It  may  be 
used  in  simple  obesity  and  in  obesity  com- 
plicated by  diabetes,  moderate  hyperten- 
sion (see  Precautions),  or  pregnancy  (see 
Warning). 

ontraindications:  Severe  coronary  artery  dis- 
ease, hyperthyroidism,  severe  hyperten- 
sion, nervous  instability,  and  agitated 
prepsychotic  states.  Do  not  use  with  other 
CNS  stimulants,  including  MAO  inhibitors. 
'arning:  Do  not  use  during  the  first  trimester  of 
pregnancy  unless  potential  benefits  out- 
weigh possible  risks.  There  have  been 
clinical  reports  of  congenital  malformation, 
but  causal  relationship  has  not  been 
proved.  Animal  teratogenic  studies  have 
been  inconclusive. 


Precautions:  Use  with  caution  in  moderate  hyper- 
tension and  cardiac  decompensation. 
Cases  involving  abuse  of  or  dependence 
on  phenmetrazine  hydrochloride  have 
been  reported.  In  general,  these  cases 
were  characterized  by  excessive  consump- 
tion of  the  drug  for  its  central  stimulant 
effect,  and  have  resulted  in  a psychotic 
illness  manifested  by  restlessness,  mood 
or  behavior  changes,  hallucinations  or 
delusions.  Do  not  exceed  recommended 
dosage. 

Adverse  Reactions:  Dryness  or  unpleasant  taste  in 
the  mouth,  urticaria,  overstimulation,  in- 
somnia, urinary  frequency  or  nocturia, 
dizziness,  nausea,  or  headache. 

Dosage.  One  25  mg.  tablet  b.i.d.  or  t.i.d.  Or  one 
75  mg.  Endurets  tablet  a day,  taken  by 
midmorning. 


Availability:  Pink,  square,  scored  tablets  of  25  mg. 
for  b.i.d.  or  t.i.d.  administration,  in  bottles 
of  100  and  1000. 

Pink,  round  Endurets* prolonged-action 
tablets  of  75  mg.  for  once-a-day  adminis- 
tration, in  bottles  of  100  and  1000. 
(B)R3-46-560-B 

Under  license  from  Boehringer  Ingelheim  G.m.b.H. 

For  complete  details,  please  see  full  prescribing 
information. 


% 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


For  some,  obesity  can  be 

a serious  complication 
of  moderate  hypertension, 
diabetes,  or  pregnancy. 

Preludin  may  be  used  to  curb  appetite  in  obesity  associated 
with  such  conditions. 

For  use  during  pregnancy,  please  consult  Warning  para- 
graph. The  use  of  Preludin  in  moderate  hypertension 
should  be  accompanied  by  caution.  In  diabetes,  the 
drug  does  not  increase  insulin  requirements  (require- 
ments may  be  reduced  as  weight  is  lost). 

One  75-mg.  Endurets  tablet  taken  between  breakfast  and 
midmorning  will  usually  provide  daylong  and  early- 
evening  suppression  of  appetite. 

q I i;  . phenmetrazine  Endurets0 
nclUQin  hydrochloride  prolonged -action tablets 


€bmtt  JUfeer,  iR.  ©. 
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Everett  H.  Baker,  president  of  the  Kentucky  Medical  Association  in  1965,  died 
September  18,  in  Louisville,  Kentucky.  Doctor  Baker  was  born  in  the  year 
1903 — in  Louisville.  He  graduated  from  the  University  of  Louisville  School  of 
Medicine  in  1925  and  interned  in  what  was  then  called  the  Louisville  City 
Hospital.  He  practiced  medicine  in  Louisville  from  1927  to  1942.  He  served  in 
the  Army  Air  Force  from  1942  to  1946. 

After  completion  of  his  military  service,  Doctor  Baker  took  postgraduate  work  in 
anesthesiology.  He  became  assistant  professor  of  anesthesia  at  the  University  of 
Louisville  in  1947.  He  was  president  of  the  Kentucky  Society  of  Anesthesiologists 
in  1948  and  president  of  the  Louisville  Society  of  Anesthesiologists  in  1958.  He 
was  a past  president  of  the  medical  staff  of  St.  Joseph  Infirmary.  In  1955  he  was 
vice  president  of  the  Kentucky  Medical  Association  and  in  1961  was  president 
of  the  Jefferson  County  Medical  Society. 

Although  Doctor  Baker  was  active  in  many  medical  organizations — and  had  been 
president  of  many  of  them — he  found  time  to  participate  in  other  community 
activities.  He  taught  Sunday  School  at  the  Beechmont  Methodist  Church  in 
Louisville  for  many  years  and  was  also  chairman  of  the  Board  of  Stewards  of 
that  church.  He  enjoyed  his  hobbies  of  music,  farming  and  tennis.  He  will  long 
be  remembered  for  his  leadership  abilities,  his  good  humor — and  his  many 
contributions  to  Kentucky  medicine. 
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Proposed  Changes  For  The  Board  of  Health 


THE  members  of  KMA  are  generally 
aware  that  some  changes  in  the  structure 
and  functions  of  the  State  Board  of 
Health  have  been  proposed.  In  1965-66  the 
Governor’s  Commission  on  Economy  and  Effi- 
ciency pointed  out  that  there  is  much  frag- 
mentation and  overlapping  of  health  services 
in  our  state  government  which,  if  corrected, 
should  bring  about  better  and  less  expense  of 
operation.  KMA  formed  a committee  headed 
by  Gabe  A.  Payne  M.D.,  to  study  these  claims 
and  to  recommend  needed  improvements.  The 
information  gathered  by  this  committee  has 
been  made  available  to  the  physician  mem- 
bers of  the  subsequently-created  Comprehen- 
sive Health  Planning  Council  which  is  carrying 
on  a continuing  study  of  the  various  means  by 
which  health  services  are  being  provided  to 
our  people. 

The  1968  General  Assembly  authorized  the 
Kentucky  Legislative  Research  Commission  to 
study  the  structure  and  functions  of  all  Boards 
in  the  state  government.  Research  Report  No. 
53  compiled  by  John  D.  Hinkle  dealing  with 
the  State  Board  of  Health  was  released  in 
July,  1969.  This  report  was  immediately  made 
the  subject  of  careful  study  by  all  members 
of  the  Board  of  Health  and  of  the  Executive 
Committee  of  KMA  separately  and  jointly 
and  a proposal  was  presented  by  Robert  C. 
Long,  M.D.  before  a Public  Hearing  of  the 
Research  Commission  in  Frankfort  on  Septem- 
ber 12,  1969,  outlining  a plan  for  enlarging 
the  State  Board  of  Health. 

Our  State  Board  of  Health  was  established 
in  1878  as  a means  of  controlling  epidemics 
and  providing  more  healthful  conditions  for 
the  entire  state.  It  consisted  of  the  State  Health 
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Officer  and  six  physicians  appointed  by  the 
Governor.  Its  composition  has  changed  little 
since  the  beginning;  there  are  now  seven  phy- 
sicians in  addition  to  the  Commissioner  and  a 
dentist  and  pharmacist-a  total  of  ten  members. 
Since  1904  additional  functions  of  the  Board 
have  been  to  examine  prospective  physicians, 
issue  them  certificates  or  licenses  to  practice, 
and  to  exert  disciplinary  control  of  practicing 
physicians.  These  are  basically  the  functions 
of  the  Board  today. 

Our  Board  is  classified  in  the  Research 
Commission’s  report  as  administrative  rather 
than  advisory.  It  is  in  fact  administrative  in 
matters  pertaining  to  licensure  and  discipline 
of  physicians,  but  it  functions  in  a general 
advisory  capacity  to  the  Commissioner  in  mat- 
ters relating  to  the  Department  of  Health. 
It  should  properly  be  listed,  therefore,  as  both 
administrative  and  advisory  in  its  function.  In 
this  role  it  has  performed  a highly  satisfactory 
service  to  the  state  for  the  past  70  years. 

In  recent  years  there  has  been  an  increasing 
opinion  that  the  State  Board  of  Health  should 
include  in  its  structure  representation  from 
other  professions  than  medicine,  specifically 
nursing,  engineering,  hospital  administration, 
veterinary  and  from  general  consumers  of 
health  services.  It  is  felt  by  many  that  a 
broader  participation  in  the  establishment  of 
policies  relating  to  the  health  of  our  people  is 
more  appropriate  and  will  be  constructive. 
Measures  have  been  introduced  in  recent  legis- 
latures to  this  end  and  have  gained  considerable 
support.  The  idea  is  strengthened  by  the  wide 
participation  of  lay  people  in  such  health  re- 
lated organizations  as  the  Heart  Association, 
Cancer  Society  and  Rheumatism  Foundation. 
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Furthermore,  many  State  Boards  of  Health 
have  included  in  their  structure  members  from 
other  health  related  professions  than  medicine 
and  consumers  of  health  services. 

The  Legislative  Research  Commission  in  its 
report  supported  this  concept.  Members  of  the 
Board  of  Health  and  trustees  of  KMA  find 
some  merit  in  such  a proposal  and  have  given 
it  endorsement  with  one  important  reservation. 
The  matter  of  medical  licensure  and  monitoring 
the  conduct  of  physicians  is  a function  which 
should  be  separated  from  such  an  expanded 
Board  and  conducted  by  physicians  only.  As  a 
matter  of  fact,  it  is  a function  separate  from 
the  Board  of  Health  in  every  state  except 
three — Kentucky,  Alabama  and  Mississippi. 

It  was,  therefore,  recommended  jointly  by 
the  Executive  Committee  of  KMA  and  the 
State  Board  of  Health  that  a separate  Board 
of  Medical  Licensure  be  established  composed 
entirely  of  physician  members. 

It  is  proposed  now  that  the  newly  con- 
stituted Board  of  Health  be  constructed  in  the 
following  manner:  the  Commissioner  of  Health 
and  Commissioner  of  Mental  Health — ex  of- 
ficio members  without  voting  power;  seven 
physician  members  appointed  by  the  Gover- 
nor upon  recommendation  of  the  KMA;  one 


dentist,  one  pharmacist,  one  veterinarian,  one 
registered  nurse,  one  hospital  administrator, 
one  sanitary  engineer,  each  appointed  by  the 
Governor  upon  recommendation  of  the  appro- 
priate association  from  which  the  member  is 
selected;  two  members  selected  and  appointed 
by  the  Governor  from  the  general  public — 
the  “Consumers  of  Health  Services.” 

The  Commissioner  of  Health  is  at  present 
appointed  by  the  State  Board  of  Health.  Since 
the  Commissioner  is  a member  of  the  Gover- 
nor’s official  Cabinet,  it  is  thought  better  that 
we  suggest  his  appointment  by  the  Governor 
after  his  selection  and  recommendation  by  the 
State  Board  of  Health. 

Fragmentation  of  health  services  is  a prob- 
lem of  major  concern  to  all  and  has  been  under 
study  by  the  agencies  noted  in  the  beginning. 
Some  progress  is  being  made  in  this  but  recon- 
struction of  the  Board  of  Health  seems  to  be 
the  principal  immediate  objective  and  will 
probably  be  the  subject  of  proposed  legislation 
next  year.  It  was  thought  appropriate  to  keep 
the  membership  informed  regarding  the  pro- 
posals recently  presented  as  a basis  for  future 
plans. 

Sam  A.  Overstreet,  M.D. 


Watch  for  in  the  December  Journal  — 


— Digest  of  Proceedings,  1969  House  of 


Delegates  Meeting 


KMA  Constitution  and  Bylaws 


— 1969  Journal  Index 
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‘Avoids  constipation. 


Gelusil-M  avoids  constipation 

• Gelusil-M  has  been  formulated  to  help 
avoid  constipation  in  these  patients: 
hospitalized/ bedridden/ debilitated/ seden- 
tary /pregnant/ elderly/ on  a bland  diet/ 
on  anticholinergic-antispasmodic  drugs/ 
when  straining  at  stool  should  be  avoided. 

• Magnesium  content  helps  maintain  intes- 
tinal fluid  volume  and  motility. 

• Some  patients  may  develop  loose  stools 
while  taking  Gelusil-M.  This  condition  is 
usually  dose-related,  and  usually  responds 
to  dose  reduction. 


GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patien 


Gelusif-M  Liquid 


Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint- fla- 
vored) — light  green  bottles  of  1 2 f I.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


GelusiT  Tablets 


Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquic 


Pleasant  mint  flavor... ideal  for  hospi 
tal  or  home.  Available  in  12  fl.  oz.  am 
6 fl.  oz.  bottles  and  a special  hospito 
pack.  An  antacid  which  contains  adsor 
bent  and  demulcent  agents  in  each  - 
ml.  teaspoonful:  0.25  Gm.  aluminun 
hydroxide  (Warner-Chilcott),  0.5  Gm 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)- 
or  more  — between  meals  and  at  bed 
time,  or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 
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House  Elects  Dr.  Quertermous, 

Dr.  Hull  At  Annual  Meeting 

John  C.  Quertermous,  M.D.,  Murray,  chairman  of 
the  KEMPAC  Board  of  Directors,  was  elected  by 
the  House  of  Delegates  as  presi- 
dent-elect for  the  1969-70  As- 
sociational  year. 

Also  elected  at  the  Septem- 
ber 24  session  was  David  A. 
Hull,  M.D..  Lexington,  who  is 
the  Association’s  new  vice-presi- 
dent. 

Walter  L.  Cawood.  M.D., 
Ashland,  was  installed  as  KMA 
President  at  the  close  of  the 
session,  succeeding  Henry  B. 
Asman,  M.D.,  Louisville. 

Doctor  Quertermous,  a 1942  graduate  of  the  Uni- 
versity of  Louisville  School  of  Medicine,  interned  in 
Cincinnati  and  then  served  in  the  U.S.  Army  during 
World  War  II.  After  taking  his  residency  in  internal 
medicine  in  Louisville,  he  went  into  private  practice 
at  Murray  in  1950.  Doctor  Quertermous  has  been  an 
AM  A delegate  since  1963  and  is 
a former  chairman  of  the  KMA 
Council  on  Legislative  Activi- 
ties for  national  affairs. 

Succeeding  Edwin  P.  Solo- 
mon, M.D.,  Louisville,  Doctor 
Hull  is  a member  of  the  Leg- 
islative Committee  and  presi- 
dent of  the  Fayette  County 
Medical  Society. 

Elected  AMA  delegate  for  the 
term  January  1,  1970  to  December  31,  1971  was 
George  F.  Brockman,  M.D.,  Greenville.  Incumbent 
Charles  C.  Rutledge,  M.D.,  Hazard,  was  elected  AMA 
delegate  for  the  same  term.  Alternate  AMA  dele- 
gate incumbents,  Daryl  P.  Harvey,  M.D.,  Glasgow 
and  David  B.  Stevens,  M.D..  Lexington,  were  also 
elected  to  the  same  term. 


Dr.  Hall  Named  Board  Chairman 
Vice  Chairman  Is  Dr.  Bryan 

The  KMA  Board  of  Trustees,  at  its  first  meeting 
on  September  25,  elected  William  W.  Hall,  M.D., 
Owensboro,  to  serve  as  its  chairman  for  the  Asso- 
ciational  year  1969-70.  Thornton  E.  Bryan,  Jr., 
M.D.,  Cadiz,  was  named  vice  chairman  of  the  Board. 


Doctor  Hall  Doctor  Bryan 


Doctor  Hall,  beginning  the  third  year  of  his  first 
term  as  trustee  for  the  Second  District,  succeeds  Lee 
C.  Hess,  M.D.,  Florence. 

A general  practitioner  in  Owensboro  since  1959, 
Doctor  Hall  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1954  and  took  his 
residency  at  the  Georgia  Medical  Center.  He  is  a 
former  president  of  the  Daviess  County  Medical 
Society,  a former  alternate  AMA  Delegate  and  the 
past  insurance  editor  for  The  KMA  Journal. 

Doctor  Bryan  is  also  a 1954  graduate  of  the 
University  of  Louisville  School  of  Medicine  and  is 
doing  general  practice  in  Cadiz.  Beginning  his 
second  year  in  his  first  term  as  KMA  trustee  of  the 
Third  District.  Doctor  Bryan  is  a former  president 
of  the  Kentucky  Academy  of  General  Practice  and  a 
member  of  the  advisory  council  to  the  Pennyrile 
Regional  Medical  Program. 

E.  C.  Seeley,  M.D.,  London,  was  elected  by  the 
House  to  a third  term  as  trustee  for  the  Fifteenth 
District.  Harold  L.  Bushey.  M.D.,  Barbourville,  was 
re-elected  as  alternate  trustee  of  this  district. 

Elected  to  a second  term  as  trustees  were  Doctor 


As  the  first  official  duty  of  the  new  KMA  president, 
Walter  L.  Cawood,  M.D.,  Ashland,  presents  a plaque  for 
outstanding  service  to  the  Association  to  the  outgoing 
president,  Henry  B.  Asman,  M.D.,  Louisville.  The  presenta- 
tion was  made  at  the  close  of  the  final  session  of  the 
House,  September  24. 


Doctor  Quertermous 


Doctor  Hull 
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Hess,  trustee  for  the  Eighth  District,  and  Douglas 
H.  Jenkins,  M.D.,  Richmond,  trustee  for  the  Eleventh 
District.  Alternate  Hugh  Mahaffey,  M.D.,  Rich- 
mond, was  re-elected  for  the  Eleventh  District. 

Trustees  and  their  alternates  elected  for  the  first 
term  on  the  Board  are  John  S.  Llewellyn,  M.D., 
Louisville,  and  alternate  Lloyd  G.  Yopp,  M.D., 
Louisville.  Fifth  District;  Paul  J.  Parks,  M.D.,  Bowl- 
ing Green  and  alternate  Carlisle  V.  Dodson,  M.D., 
Russellville,  Sixth  District;  and  Carl  J.  Bruegge- 
mann,  M.D..  Covington,  elected  alternate  to  the 
Eighth  District. 


Nominating  Committee  Chosen 

The  Nominating  Committee  members,  who  will 
select  the  1970-71  officers  of  the  Association,  were 
elected  by  the  KMA  House  of  Delegates  at  its  final 
session  September  24. 

The  five  committee  members  chosen  were  W.  E. 
Becknell,  M.D.,  Columbia;  Clyde  Brassfield,  M.D., 
Elizabethtown;  Thomson  R.  Bryant,  M.D.,  Lexington; 
W.  Faxon  Payne,  M.D.,  Hopkinsville,  and  W. 
Fielding  Rubel,  M.D..  Louisville.  The  committee  will 
select  one  of  its  members  as  chairman  at  its  first 
meeting  during  the  Interim  Meeting  April  8 and  9 
at  Kentucky  Dam  Village. 


KEMPAC  Physicians  Hear  Views  Of 
Two  U.S.  Senators  At  Seminar 

U.  S.  Senator  George  Murphy,  R-California  and 
U.  S.  Senator  Birch  Bayh,  D-Indiana  joined  Rex 
Kenyon,  M.D.,  chairman  of  the  Oklahoma  Medical 
Society  Political  Action  Committee,  as  guest  speakers 


Upon  his  election  by  acclamation  to  the  office  of  KMA 
president-elect,  John  C.  Quertermous,  M.D.,  Murray  (left) 
makes  his  way  to  the  podium  amid  a standing  ovation 
and  is  congratulated  by  J.  S.  Oldham,  M.D.,  Owensboro. 

at  the  Seventh  Annual  KEMPAC  Seminar  September 

22. 

The  Seminar,  attended  by  250  physicians  and 
their  wives,  was  held  in  the  Grand  Ballroom  of  the 
Seelbach  Hotel  and  was  presided  over  by  John  C. 
Quertermous,  M.D.,  Murray,  chairman  of  the  KEM- 
PAC Board. 

Senator  Murphy  and  Senator  Bayh  presented  their 
views  stressing  matters  that  pertained  not  only  to 
those  in  the  medical  profession,  but  also  to  private 
citizens. 

Doctor  Kenyon  stressed  the  importance  of  the 
membership  of  KEMPAC  in  getting  involved  in 
politics.  Noting  that  there  is  a record  membership 
in  AMPAC  this  year,  Doctor  Kenyon  urged  mem- 
bers to  get  Kentucky  physicians  to  join  KEMPAC. 

According  to  records  in  the  KEMPAC  office  as 
of  October  15,  a record  in  membership  has  been  set 
with  the  total  number  of  KEMPAC  members  nearing 
the  1250  mark. 


KEMPAC  members  pose  with  their  guest  speakers  following  the  Annual  KEMPAC  Seminar  September  22  at  the  Seel- 
bach Hotel.  Pictured  from  left  to  right  are  U.  S.  Senator  Birch  Bayh,  D-Ind.;  John  C.  Quertermous,  M.D.,  Murray,  chair- 
man of  the  KEMPAC  Board;  Henry  B.  Asman,  M.D.,  Louisville,  immediate  past  president  of  KMA;  Rex  Kenyon,  M.D., 
chairman  of  the  Oklahoma  Medical  Society  Political  Action  Committee;  U.  S.  Senator  George  Murphy,  R-Calif.;  (above) 
C.  Kenneth  Peters,  M.D.,  Louisville,  secretary-treasurer  of  KEMPAC,  and  Fred  C.  Rainey,  M.D.,  Elizabethtown,  member  of 
executive  committee  of  KEMPAC  Board. 
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Past,  present  and  future  is  depicted  as  John  C.  Querter- 
mous,  M.D.,  Murray,  president-elect;  Walter  L.  Cawood, 
M.D.,  Ashland,  KMA  president,  and  Henry  B.  Asman,  M.D., 
Louisville,  immediate  past  president,  get  together  after  the 
final  session  of  the  House. 

Auxiliary  Installs  Mrs.  Gardner 
Elects  Mrs.  Hornaday 

Mrs.  Hoyt  D.  Gardner,  Louisville,  was  installed 
as  president  of  the  Woman’s  Auxiliary  of  the 
Kentucky  Medical  Association  during  its  Annual 
Convention  September  22-24  in  Louisville.  Mrs. 
Charles  E.  Hornaday,  Owensboro,  was  chosen  as 
president-elect.  Mrs.  Gardner  succeeds  Mrs.  William 
H.  McBeath,  Lexington,  who  presided  at  the  meeting. 

Other  officers  elected  during  the  meeting  were 
Mrs.  Orville  Stein,  Somerset,  first  vice  president; 
Mrs.  Edwin  T.  Davis,  Paducah,  second  vice  president; 
Mrs.  Joseph  Wheeler,  Ashland,  third  vice  president; 
Mrs.  James  Ferrell,  Paris,  fourth  vice  president;  Mrs. 
James  Gulley,  Madisonville,  recording  secretary,  and 
Mrs.  James  T.  Linville,  Louisville,  corresponding 
secretary. 

Re-elected  to  office  were  Mrs.  Bernard  Schoo, 
Louisville,  treasurer,  and  Mrs.  J.  Murray  Kinsman, 
Louisville,  parliamentarian. 

This  year’s  luncheon  was  highlighted  with  a travel 
and  packing  tips  program  presented  by  American 
Airlines  and  a “fun”  survey  done  among  the 
Auxiliary  to  determine  what  was  characteristic  of 
the  ideal  M.D.’s  wife. 

Mrs.  R.L.C.  Robertson,  president-elect  of  the 
Woman’s  Auxiliary  to  the  American  Medical  Asso- 
ciation, was  the  guest  speaker  for  the  Auxiliary 
luncheon.  The  Junior  League  of  Lexington  was  pre- 
sented the  Community  Service  Award  for  their  work 
in  creating  a sheltered  workshop  for  the  mentally 
retarded. 

Former  KMA  President  Named 
As  Blue  Plans  Director 

J.  Duffy  Hancock,  M.D..  has  been  appointed 
medical  director  for  the  Blue  Plans,  according  to 
J.  Ed  McConnell,  president.  Kentucky  Physicians 
Mutual,  Inc.  and  Blue  Cross  Hospital  Plan,  Inc. 


Doctor  Hancock  replaces  Stanley  T.  Simmons, 
M.D.,  who  retired  from  this  position  October  1. 

A former  KMA  president  from  1953  to  1954, 
Doctor  Hancock  is  one  of  the  original  members  of 
the  Board  of  Kentucky  Blue  Shield  and  served  as 
its  president  from  1957  to  1958. 

Blue  Shield  Elects  New  Directors 

Following  the  KMA  Annual  Meeting,  four  new 
physicians  were  elected  to  full  terms  on  the  Kentucky 
Physicians  Mutual,  Inc.  Board  of  Directors.  Elected 
were:  Henry  B.  Asman,  M.D.,  Louisville;  Peter 

Bosomworth,  M.D.,  Lexington:  Hoyt  D.  Gardner, 
M.D.,  Louisville,  and  Richard  Grise,  M.D.,  Bowling 
Green. 

Luncheon  Speaker  Remarks  On 
Current  Political  Thought 

“An  exercise  in  definition  is  what  I’m  giving  you 
today,”  M.  Stanton  Evans  told  more  than  300 
physicians,  their  wives  and  guests  at  the  President's 
Luncheon  September  24  during  the  Annual  Meeting. 

In  doing  so,  Mr.  Evans  explored  the  cliches  and 
catchwords  so  prominent  in  current  political  and 
economic  discussions.  Progress,  for  example,  he  said, 
is  a loaded  term,  its  meaning  having  changed  dras- 
tically since  the  days  of  our  founding  fathers. 

Touching  on  some  of  the  political  and  economic 
issues  which  confront  the  country.  Mr.  Evans  told  the 
audience  what  the  future  holds  "for  those  of  us  who 
cherish  the  institutions  of  a free  society.” 

The  Indianapolis  editor  noted  that  we  are  in  an 
“axial”  period  in  politics — the  principles  of  the 
American  system,  those  of  our  founding  fathers,  the 
constitution,  etc.,  are  now  at  one  with  political 
thought. 


M.  Stanton  Evans,  editor  of  the  Indianapolis  News, 
addresses  physicians  and  their  wives  at  the  President's 
Luncheon.  Mr.  Evans  talk  was  entitled  “The  Future  of 
Freedom.” 
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Annual  Meeting  Highlights 


The  six  reference  committees  who  studied  and  made  recommendations  to  the  House  on  49  reports  and  12  resolutions 
were  led  by  these  chairmen:  (left  to  right)  John  M.  Baird,  M D.,  Danville;  Donn  L.  Smith,  M.D.,  Louisville;  N.  L.  Bosworth, 
M.D.,  Lexington;  James  B.  Cox,  M.D.,  Hopkinsville;  Paul  J.  Parks,  M.D.,  Bowling  Green,  and  Edward  N.  Maxwell,  M.D., 
Louisville. 


Participants  in  the  Crackerbarrel  Session  divided  into  20  informal  groups  to  discuss  timely  medical  topics.  The  Cracker- 
barrel  Session,  held  September  24,  was  well  attended  by  physicians  and  proved  to  be  an  enlightening  part  of  the 
scientific  program. 


The  scientific  exhibit,  honored  as  lst-Place  at  the  Annual  Meeting,  was  the  Lung  Cancer  Screening  Booth  presented  by 
Duane  Tweeddale,  M.D.  (above),  C.T.  Nuzum,  M.D.,  and  M.L.  Holt,  CT  (ASCP).  Sputum  collections  were  taken  and 
scanned  for  the  presence  of  atypical  cells,  with  results  forwarded  to  those  physicians  who  were  tested. 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY  A-H-DDRIN^ 
RICHMOND,  VA.  23220  ' 
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the  skipper 
had  enough 
excitement 
for  one  day? 
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For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  Va  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous“edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 


A.H.  Robins  Company, 
Richmond, Va,  23220 


AH'ROBINS 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  (V4  gr.) , 1 6.2 
mg.  (warning:  may  be  habit  forming);  Aspirin  {2Vz  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194,0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  Vi 
gr.  (No.  2),  Vz  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  of 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 


73  Physicians  Attend  Ninth  KMA  Orientation  Program 


Seventy-three  physicians  attended  the  Ninth  Orientation  Program  for  new  KMA  members  on  September  22, 
according  to  N.  Lewis  Bosworth,  M.D.,  Lexington,  chairman  of  the  Committee  on  Communication  and  Health 
Education. 

The  Orientation  Program,  held  two  times  a year,  during  the  Annual  and  Interim  Meetings,  is  designed  to  bet- 
ter equip  new  KMA  members  in  meeting  present-day  responsibilities  as  a citizen  and  as  a physician. 

Listed  below  are  the  names  of  those  physicians  who  attended  the  September  22  session.  If  you  were  present 
and  your  name  is  not  listed  please  notify  the  KMA  Headquarters  Office. 


Brown  L.  Adkins,  M.D.,  Sandy  Hook 
Leonard  S.  Berman,  M.D.,  Maysville 
J.  Bradford  Block,  M.D.,  Louisville 
Robert  B.  Boettner,  M.D.,  Lexington 
Lloyd  M.  Browning,  M.D.,  Louisa 
Edward  Callahan,  M.D.,  Louisville 
Glenn  Cardenas,  M.D.,  Maysville 
W.  Neville  Caudill,  M.D.,  Louisville 
Alfred  L.  Chatham,  M.D.,  Louisville 
Ronald  G.  Chism,  M.D.,  Louisville 
Robert  C.  C.  Chiu,  M.D.,  Louisville 
Lee  R.  Chutkow,  M.D.,  Louisville 
David  V.  Cole,  M.D.,  Campbellsville 
Chester  L.  Davidson,  M.D.,  Louisville 
Loretta  T.  Davis,  M.D.,  Louisville 
Cyrus  M.  Day,  M.D.,  Louisville 
Mariano  M.  Diaz,  M.D.,  Falmouth 
Charles  E.  Dobbs,  M.D.,  Louisville 
John  A.  Dooling,  M.D.,  Lexington 
Norman  E.  Edwards,  M.D.,  Louisa 
David  E.  Eifrig,  M.D.,  Lexington 
Robert  B.  Elliott,  M.D.,  Millersburg 
O.  Tom  Evans,  M.D.,  Henderson 
George  J.  Gataky,  Jr.,  M.D  , Louisville 
Harold  R.  Gillespie,  M.D  , Whitesburg 


Ronald  D.  Hamilton,  M.D.,  Lexington 
Jack  L.  Hamman,  M.D.,  Madisonville 
James  W.  Harkess,  M.D.,  Louisville 
Arthur  A.  Hellebusch,  M.D.,  Lexington 
Franklin  Hoffman,  M.D. , Louisville 
Frank  M.  Jenkins,  Jr.,  M.D.,  Lexington 
Mark  A.  Judge,  M.D.,  Central  City 
Hebry  B.  Keister,  M.D.,  Mayfield 
Prue  W.  Kelly,  M.D.,  Murray 
Carlos  A.  Leguizamon,  M.D.,  Louisville 
Thomas  P.  Leonard,  Jr.,  M.D.,  Shelbyville 
Rondall  Hall  Leslie,  M.D.,  Salyers ville 
Carolyn  R.  McKelvey,  M.D.,  Louisville 
Jules  J.  McNerney,  M.D.,  Hopkinsville 
Victor  J.  Magary,  M.D.,  Covington 
John  J.  Martin,  Jr.,  M.D.,  Louisville 
Joan  K.  Mattingly,  M.D.,  Lexington 
Fred  T.  Moore,  M.D.,  Louisville 
Phatick  K.  Mukherji,  M.D.,  Louisville 
Robert  L.  Nold,  M.D.,  Louisville 
Earnest  F.  Oblander,  M.D.,  Louisville 
Mary  L.  Osborne,  M.D.,  Louisville 
Dogoberto  Jose  Perez,  M.D.,  Louisville 
R.  Herman  Playforth,  M.D.,  Lexington 
David  F.  Preston,  M.D.,  Lexington 


Larry  A.  Raymond,  M.D.,  Louisville 
Glen  D.  Richards,  M.D  , Lewisport 
A.  Eddie  Romero,  M.D.,  Louisville 
Remigio  T.  Roque,  M D . Lynch 
James  E.  Russell,  M.D  .,  Lexington 
Myron  G.  Sandifer,  Jr.,  M.D  , Lexington 
Theodore  Steffen,  M.D  , Louisville 
David  Steinman,  M.D  , Harlan 
Charles  O.  Stephens,  M.D  , Ft.  Mitchell 
Robert  L.  Strawn,  M.D  , Covington 
Jerry  C.  Sutkamp,  M.D  . Bellevue 
Wilmier  Talbert,  M.D  , Lexington 
Vincent  R.  Taormina,  M.D  . Lexington 
Sam  H.  Traughber,  M.D  , Hopkinsville 
Roy  J.  Vermillion,  M.D.,  Franklin 
Ron  Waldridge,  M.D  . , Shelbyville 
James  D.  Walker,  M D , Louisville 
Wilbur  H.  Wilson,  M.D  , Cynthiana 
Donald  W.  Wright.  M.D.,  Louisville 
Charles  R.  Wolf,  M.D  , Lexington 
John  W.  Yarbro,  M.D.,  Lexington 
Tatsuo  Yoneyama,  M.D.,  Lexington 
Stephen  J.  Zwirek,  M.D  . Lexington 


OPTICAL  ILLUSION? 

All  the  long,  diagonal 
lines  are  parallel,  but  the 
cross  lines  distract  the 
eye  and  make  them  ap- 
pear at  angles.  Don’t  suf- 
fer from  the  illusion  that 
all  glasses  are  properly 
crafted.  Rely  on  SOUTH- 
ERN OPTICAL  accuracy. 


Charge  accounts 
invited 


Opticd 


SOUTHERN  OPTICAL  BLOG  . 640  $ 4th 
(Midway  between  Broadway  t Chestnut) 
MEDICAL  ARTS  BLOG  . Eastern  Parkway 
ST  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLDG  . Floyd  t Gray 
CONTACT  LENSES.  640  S 4th 


Louisville 


Bowling  Green 
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Faculty  Awards  Presented  To 
Drs.  Bosomworth,  Fishel 

The  1969  recipients  of  the  KM  A Faculty  Scientific 
Achievement  Awards  were  Peter  P.  Bosomworth, 
M.D.,  Lexington,  and  Charles  Fishel,  Ph.D.,  Louis- 
ville. The  awards,  presented  at  the  President’s 
Luncheon  September  24,  are  given  each  year  to  a 
faculty  member  of  each  of  the  two  medical  schools 
in  the  state. 

The  KMA  Committee  on  Medical  Education 
established  the  award  in  1962  to  be  presented  an- 
nually to  one  who  has  done  outstanding  research  or 
made  considerable  contribution  to  the  field  of 
medicine. 

Doctor  Bosomworth,  associate  dean  for  clinical 
affairs  of  the  University  of  Kentucky  College  of 
Medicine,  came  to  the  Medical  Center  as  chairman 
of  the  then  new  department  of  anesthesiology  in 
1962.  Under  his  leadership  and  direction,  the  de- 
partment has  come  to  be  known  as  one  of  the  most 
outstanding  departments  of  anesthesiology  in  the 
country.  Doctor  Bosomworth  has  contributed  to  the 
medical  profession  in  research,  his  work  in  clinical 
anesthesiology  and  teaching. 

Doctor  Fishel,  as  chairman  of  the  department  of 
microbiology  at  the  University  of  Louisville  School 
of  Medicine  since  1964.  has  worked  to  reorganize 
this  department  with  a thorough  teaching  and  re- 
search program  now  established.  His  work  in  mi- 
crobiology has  achieved  significant  recognition  under 
a nationally  recognized  research  effort  within  the 
department. 

Two  Physicians,  One  Layman 
Receive  KMA’s  Top  Awards 

Branham  B.  Baughman,  M.D.,  Frankfort;  James 
M.  Stevenson,  M.D.,  Brooksville,  and  Mr.  Charles 
F.  Hancock,  Louisville,  are  recipients  of  the  three 
top  awards  presented  by  the  Kentucky  Medical 
Association.  Award  presentations  were  made  Septem- 
ber 24  at  the  President’s  Luncheon,  by  Richard  F. 
Grise,  M.D.,  Bowling  Green,  Awards  Committee 
chairman. 

The  Distinguished  Service  Award,  presented  an- 
nually to  the  physician  selected  as  the  most  out- 
standing member  of  the  Kentucky  Medical  Associa- 
tion, went  to  Doctor  Baughman. 

Doctor  Stevenson,  who  has  practiced  medicine  50 
years  in  Bracken  County,  received  the  Outstanding 
General  Practitioner  Award  for  the  significant  con- 
tributions he  has  made  to  the  medical  profession 
and  his  community. 

The  R.  Haynes  Barr  Award,  which  is  designed 
to  honor  a lay  person  for  outstanding  accomplish- 
ment in  the  field  of  public  health  and/or  medical 
care,  was  presented  to  Mr.  Hancock  for  his  work 
with  narcotic  addicts. 

A member  of  the  Council  from  1950  to  1958  and 
its  former  chairman  1954-55,  Doctor  Baughman  has 


KMA  Award  winners  are  congratulated  by  Richard  F. 
Grise,  M.D.,  Bowling  Green,  at  the  President’s  Luncheon 
September  24.  Branham  B.  Baughman,  M.D.,  (left) 
Frankfort,  received  the  Distinguished  Service  Award;  Mr. 
Charles  F.  Hancock,  the  R.  Haynes  Barr  Award,  and  James 
M.  Stevenson,  M.D.,  (right)  Brooksville,  the  Outstanding 
General  Practitioner  Award. 


contributed  much  to  organized  medicine.  He  is  past 
president  and  presently  treasurer  of  Blue  Shield  and 
is  also  a former  president  of  the  Franklin  County 
Medical  Society.  Doctor  Baughman  has  done  much 
for  community  health  betterment  as  president  of  the 
Kentucky  Board  of  Health  from  I960  to  1968. 

A 1917  graduate  of  the  University  of  Louisville, 
Doctor  Stevenson  was  a Board  of  Trustees  member 
from  1943  to  1961  and  served  as  its  chairman  from 
1960  to  1961.  A recipient  of  numerous  honors  and 
awards,  including  a Presidential  citation  in  1945  for 
his  work  with  the  USO,  he  was  selected  as  one  of 
the  outstanding  leaders  in  America  in  1967. 

Known  for  his  effective  service  on  the  Narcotics 
Control  Division  of  the  Department  of  Health  during 
the  past  20  years,  Mr.  Hancock  has  long  been  active 
in  medical  affairs,  serving  as  the  first  director  of 
the  Kentucky  Heart  Association  and  working  as  the 
Medical  Practice  Investigator  for  the  State  Health 
Department  in  1949.  Mr.  Hancock’s  policy  in 
dealing  with  narcotic  addicts  is  one  of  treatment 
and  rehabilitation  in  preference  to  punishment  for 
such  offenses. 


Florida  Medical  Deanship  Goes 
To  Ex-U.L.  Dean,  Dr.  Smith 

Donn  L.  Smith,  M.D.,  Louisville,  has  been  named 
dean  of  a new  medical  school  to  be  built  at  the 
University  of  South  Florida  in  Tampa. 

Doctor  Smith,  who  was  dean  of  the  University  of 
Louisville  School  of  Medicine  until  last  July  1,  will 
also  be  director  of  the  Tampa  school’s  medical 
center  which  includes  a community  hospital,  a 725- 
bed  Veterans  Hospital  under  construction  and  a 
state  mental  hospital  that  will  be  started  next  year. 

Active  in  KMA  activities,  Doctor  Smith  served  on 
the  KMA  Medical  Education  Committee,  the  Edu- 
cational Television  Committee,  the  Advisory  Com- 
mittee to  Selective  Service,  and  the  Committee  on 
Plans  and  Development. 
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KMA  Again  Attains  Record  Membership  For  1969 


Membership  figures  are  up  again  for  KMA 
physicians,  according  to  the  records  of  the  member- 
ship department  as  of  October  15.  The  total  number 
of  active  Kentucky  physicians  who  are  members  of 
KMA  is  2375,  which  is  128  more  than  this  time 
last  year. 

One  hundred  per  cent  KMA  and  AMA  member- 
ship has  declined  somewhat  from  last  year.  This  year 


66  counties  have  100%  KMA  membership  and  39 
counties  have  100%  AMA  membership,  as  compared 
to  68  and  45  counties  respectively  for  1968. 

The  chart  below  contains  membership  figures  for 
each  county  as  supplied  by  the  membership  depart- 
ment. Figures  do  not  include  associate  and  emeritus 
members. 


Number  of  Active  Physicians  in  Kentucky  Counties 


Who  Are  Members  of  KMA  and  AMA 


October  15,  1969 


COUNTIES 

Active 

Physi- 

cians 

MEMBERS 
KMA  AMA 

COUNTIES 

Active 

Physi- 

cians 

MEMBERS 
KMA  AMA 

COUNTIES 

Active 

Physi- 

cians 

MEMBERS 
KMA  AMA 

Adair 

7 

6 

6 

Green  ( * ) 

7 

7 

6 

Montgomery 

9 

7 

6 

Allen 

6 

5 

5 

Greenup  ( * ) ( * * ) 

7 

7 

7 

Morgan  ( * ) 

3 

3 

2 

Anderson  ( * ) 

3 

3 

1 

Hancock  ( * ) 

3 

3 

0 

Muhlenberg  ( * ) 

12 

12 

1 1 

Ballard  ( * ) ( * * ) 

3 

3 

3 

Hardin 

27 

26 

19 

Nelson  ( * ) ( ♦ * ) 

8 

8 

8 

Barren 

24 

23 

20 

Harlan 

42 

37 

37 

Nicholas 

3 

2 

2 

Bath 

3 

2 

1 

Harrison  ( * ) 

8 

8 

4 

Ohio 

8 

7 

2 

Bell 

28 

27 

26 

Hart 

6 

4 

4 

Oldham  ( * ) 

8 

8 

7 

Boone  ( * ) ( * * ) 

16 

16 

16 

Henderson 

31 

28 

28 

Owen  ( * ) ( * * ) 

2 

2 

2 

Bourbon 

14 

13 

3 

Henry  ( * ) ( * * ) 

3 

3 

3 

Owsley  ( * ) ( * * ) 

2 

2 

2 

Boyd 

54 

51 

51 

Hickman  ( * ) ( * * ) 

2 

2 

2 

Pendleton  ( * ) 

4 

4 

2 

Boyle 

23 

18 

12 

Hopkins 

49 

45 

43 

Perry  (*) 

18 

18 

15 

Bracken 

3 

2 

1 

Jackson  ( * ) ( * * ) 

1 

1 

1 

Pike 

37 

26 

24 

Breathitt  ( * ) ( * * ) 

3 

3 

3 

Jefferson 

826 

793 

628 

Powell  ( * ) ( * * ) 

1 

1 

1 

Breckinridge  ( * ) ( * 

*)  6 

6 

6 

Jessamine 

7 

6 

3 

Pulaski 

28 

27 

24 

Bullitt  (*)  (**) 

5 

5 

5 

lohnson  ( * ) ( * * ) 

11 

1 1 

11 

Robertson 

1 

0 

0 

Butler  ( * ) ( * * ) 

2 

2 

2 

Kenton — See  Campbell 

Rockcastle  ( * ) 

2 

2 

0 

Caldwell 

6 

5 

5 

Knott  ( * ) ( * * ) 

2 

2 

2 

Rowan 

12 

10 

10 

Calloway 

18 

17 

17 

Knox 

9 

8 

3 

Russell  (*)  (**) 

3 

3 

3 

Campbell-Kenton 

160 

152 

122 

Larue  ( * ) 

3 

3 

1 

Scott  ( * ) 

7 

7 

2 

Carlisle  (*)  ( * ‘ ) 

2 

2 

2 

Laurel  ( * ) 

9 

9 

8 

Shelby  ( * ) 

8 

8 

6 

Carroll  ( * ) 

5 

5 

4 

Lawrence 

10 

9 

9 

Simpson 

6 

5 

4 

Carter  ( * ) 

2 

2 

1 

Lee  (*)  (*•) 

1 

1 

1 

Spencer  ( * ) ( * * ) 

3 

3 

3 

Casey  ( * ) ( * * ) 

5 

5 

5 

Leslie 

2 

0 

0 

Taylor  ( * ) 

7 

7 

6 

Christian 

41 

37 

37 

Letcher 

14 

1 1 

9 

Todd  ( * ) 

4 

4 

3 

Clark 

14 

12 

11 

Lewis 

2 

1 

0 

Trigg  ( * ) ( * • ) 

6 

6 

6 

Clay  ( * ) ( * * ) 

5 

5 

5 

Lincoln  ( * ) ( * * ) 

3 

3 

3 

Trimble  ( * ) ( * * ' 

) 2 

2 

2 

Clinton  ( * ) ( * * ) 

2 

2 

2 

Livingston 

4 

2 

1 

Lin  ion 

4 

3 

3 

Crittenden  ( * ) ( * 

*)  1 

1 

i 

Logan 

11 

9 

8 

Warren 

50 

49 

44 

Cumberland 

2 

1 

i 

Lyon  ( * ) 

3 

3 

2 

Washington  (*)  ( 
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Usual  and  Customary,  Utilization,  By  law  Changes  Are  Considered 
As  KMA  House  Acts  on  49  Reports,  12  Resolutions 


The  members  of  the  Kentucky  Medical  Association 
House  of  Delegates  kept  busy  during  the  KMA 
Annual  Meeting,  September  22-25,  reviewing  and 
taking  action  on  49  reports  and  12  resolutions  sub- 
mitted to  them  for  consideration. 

Much  activity  centered  around  the  “usual  and 
customary”  concept  and  the  House  reaffirmed  that 
"usual  and  customary”  as  adopted  by  the  1968 
session  of  the  House  of  Delegates  constitutes  a paid- 
in-full  program  with  specific  requirements  recognized 
(see  pages  831-832  for  more  details). 

Resolutions  were  approved  calling  for  (1)  limited 
licensing  of  hospital  interns  to  permit  them  to  sign 
death  and  birth  certificates  and  to  order  prescrip- 
tions within  the  hospital,  (2)  state-wide  support  for 
construction  of  a new  Louisville  General  Hospital, 
and.  (3)  urging  the  Food  and  Drug  Administration 
to  refrain  from  actions  to  prohibit  the  manufacture 
and  sale  of  useful  and  reasonably  safe  combination 
products. 

The  establishment  and  funding  of  educational  pro- 
grams to  meet  the  requirements  of  the  new  Board 
of  Family  Practice  was  approved  by  resolution  and 
another  urged  insurers  to  aggressively  extend  the  pro- 
vision of  ambulatory  benefits.  County  societies  were 
encouraged  to  take  an  active  part  in  the  formation 
of  the  Comprehensive  Health  Planning  Councils  in 
their  respective  regions. 

New  committees  were  created  to  assist  in  cor- 


recting air  and  water  pollution,  to  study  occupational 
pulmonary  diseases,  and  to  study  present  and  pro- 
jected KMA  financial  requirements.  The  Association 
reaffirmed  its  concern  in  the  area  of  utilization  and 
voted  to  expand  its  Claims  Review  Committee  to 
include  review  of  utilization. 

In  the  field  of  legislation  and  governmental 
medical  programs,  the  Uniform  and  Anatomical  Gift 
Act  and  minor  consent  to  V-D  therapy  were  ap- 
proved for  introduction  into  the  state  legislature.  The 
Association  went  on  record  again  favoring  legislative 
changes  in  Title  XIX  to  initiate  token  fees  by  patients 
for  physician  and  pharmacy  services  to  help  curb 
patient  over-utilization.  The  House  reiterated  its 
opposition  to  any  form  of  national  health  insurance. 

Some  changes  were  made  in  the  KMA  Bylaws, 
one  of  which  would  redefine  active  membership. 
This  change  eliminates  the  requirement  for  an  active 
member  to  be  a doctor  of  medicine,  and  instead 
states  that  he  must  be  a physician  who  holds  an 
unrestricted  or  limited  license  to  practice  medicine 
and  surgery  in  this  state.  Another  Bylaw  change 
authorizes  the  KMA  vice  president  to  become  a 
member  of  the  Executive  Committee. 

Reports  and  resolutions  submitted  to  and  acted  on 
at  the  1969  meeting  of  the  KMA  House  of 
Delegates  will  appear  in  the  December  issue  of  The 
Journal.  It  is  only  possible  to  touch  on  some  of  the 
highlights  in  this  article. 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1 904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an 
extensive  and  well  organized  activities  program,  including  occupational  therapy,  art  therapy, 
music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  intregated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 
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Bubisol 


SODIUM® 


the  "daytime  sedative”  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (3 4 gr.)  to  30  mg.  (3-2  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (14  gr.), 

30  mg.  (M  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUT1CAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (14  gr.),  30  mg.  (]/2  gr.). 

( McNEII ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 
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jermmycin 

oxytetracycline) 


Fire  victim.  Examination  reveals  second  degree  burn  of  lower 
leg.  To  combat  shock,  restore  circulatory  volume  and  replace 
protein  loss,  plasma  is  administered.  Local  pressure  dressing 
applied.  Limb  elevated  to  limit  the  flow  of  lymph.  About  36 
hours  after  admission  the  patient  develops  an  elevated  tem- 
perature and  complains  of  pain  at  the  site  of  the  lesion. 

■ Dressing  removed.  A suppurating  slough  area  has  developed 
over  part  of  the  burn.  A swab  specimen  is  taken  for  culture 
• and  the  slough  area  is  debrided.  Antibacterial  treatment  is 
begun  with  Terramycin  I.M.  Days  later,  recovery  is  progress- 
ing, and  the  laboratory  report  shows  a mixed  infection  with  a 
predominance  of  susceptible  coliform  bacteria,  confirming  the 
therapeutic  choice.  Terramycin  therapy  is  continued  until  all 
signs  of  infection  disappear. 

Experience  has  shown  that  Terramycin  offers  special 
advantages  in  treating  bacterial  infections  complicating  burns, 
when  strains  of  causative  organisms  are  susceptible.  Broad- 
spectrum  antibacterial  coverage.  Activity  unaffected  by  peni- 
cillinase. Rapidly  achieved  therapeutic  blood  levels.  Proven 
tissue  toleration. 

Terramycin  I.M.  is  the  only  preconstituted  broad- 
spectrum  antibiotic  designed  specifically  for  intramuscular 
use.  Requires  no  refrigeration.  Remains  stable  for  at  least  two 
years.  Available  for  immediate  use  in  Isoject,®  a disposable 
injection  unit.  In  difficult  as  well  as  routine  cases,  when  tests 
reveal  susceptible  organisms,  consider  Terramycin.  One  of 
the  world’s  most  widely  used  broad-spectrums. 


LABORATORIES  DIVISION 

New  York.  N.  Y.  10017 


Contraindicated:  In  individuals  hypersensitive  to  any 
of  the  components  of  this  drug. 

Warnings:  If  renal  impairment  exists,  even  usual 
doses  may  lead  to  excessive  systemic  accumulation  and 
possible  liver  toxicity.  In  such  patients,  lower  than 
usual  doses  are  indicated  and  for  prolonged  therapy 
oxytetracycline  serum  level  determinations  may  be 
advisable. 

Terramycin  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  re- 
ported thus  far  in  humans. 

Use  of  oxytetracycline  during  the  last  trimester  of 
pregnancy,  neonatal  period  and  early  childhood  may 
cause  discoloration  of  teeth.  This  effect  occurs  mostly 
during  long-term  use  of  the  drug,  but  it  has  also  been 
observed  in  usual  short-treatment  courses. 

During  treatment  with  tetracyclines,  individuals  sus- 
ceptible to  photodynamic  reactions  should  avoid  direct 
sunlight.  Discontinue  therapy  at  first  evidence  of  skin 
discomfort. 

Note:  With  oxytetracycline,  phototoxicity  is  not  be- 
lieved to  occur  and  photoallergy  is  very  rare. 
Precautions:  Use  of  broad-spectrum  antibiotics  occa- 
sionally may  result  in  overgrowth  of  nonsusceptible 
organisms.  Where  such  infections  occur,  discontinue 
oxytetracycline  and  institute  specific  therapy. 

As  with  all  intramuscular  preparations,  Terramycin 
Intramuscular  Solution  should  be  injected  well  within 
the  body  of  a relatively  large  muscle.  Adults:  The 
preferred  sites  are  the  upper  outer  quadrant  of  the  but- 
tock (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
Children:  It  is  recommended  that  intramuscular  in- 
jections be  given  preferably  in  the  mid-lateral  muscles 
of  the  thigh.  In  infants  and  small  children  the  periphery 
of  the  upper  outer  quadrant  of  the  gluteal  region 
should  be  used  only  when  necessary,  such  as  in  burn 
patients,  in  order  to  minimize  the  possibility  of  dam- 
age to  the  sciatic  nerve. 

The  deltoid  area  should  be  used  only  if  well  developed 
such  as  in  certain  adults  and  older  children,  and  then 
only  with  caution  to  avoid  radial  nerve  injury.  Intra- 
muscular injections  should  not  be  made  into  the  lower 
and  mid-thirds  of  the  upper  arm.  As  with  all  intra- 
muscular injections,  aspiration  is  necessary  to  help 
avoid  inadvertent  injection  into  a blood  vessel. 
Increased  intracranial  pressure  with  bulging  fontanelles 
has  been  observed  occasionally  in  infants  receiving 
therapeutic  doses  of  the  drug,  but  such  signs  and 
symptoms  have  disappeared  rapidly  on  cessation  of 
treatment  with  no  sequelae. 

Adverse  Reactions:  Subcutaneous  and  fat-layer  in- 
jection may  produce  mild  pain  and  induration  which 
may  be  relieved  by  an  ice  pack.  Very  mild  gastro- 
intestinal disturbances,  not  requiring  discontinuance 
of  the  drug,  may  occur  occasionally.  Allergic  reactions, 
including  anaphylaxis,  rarely  have  been  observed. 
Dosage:  Adult:  The  optimal  dosage  varies,  depending 
on  the  type  and  severity  of  infection.  Unless  otherwise 
specified,  a dose  of  100  mg.  every  8 to  12  hours,  or  a 
single  daily  dose  of  250  mg.  should  be  adequate  for  the 
treatment  of  most  mild  or  moderately  severe  infections. 
In  severe  infections,  100  mg.  every  6 to  8 hours,  or  250 
mg.  every  12  hours  may  be  necessary. 

Serum  levels  obtained  by  the  recommended  dosages 
are  comparable  to  those  provided  by  the  oral  dosage 
of  1 to  2 Gm.  daily  in  adults.  Antibiotic  therapy 
should  be  continued  for  at  least  24  to  48  hours  after 
all  symptoms  and  fever  have  subsided. 

In  certain  diseases  specific  courses  of  therapy  may  be 
recommended  as  a general  guide.  In  primary  and  sec- 
ondary syphilis  for  example,  the  daily  administration 
of  2 Gm.  oxytetracycline,  orally,  in  divided  doses  for 
two  weeks  has  given  good  results.  In  cases  of  gonococ- 
cal infection  two  intramuscular  injections  of  250  mg. 
each,  or  one  intramuscular  injection  of  250  mg.  com- 
bined with  one  gram  given  orally  as  a single  dose,  will 
usually  suffice,  but  repetition  of  this  therapy  will  be 
required  in  an  occasional  case. 

In  the  treatment  of  hemolytic  streptococcal  infections, 
therapy  should  continue  for  at  least  10  days  to  prevent 
development  of  rheumatic  fever  or  glomerulonephritis. 
In  the  treatment  of  staphylococcal  infections  indicated 
surgical  procedures  should  be  carried  out  in  all  cases. 
Pediatric:  A dosage  of  3 mg./ lb./ day  in  two  doses  has 
been  found  satisfactory  in  the  treatment  of  most  mild 
to  moderately  severe  infections.  For  more  severe  infec- 
tions, higher  dosages  may  be  indicated  and  should  be 
adjusted  accordingly. 

Terramycin  Intramuscular  Solution  provides  maximum 
absorption  and  patient  toleration  with  minimal  local 
irritation. 

Supply:  Terramycin  (oxytetracycline)  Intramuscular 
Solution:  available  in  single  dose,  prescored  glass  am- 
pules containing  100  or  250  mg.  oxytetracycline/2  cc., 
Isoject®  syringes  containing  100  or  250  mg.  oxytetra- 
cycline/2 cc.  and  10  cc.  multiple  dose  vials  containing 
50  mg.  oxytetracycline/cc. 

More  detailed  professional  information  available  on  request. 


this  ulcer  did  not  heal  ...until  its  surface  was  cleared  of  dead  tissue  and  debris 


FIRST  APPLICATION 

ELASE  Ointment  is  applied  to  a deep  ulceration  of  a finger. 


EIGHTEEN  DAYS  LATER 

Healing  has  progressed  rapidly  without  interruption  or 
interference  from  any  accumulated  purulence  or 
necrotic  tissue.  Greatly  reduced  size  of  lesion  and 
minimal  scar  tissue  indicate  quality  and  vigor  of 
healing  which  is  almost  complete. 


to  aid  in  debridement 
to  facilitate  dealing 
in  chronic  cutaneous  ulcers... 

Elase  Ointment 

(fibrinolysin  and  desoxyribonuclease, 
combined,  [ bovine  | ointment) 

PARKE-DAVIS 

By  helping  to  remove  dead  tissue  and  debris  from  the  ulcer’s 
surface,  ELASE  Ointment  creates  a better  environment  for  the 
elimination  of  infection,  for  healthy  granulation  ...for  healing. 

Its  lytic  enzymes  effectively  break  down  DNA  in  dead  leuko- 
cytes and  other  debris . . . the  fibrin  in  blood  clots,  serum,  and 
purulent  exudates . . . and  the  denatured  proteins  in  necrotic 
tissue.  Protein  elements  of  living  tissue  are  relatively  un- 
affected. ELASE  Ointment  is  indicated  in  stasis  ulcers  and  in 
other  infected  or  inflamed  ulcers  caused  by  circulatory  distur- 
bances. In  cases  requiring  skin  grafting,  it  is  used  preoperatively 
for  debridement.  For  ambulatory  patients  debridement  with 
ELASE  Ointment  is  a convenient  therapy  and  a regimen  likely 
to  be  followed.  Precautions:  Observe  usual  precautions  against 
allergic  reactions,  particularly  in  persons  with  a history  of 
sensitivity  to  materials  of  bovine  origin  or  to  mercury  com- 
pounds. Adverse  Reactions:  Side  effects  attributable  to  the 
enzymes  have  not  been  a problem  at  the  dose  and  for  the 
indications  recommended.  Discussion:  Successful  use  of 
enzymatic  debridement  depends  on  several  factors:  (1)  dense, 
dry  eschar,  if  present,  should  be  removed  surgically  before 
enzymatic  debridement  is  attempted;  (2)  the  enzyme  must  be  in 
constant  contact  with  the  substrate;  (3)  accumulated  necrotic 
debris  must  be  periodically  removed;  (4)  the  enzyme  must  be 
replenished  at  least  once  daily;  and  (5)  secondary  closure  or 
skin  grafting  must  be  employed  as  soon  as  possible  after 
optimal  debridement  has  been  attained.  It  is  further  essential 
that  wound-dressing  techniques  be  performed  carefully  under 
aseptic  conditions  and  that  appropriate  systemically  acting 
antibiotics  be  administered  concomitantly  if,  in  the  opinion  of 
the  physician,  they  are  indicated.  Available:  ELASE  Ointment  is 
supplied  in  30-Gm.  tubes  containing  30  units  (Loomis)  of 
fibrinolysin  and  20,000  units  of  desoxyribonuclease  with 
0.12  mg.  thimerosal  (mercury  derivative);  and  in  10-Gm.  tubes 
containing  10  units  of  fibrinolysin  and  6,666  units  of  desoxy- 
ribonuclease with  0.04  mg.  thimerosal.  ELASE  Ointment  has  a 
special  base  of  liquid  petrolatum  and  polyethylene;  contains 
sodium  chloride  and  sucrose  used  during  manufacture;  is 
stable  at  room  temperature  through  the  expiration  date  stated 
on  the  package. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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First  District 

First 

Second 

Session 

Session 

County 

BALLARD 

Glenn  D Baird 

CALLOWAY 

Hugh  Houston 

Conrad  Jones  (Alt.) 

Present 

CARLISLE 

J T O'Neill 

FULTON 

Glynn  F.  Bushart 

GRAVES 

Henry  B.  Keister 

Present 

Present 

HICKMAN 

C.  J.  Mills 

LIVINGSTON 

McCRACKEN 

W Burton  Haley 

Present 

Present 

Walter  Johnson 

Present 

Present 

W Eueene  Sloan 

C.  M Blanton  (Alt.) 

Present 

Present 

MARSHALL 

Keith  Ellis 

Present 

Present 

Second  District 

DAVIESS 

Coy  Ball 

Present 

Present 

J S.  Oldham 

Present 

Present 

Joseph  C.  Stiles 

Present 

Present 

HANCOCK 

Glen  D Richards 

Present 

Present 

HENDERSON 

Kenneth  Eblen 

Present 

Present 

Charles  Kissinger 

Presen  t 

The  information  in  the  Roll  Call  was  taken  from  the 
attendance  record  cards  signed  by  the  delegates  prior 
to  the  meetings  of  the  House,  September  22  and  24. 


McLEAN 

OHIO 

Everett  S.  Coleman 

Present 

Present 

UNION 

WEBSTER 

Wallas  Bell 

Third  District 

Present 

Present 

CALDWELL 

CHRISTIAN 

W.  Faxon  Payne 
James  B.  Cox 

Present 

Present 

Present 

CRITTENDEN 

R M.  Brandon 

HOPKINS 

Faull  Trover 
Loman  C.  Trover 
Charles  R.  Fisher  (Alt  ) 

Present 

Present 

Present 

Present 

LYON 

Robert  H Hyde 

MUHLENBERG 

Mark  A.  Judge 

Present 

Present 

TODD 

Ralph  D Lynn 

Present 

Present 

TRIGG 

Thornton  E.  Bryan,  Jr. 

Present 

Present 

Fourth  District 


BRECKINRIDGE 

James  G.  Sills 

Present 

BULLITT 

Patrick  Murphy 

Present 

Present 

GRAYSON 

P.  A.  O'Neill 

Ray  A.  Cave  (Alt.) 

Present 

Ralph  A.  Thomas 

Present 

GREEN 

Robert  Simmons 

Present 

Present 

HARDIN 

Clyde  Brassfield 

Present 

Present 

Fred  Rainey 

Present 

Present 

HART 

Keene  M.  Hill,  Jr. 

Present 

Present 

LARUE 

Marion  A.  Douglass,  Ir. 

Present 

Present 

MARION 

MEADE 

NELSON 

Kenneth  L.  Stinnette 

Present 

Present 

TAYLOR 

H F.  Chambers 

Present 

Present 

WASHINGTON 

Richard  A.  Hamilton 

Present 

Present 

JEFFERSON 

Fifth  District 

John  D Allen,  Jr. 

Present 

Present 

James  G.  Baker 

Present 

Present 

William  H Bizot 

Present 

Present 

Thomas  E.  Booth 

Present 

Present 

Glenn  W.  Bryant 

Present 

Present 

Peter  C.  Campbell,  Jr. 

Present 

Eibert  G Christian 

Present 

Fred  E.  Coy.  Ir, 

Present 

Present 

Morgan  R Colbert 

Present 

lohn  H.  Doyle 

Present 

Harold  G.  Eskind 

Present 

Frank  M.  Gaines,  Jr. 

Present 

Present 

R F.  Greathouse 

Present 

Present 

Cecil  Grumb'es 

Present 

Harold  W.  Haller,  Sr. 

Present 

Present 

N.  I Handelman 

Present 

Present 

Walter  I Hume,  Jr. 
(Alt.) 

Present 

Stuart  M.  Hunter 

Present 

John  S.  Llewellyn  (Alt.) 

Present 

Roy  A.  Martin 

Present 

Present 

Edward  Maxwell 

Present 

Present 

Robert  L.  McClendon 

Present 

Present 

Clyde  T.  Moore 

Present 

Present 

Herman  R,  Moore,  Jr. 

Present 

Present 

Charles  R Oberst 

Present 

Present 

F Albert  Olash 

Present 

Pernard  I Popham 

Present 

Present 

Carroll  H Robie 

Present 

Present 

W,  Fielding  Rubel 

Present 

Present 

E B Schoenbachler 

Present 

Present 

Charles  C.  Smith,  Jr. 

Present 

Donn  L.  Smith 

Present 

Present 

Robert  C.  Tate 

Present 

Present 

Robert  S.  Tillett 

Present 

ADAIR 

Sixth  District 

Oris  Aaron 

ALLEN 

Earl  P Oliver 

Present 

Present 

BARREN 

William  H Bryant 

Present 

F L Marion  (Alt.) 

Present 

Bl'TLER 

D G.  Miller,  Jr. 

CUMBERLAND 

loseph  Schickel 

Present 

EDMONSON 

S.  E.  Farmer 

LOGAN 

C.  V Dodson 

Present 

METCALFE 

L.  P Emberton 

MONROE 

I.  Jack  Martin 

Present 

SIMPSON 

Douglas  R Alvey 

WARREN 

Paul  I Parks 

Present 

Present 

J.  O.  Willoughby 

Present 

Present 

Seventh  District 


ANDERSON 

Boyd  Caudill 
Edgar  S.  Weaver 
B B.  Bauehman 

CARROLL 

FRANKLIN 

Present 

Present 

GALLATIN 

GRANT 

Harold  Johnson  (Alt.) 
Tohn  D.  Fielding,  Jr. 
Dari  B.  Shipp 
Robert  Houston 

Present 

Present 

Present 

HENRY 

Present 

Present 
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Of  the  more  than  100  different  types  of  cancer,  colon 
and  rectal  cancers  are  unique  for  two  compelling 
reasons: 


How  to  close  the  critical  gap  between  possible  and 
actual  survivals? 

The  “procto”  can  today  help  save  more  lives  from 
cancer  than  any  other  step  in  the  checkup.  Which  is 
why,  in  our  constant  emphasis  on  the  importance  of 
annual  checkups,  we  urge  the  inclusion  of  a “procto’' 
...and  make  available  films  and  other  pertinent 
materials  for  the  layman  and  the  physician.  We  are 
closing  the  “communications”  gap. 

Joint  action  by  people  and  their  doctors  can  help 
close  the  “action"  gap  to  reach  a cure  rate  of  almost 
75%  for  colon  and  rectal  cancer. 

American  Cancer  Society 


lift  - V 


Hate 

V 


>0 


■V  -■  •: 


High 

incidence: 

Annual  new  cases  number  about 
73,000.  Deaths  now  total  46,000 
a year. 

High 

curability 

potential: 

Early  diagnosis  and  prompt 
treatment  could  save  almost  75%  . 
Survival  rate  is  now  only  44%. 

Fourteenth  District 


OLDHAM 

Burl  Mack 

Present 

OWEN 

Oscar  A.  Cull 

SHELBY 

M D Klein 

T P Leonard,  Jr.  (Alt.) 

Present 

SPENCER 

M H Skaggs 

TRIMBLE 

Carl  Cooper,  Jr. 

Present 

Eighth  District 

BOONE 

Glenn  F.  Baird 

Present 

Present 

CAMPBELL- 

lohn  C.  Gunn 

Present 

KENTON 

Thomas  L.  Heavern,  Jr. 

Present 

Present 

Donald  Janney 

Present 

Present 

Paul  Klingenberg 

Present 

Richard  Menke 

Present 

Louis  J.  Nutini 

Present 

W.  Vinson  Pierce 

Present 

Present 

Ninth  District 


BATH 

BOURBON 

Richard  Wever 

Present 

Present 

BRACKEN 

J.  M.  Stevenson 

Present 

Present 

FLEMING 

Samuel  W.  Gehring 

HARRISON 

Robert  W.  Fidler  (Alt.) 
Wilbur  H.  Wilson 

Present 

MASON 

Henry  Moody  ( Alt. ) 
W'illiam  Savage 

Present 

Present 

NICHOLAS 

Mitchel  Denham  (Alt.) 
W'.  R Kingsolver 

Present 

PENDLETON 

W'illiam  M Townsend 

SCOTT 

R Kendall  Brown 

Present 

Present 

ROBERTSON 

FAYETTE 

Tenth  District 

John  F.  Berry,  Jr. 

Present 

Present 

Leslie  W Blakey 

Present 

Present 

M Cary  Blaydes 

Present 

Present 

Peter  P Bosomworth 

Present 

N L.  Bosworth 

Present 

Present 

Thomson  R Bryant,  Ir. 

Present 

Present 

Winston  L.  Burke 

Present 

Present 

Donald  E Edger  (Alt.) 

Present 

Richard  D Floyd 

Present 

Present 

Richard  F Hench 

Present 

Present 

David  A Hull 

Present 

Present 

Bush  A.  Hunter 

Present 

Present 

Richard  B McElvein 

Present 

Present 

Carl  H Scott 

Present 

Present 

Ben  C.  Stigall 

Present 

Present 

JESSAMINE 

1 Sankey  Williams 

Present 

Present 

WOODFORD 

Francis  D.  Willey 

Present 

Eleventh  District 

CLARK 

ESTILL 

Charles  E Terry 

JACKSON 

D L.  Peterson 

LEE 

MADISON 

Tom  Epling 

Present 

Present 

MENIFEE 

Hugh  Mahaffey 
Maxwell  C.  Kimball 
( Alt. ) 

Donald  L.  Graves 

Present 

Present 

MONTGOMERY 

R J Salisbury 

Present 

Present 

OWSLEY 

M.  B.  Gabbard 

Present 

POWELL 

WOLFE 


Twelfth  District 


BOYLE 

John  M.  Baird 

Present 

Present 

CASEY 

Lewis  E Wesley 

G W.  Sweeney  (Air.) 

Present 

CLINTON 

Earnest  A Barnes 

GARRARD 

O S.  Playforth 

Present 

Present 

LINCOLN 

Giles  L Stephens 

McCreary 

H A Perry 

MERC  ER 

Frank  Whalen 

PULASKI 

John  P Hill 

Present 

ROCKCASTLE 

Stephen  B.  Kelley 

Present 

Present 

RUSSELL 

James  E.  Monin 

WAYNE 

John  W.  Simmons 

Thirteenth  District 

Present 

BOYD 

John  Harrison 

Present 

Clyde  C.  Sparks 

Present 

Present 

Max  W heeler 

Present 

CARTER 

Guy  Cunningham  (Alt.) 

Present 

ELLIOTT 

GREENUP 

Brown  L.  Adkins 

LAWRENCE 

William  J,  McNabb 

Present 

LEWIS 

Elwood  Esham 

MORGAN 

ROWAN 

Alec  Spencer 

BREATHITT 

F.  C.  Lewis 

FLOYD 

Lowell  Martin 

Present 

Present 

JOHNSON 

Glenn  R Powell 

KNOTT 

Gene  T.  Watts 

Present 

LETCHER 

MAGOFFIN 

Jim  B Tolliver 

Present 

Present 

MARTIN 

Raymond  D.  Wells 

Present 

Present 

PERRY 

Keith  Cameron 

Present 

PIKE 

Max  P Jones 
Harvey  A.  Page 

Fifteenth  District 

Present 

Present 

BELL 

Charles  B Stacy 
Kenneth  W Smith 

Present 

Present 

Present 

CLAY 

W,  L Becknell 
J.  L,  Becknell  (Alt.) 

Present 

HARLAN 

Henry  C.  Evans 
R Smith  Howard 

Present 

Present 

Present 

KNOX 

Harold  L.  Bushey 

Present 

Present 

LAUREL 

John  B Rypstra 

Present 

Present 

LESLIE 

Mary  Pauline  Fox 

WHITLEY 

Roemer  D Pitman 

Present 

4th  Cancer  Symposium  Is  Nov.  28 

The  fourth  Cancer  Symposium,  sponsored  by  the 
department  of  surgery,  postgraduate  medical  educa- 
tion of  St.  Joseph  Infirmary  and  the  Kentucky  Di- 
vision, American  Cancer  Society,  will  be  held  No- 
vember 28  in  Lourdes  Hall,  St.  Joseph  Infirmary  at 
8 a.m. 

Alex  Haller,  M.D.,  professor  of  pediatric  surgery, 
Johns  Hopkins  University  School  of  Medicine,  will 
be  the  guest  lecturer  for  the  symposium. 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE,M  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Canadian  Surgeon  Will  Deliver  Annual  Meeting  Receives  Praises 

17th  Yandell  Lecture  Nov.  24  From  Guests  and  Speakers 


Angus  Duncan  McLachlin,  M.D.,  professor  and 
chairman  of  the  department  of  surgery  at  the  Uni- 
versity of  Western  Ontario,  will  deliver  the  17th  an- 
nual David  W.  Yandell  Lecture  Monday,  November 
24. 

The  lecture,  which  is  being  held  at  1 1 a.m.  in  the 
Rankin  Amphitheater  of  Louisville  General  Hospital, 
is  sponsored  by  the  Louisville  Surgical  Society  and 
the  University  of  Louisville  School  of  Medicine. 

Doctor  McLachlin  is  a Fellow  of  the  Royal  College 
of  Surgeons,  both  Canadian  and  English,  and  a Fel- 
low of  the  American  College  of  Surgeons.  His  topic 
for  the  lecture  is  “Venous  Thrombosis  and  its  Se- 
quelae.” Doctor  McLachlin,  who  has  published  ex- 
tensively in  the  field  of  physiological  research  and 
in  clinical  surgery,  will  take  part  in  the  annual  Louis- 
ville Surgical  Society  dinner  and  participate  in  con- 
ferences and  seminars  at  the  School  of  Medicine. 

The  Yandell  Lectureship  is  held  each  year  in  hon- 
or of  the  late  David  W.  Yandell,  M.D..  the  founder 
of  the  Louisville  Surgical  Society  and  past-president 
of  the  American  Medical  Association. 

Conference  Name  Changes 

The  Chicago  Medical  Society  has  changed  the 
name  of  its  clinical  conference  to  the  Midwest 
Clinical  Conference  of  the  Chicago  Medical  Society. 
The  next  meeting  of  the  conference  will  be  at  The 
Sherman  House,  Chicago,  March  1-4,  1970. 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis.  Missouri  63102 


“I  was  certainly  impressed  with  the  fashion  in 
which  the  meetings  were  organized  and  conducted. 
I hope  I contributed  in  some  measure  to  their  suc- 
cess.” 

M.  E.  Lahey,  M.D. 
Department  of  OB-GYN 
University  of  Utah 
Salt  Lake  City,  Utah 

“Please  express  my  thanks  to  the  officers  of  the 
Association  for  inviting  me  to  the  meeting  which  I 
found  to  be  a valuable  experience.” 

Jack  C.  Geer,  M.D. 
Department  of  Pathology 
Ohio  State  University 
Columbus,  Ohio 

“Let  me  express  my  appreciation  for  all  the 
courtesies  extended  to  me  at  the  meeting  of  the 
Association.  It  was  a pleasure  to  meet  with  your 
group,  and  the  program  was  certainly  diversified  and 
well  planned.  I enjoyed  the  opportunity  of  visiting 
with  many  old  friends  in  Kentucky.” 

Warren  H.  Pearse,  M.D. 
Department  of  OB-GYN 
University  of  Nebraska 
Omaha,  Nebraska 

“It  was  indeed  a pleasure  to  attend  your  interesting 
meetings  and  I want  to  thank  you  for  your  kind 
hospitality  extended  to  me  during  my  stay.  It  is 
always  a pleasure  to  meet  other  individuals  involved 
in  the  medico-political  arena  and  to  observe  the 
operation  of  events  in  sister  states.” 

Lowell  H.  S'een,  M.D. 
President-Elect 

Indiana  State  Medical  Association 
Indianapolis,  Indiana 

“I  want  to  express  my  appreciation  to  you  and 
your  staff  for  your  courtesies  and  hospitality  extended 
to  me  during  the  recent  meeting  of  the  Kentucky 
Medical  Association.” 

John  C.  Duffy,  M.D. 

Medical  Director 

International  Business  Machines  Corp. 

New  York,  New  York 

“I  greatly  enjoyed  taking  part  in  the  panel  and 
Crackerbarrel  discussion  of  the  KMA,  and  I would 
like  also  to  thank  you  personally  for  the  very 
effective  arrangements  which  were  made  throughout 
the  meeting.” 

Marvin  D.  Siperstein,  M.D.,  Ph.D. 
Professor  of  Internal  Medicine 
University  of  Texas 
Dallas,  Texas 

“I  wish  to  thank  you  for  the  great  Kentucky 
hospitality  you  shared  with  me  at  your  convention. 
Going  to  Kentucky  could  easily  become  a habit.” 
Carl  E.  Clark,  M.D. 

First  Vice  President 
Illinois  State  Medical  Society 
Chicago,  Illinois 
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WAS  A MILITARY  OFFENSE! 

OVERWEIGHT  ROMAN  HORSEMEN  WERE  MADE  TO 
FORFEIT  THEIR  MOUNTS  AND  BECOME  FOOT  SOLDIERS! 


IS  APPROXI MATELY  ONE 
HALF  THAT  OF  OTHER  LEAD- 
ING APPETITE  SUPPRESSANTS 

AN  IMPORTANT  FACTOR 
IN  LONG  TERM  THERAPY 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AM  BAR  "2 


One  Ambar  Extentab  before  breakfast  can  7~~%  ITI  I W/~~\  1%  ^ BRIEF  SUMMARY/Indications:  Ambar 

help  control  most  patients’  appetite  for  up  I I'  I 'A  T)  O”  suppresses  appetite  and  helps  offset  emo- 

to  12  hours.  Methamphetamine,  the  appe-  J_//Y1  JL-/JLN  tional  reactions  to  dieting.  Contraindica* 

tite  suppressant,  gently  elevates  mood  and  phenobarbTtarM^1^1  o gr8)’  tions:  Hypersensitivity  to  barbiturates  or 

helps  overcome  dieting  frustrations.  Pheno-  (Warning:  may  be  habit  forming).  sympathomimetics;  patients  with  advanced 


barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company.  HROBINS 


A.  H.  ROBINS  COMPANY. 
RICHMOND.  VA.  23220 


heavenly  relief 
for  unearthly  cough 


Benyliri 

EXPECTORANT 


l 


ASTRO 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYL1N 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 
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STATEMENT  OF  OWNERSHIP,  MANAGEMENT 
AND  CIRCULATION 


(Act  of  October  23,  1962;  Section  4369, 
Title  39,  United  States  Code) 


1.  Date  of  Filing:  September  30,  1969 

2.  Title  of  Publication:  THE  JOURNAL  OF  THE  KENTUCKY 


MEDICAL  ASSOCIATION. 

3.  Frequency  of  issue:  Monthly 

4.  Location  of  known  office  of  publication:  3532  Janet  Avenue. 
Louisville,  Jefferson  County,  Kentucky  40205. 

5.  Location  of  the  headquarters  or  general  business  offices  of 
the  publishers:  Same  as  above. 

6.  Names  and  address  of  Publishers,  Editor,  and  Managing 

Editor:  Publisher — Kentucky  Medical  Association,  3532  Janet 

Avenue,  Louisville,  Ky.  40205.  Editor — Walter  S.  Coe,  M.D., 
568  Medical  Towers  South,  Louisville,  Ky.  40202..  Managing 
Editor — Robert  G.  Cox,  3532  Janet  Avenue,  Louisville,  Ky. 
40205. 

7.  Owner:  Kentucky  Medical  Association. 

8.  Known  bondholders,  mortgagees,  and  other  security  holders 
owning  or  holding  1 per  cent  or  more  of  total  amount  of 
bonds,  mortgages  or  other  securities:  None. 

9.  Nonprofit  organizations  authorized  to  mail  at  special  rates 

(■Section  132.122.  Postal  Manual):  The  purpose,  function, 

and  nonprofit  status  of  this  organization  and  the  exempt  status 
for  Federal  income  tax  purposes  have  not  changed  during 
preceding  12  months. 


Average 
No.  Copies 

Single 

each  issue 

issue 

during 

nearest 

preceding 

filine 

1 2 months 

date 

A.  Total  No.  Copies  printed: 

3117 

3100 

B.  Paid  Circulation 

1 . Sales  through  dealers  and 
carriers,  street  vendors  and 

counter  sales: 

107 

129 

2.  Mail  Subscriptions: 

2629 

2670 

C.  Total  paid  circulation: 

2736 

2799 

D.  Free  distribution  including 
samples  by  mail,  carrier,  or 

other  means: 

317 

272 

E.  Total  distribution: 

3053 

3071 

F.  Office  use,  left-over,  unaccounted. 

spoiled  after  printing: 

64 

29 

G.  Total: 

3117 

3100 

I certify  that  the  statements  made  by  me  above  are  correct  and 
complete. 

Robert  G.  Cox.  Managing  Editor 


LEASING 

TAILORED  FOR 

Doctors! 

The  quickest,  easiest, 
most  economical  way  to 
acquire  a car. 

Conserve  your  precious  time 
and  keep  your  cash! 

Let  us  do  your 
Car  shopping  for  you! 

(Any  make  or  model) 


F.A.C.S.  Degree  Awarded  To 
12  Kentucky  Surgeons 

Twelve  Kentucky  physicians  were  recently  in- 
ducted as  Fellows  of  the  American  College  of  Sur- 
geons at  the  organization’s  55th  Annual  Clinical 
Congress  in  San  Francisco,  October  6-10. 

The  degree  is  awarded  to  those  physicians  who 
fulfill  comprehensive  requirements  of  acceptable 
medical  education  and  advanced  training  as  specialists 
in  one  or  another  of  the  branches  of  surgery. 

Those  receiving  this  distinction  from  Kentucky 
are  Robert  E.  Arnold,  M.D.,  Louisville;  Andrievs  J. 
Dzenitis,  M.D.,  Louisville;  Stuart  E.  Harlowe.  M.D., 
Louisville;  J.  Wesley  Johnson,  M.D.,  Ashland; 
Donal  J.  Kaderabek,  M.D.,  Elizabethtown;  Wayne 
C.  Liles,  M.D.,  Henderson;  Henry  N.  Meiers,  Jr., 
M.D.,  Bowling  Green. 

Others  receiving  the  F.A.C.S.  degree  were  Olney 
M.  Patrick,  M.D.,  Frankfort;  Edward  H.  Ray,  Jr., 
M.D.,  Lexington;  Nelson  B.  Rue,  Jr.,  M.D..  Bowling 
Green;  John  J.  Ryan,  Jr.,  M.D..  Louisville;  and  R. 
John  Sanders,  M.D..  Owensboro. 


WE  ALSO  LEASE 
Medical  & Surgical  Equipment 
and  Office  Furnishings 


Why  Make  a Capital  Investment? 

General 

LEASING 

CORPORATION 

A DIVISION  OF  KOSTER-SWOPE.  INC 

3712  FRANKFORT  AVENUE 
Louisville — St.  Matthews 

897-1641  895-2451 
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April  8-9  Are  New  Dates  For 
1970  KMA  Interim  Meeting 

The  1970  KMA  Interim  Meeting  will  be  held 
April  8-9  at  Kentucky  Dam  Village  State  Park, 
Gilbertsville,  rather  than  on  April  15-16  at  Lake 
Barkley  Lodge  as  previously  announced.  KMA  mem- 
bers are  urged  to  change  these  dates  on  their 
calendars. 

A delay  in  construction  on  Lake  Barkley  Lodge 
was  the  reason  for  the  change  in  location  and  dates 
of  the  session.  The  KMA  Interim  Meeting  Program 
Committee  is  meeting  at  Kentucky  Dam  Village  this 
month  to  finalize  plans  for  the  April  8-9  session. 

As  is  customary,  an  Orientation  Program  for  new 
members  and  a meeting  of  the  Woman's  Auxiliary 
to  KMA  will  be  held  during  the  Interim  Meeting. 


Cardiac  Pacemakers 

< Continued  from  Page  824 ) 

the  temporary  circuit  and  from  the  failing  unit 
arises  if  interruption  of  pacing  by  the  latter  is 
not  accomplished.  In  order  to  avoid  such  com- 
plications, it  is  suggested  that  the  surest  means 
of  stopping  myocardial  stimulation  by  the  fail- 
ing pacemaker  is  by  its  immediate  removal 
following  insertion  of  a temporary  pacing  elec- 
trode pervcnously. 


References 

1.  ZoII,  Paul  M. : Resuscitation  of  the  heart  in  ventricular 
standstill  by  external  electrical  stimulation.  New  England  J. 

Med.  247:  768.  1952. 

2.  Furman,  Seymour:  Cardiac  pacing.  American  Heart  J. 

70:  830-33,  1965. 

3 Humphries,  J.  O'Neal  Treatment  of  heart  block  with 
artificial  pacemakers.  Modern  Concept  of  Cardiovascular  Disease, 
Vol.  XXXIII,  No.  6.  June,  1964. 

4.  Tavel,  Morton  E.,  Fisch,  Charles:  Repetitive  ventricular 
arrhythmia  resulting  from  artificial  internal  pacemaker.  Circu- 
lation Vol.  30:  493-500.  October,  1964. 

5 Ottinger  et  al:  Ventricular  fibrillation  induced  by  an 

implanted  cardiac  pacemaker.  New  England  J.  Med.,  Vol.  273, 
1426,  1965. 
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[ Full  speed  ahead, 

1 Fred.  These  solid  j 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


Cotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM"  Glyceryl  guaiaco- 
late,  50  mg  , Dextromethorphan  hydrobromide,  7 5 mg. 
A H Robins  Company,  Richmond,  Virginia  23220 


l j 


AH- 


ROBINS 


Insurance  Page 

(Continued  from  Page  815) 

mitted  with  the  report.  It  has  been  the  writer’s 
practice  to  accept  checks  which  accompanied 
the  original  request  for  information  and  to 
submit  a bill  to  the  company  showing  a 
credit  in  the  amount  that  was  accepted,  and 
that  a balance  was  due. 

It  is  the  writer’s  opinion  that  if  this  practice 
were  followed  by  all  doctors,  the  insurance 
companies  would  soon  become  aware  that  it 
is  necessary  for  them  to  pay  a reasonable  fee 
to  obtain  information  about  a patient  and  that 
it  would  be  to  their  benefit  to  authorize  a full 
examination  on  all  patients  applying  for  in- 
surance. 

Those  of  you  who  disagree  with  this  view 
are  encouraged  to  write  letters  to  the  Insur- 
ance Editor  of  the  Kentucky  Medical  Journal. 

Lewis  Dickinson,  M.D. 


Owensboro  Dr.  Heads  Orthopods 

Joseph  Stiles,  M.D.,  Owensboro,  was  elected 
president  of  the  Kentucky  Orthopaedic  Society.  The 
Society,  which  met  during  the  Annual  Meeting,  also 
elected  John  Ashworth,  M.D.,  Ashland,  as  vice 
president,  and  John  McKay,  M.D.,  Owensboro,  as 
secretary-treasurer. 
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Ky.  Health  Department  Issues 
Memo  On  Narcotic  Law 

The  KMA  office  recently  received  a copy  of  a 
memorandum  sent  to  all  pharmacists  which  stated 
that  it  had  been  brought  to  the  attention  of  the  Ken- 
tucky Department  of  Health  that  some  pharmacists 
are  filling  narcotic  prescriptions  written  by  physicians 
for  office  or  bag  use. 

The  memo  noted  that  this  is  a violation  of  the 
narcotic  law.  “Physicians  must  order  narcotic  drugs 
for  bag  or  office  use  on  Official  Narcotic  Order 
Forms  and  the  order  form  must  be  filled  by  a whole- 
saler or  manufacturer,”  according  to  Martin  Niswon- 
ger,  director  of  the  Office  of  Narcotic  and  Drug 
Control. 


First  Family  Practice  Exam  Set 

The  American  Board  of  Family  Practice  announces 
that  it  will  give  its  first  examination  for  certification 
in  various  centers  throughout  the  United  States.  The 
exam  will  be  over  a two-day  period  on  February 
28-March  1,  1970. 

Information  regarding  the  exam  and  eligibility  for 
it  can  be  obtained  from  Nicholas  J.  Pisacano,  M.D., 
Secretary,  American  Board  of  Family  Practice,  Inc., 
University  of  Kentucky  Medical  Center,  Annex  #2, 
Room  229,  Lexington.  Kentucky  40506. 


New  Officers  For  OB-GYN  Society 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  fall  and  winter  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Janet  Avenue,  Louisville,  Ky.  40205. 


Mark  Your  Calendar 
1970  KMA  Interim  Meeting 
April  8-9 

Kentucky  Dam  Village  State  Park 
Gilbertsville,  Ky. 


The  Kentucky  Obstetrical  and  Gynecological 
Society  elected  officers  for  the  1969-70  Associational 
year  at  a September  23  meeting  during  the  KMA 
Annual  Meeting. 

Eugene  A.  Castle,  M.D..  Madisonville.  was  elected 
president  of  the  Society.  Other  officers  elected  were 
John  W.  Greene,  Jr.,  M.D..  Lexington,  president- 
elect, and  Mervel  V.  Hanes,  M.D.,  Louisville, 
secretary-treasurer. 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE'M  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 
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KENTUCKY  MEDICAL  ASSOCIATION 

BOARD  OF  TRUSTEES — 1969-70 

Officers 

WALTER  L.  CAWOOD,  1200  Bath  Ave.,  Ashland  (606)  325-1665  President 

JOHN  C.  QUERTERMOUS,  205  S.  Eighth  St.,  Murray  (502)  753-5161  President-Elect 

HENRY  B.  ASMAN,  1169  Eastern  Pkwy.,  Louisville  (502)  454-4649  ....Immediate  Past  President 

DAVID  A.  HULL,  2368  Nicholasville  Rd.,  Lexington  (606)  277-571  1 Vice  President 

S.  RANDOLPH  SCHEEN,  1249  Medical  Arts  Bldg.,  Louisville  (502)  451-1661  Secretary 

KEITH  P.  SMITH,  Medical  Arts  Bldg.,  Corbin  (606)  528-3211  Treasurer 

RICHARD  F.  GREATHOUSE,  5 Triangle  Cen.,  Louisville  (502)  458-3219  Speaker — House 

of  Delegates 

CARL  COOPER,  JR.,  Bedford  (502)  255-3282  Vice-Speaker — House  of  Delegates 

WILLIAM  W.  HALL,  Mayfair  Square,  Owensboro  (502)  684-6255  Chairman  of  the  Board  of 

Trustees 

THORNTON  E.  BRYAN,  JR.,  Cadiz  Clinic,  Cadiz  (502)  522-6673  Vice-Chairman  of  the 

Board  of  Trustees 


Delegates  to  the  A.M.A. 


J.  THOS.  GIANNINI,  1169  Eastern  Pkwy.,  Louisville  (502)  458-5315  Jan.  1969-Dec.  1970 

CHAS.  G.  BRYANT,  (Alt.)  1169  Eastern  Pkwy.,  Louisville  (502)  452-1558  . Jan.  1969-Dec.  1970 

JOHN  C.  QUERTERMOUS,  205  S.  Eighth  St.,  Murray  (502)  753-5161  Jan.  1968-Dec.  1969 

DARYL  P.  HARVEY,  (Alt.)  Glasgow  (502)  651-2133  Jan.  1968-Dec.  1969 

CHAS.  C.  RUTLEDGE,  Hazard  Clinic,  Hazard  (606)  436-3121  Jan.  1968-Dec.  1969 

DAVID  B.  STEVENS,  (Alt.)  304  S.  Limestone,  Lexington  (606)  254-8008  Jan.  1968-Dec.  1969 


Trustees 


1st  District  C.  C.  LOWRY,  104  N.  Fifth  St.,  Murray  (502)  753-1340  1971 

2nd  District WILLIAM  W.  HALL,  Mayfair  Square,  Owensboro  (502)  684-6255  1970 

3rd  District THORNTON  E.  BRYAN,  JR.,  Cadiz  Clinic,  Cadiz  (502)  522-6673  1971 

4th  District W.  BRUCE  HAMILTON,  4th  & Buckman,  Shepherdsville  (502)  543-6362  . .1971 

5th  District JOHN  S.  LLEWELLYN,  510  Heyburn  Bldg.,  Louisville  (502)  584-2173  1972 

6th  District PAUL  J.  PARKS,  1109  State  St.,  Bowling  Green  (502)  842-0111  1972 

7th  District DONALD  CHATHAM,  615  Washington  St.,  Shelbyville  (502)  633-3525  ..1970 

8th  District LEE  C.  HESS,  72 1 1 U.S.  42,  Florence  (606)  371-1153  1972 

9th  District J.  CAMPBELL  CANTRILL,  St.  Luke  PI.,  Georgetown  (502)  863-1231  1970 

10th  District ANDREW  M.  MOORE,  108  E.  Maxwell,  Lexington  (606)  252-4406  1970 

11th  District DOUGLAS  H.  JENKINS,  527  W.  Main,  Richmond  (606)  623-3751 1972 

12th  District ROBERT  N.  McLEOD,  JR.,  500  Bourne  Ave.,  Somerset  (606)  678-8155  ...1971 

13th  District PAUL  E.  HOLBROOK,  2nd  National  Bank  Bldg.,  Ashland  (606)  324-1616  ..1970 

14th  District BALLARD  W.  CASSADY,  Pikeville  (606)  437-6698  1971 

15th  District E.  C.  SEELEY,  Medical  Arts  Bldg.,  London  (606)  864-2357  1972 


Buyers  Guide 

NOVEMBER  BUYERS  GUIDE  FOR  JOURNAL  OF  KMA  1969 


American  Cancer  Society  860 

Arch  Laboratories  862 


Bristol  Laboratories  830 

Burroughs  Wellcome  835 


Campbell  Soup 

Geigy  Pharmaceuticals  

General  Leasing  

Highland  Hospital  

Hoechst  Pharmaceuticals,  Inc.  . 
Hynson,  Westcott  and  Dunning 

Lederle  Laboratories  

Lilly,  Eli  & Company  

McNeill  Laboratories  


827 

796-797,  804,  838-839 

865 

854 

795 

791 

793,  810-811,  833,  861,  867 
816 

855 


Merck  Sharp  & Dohme  806-808 

Merrell,  Wm.,  S.,  Company  869 

National  Drug  Company  790,  799-800 

Parke,  Davis  Company  858,  864 

Pfizer  Laboratories  856-857 

Riker  Laboratories  802-803 

Robins,  A.  H.,  Company 849-850,  863,  866 

Roche  Laboratories  836-837,  870 

Searle,  G.D.  & Company  828-829 

Southern  Optical  Company  851 

Strasenburgh  Laboratories  812 

Wamer-Chilcott  843-844 

Wyeth  Laboratories  813-814 
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Can  one 
prescription 

the 
work 
of 

two? 


Kolantyl  Gel/ Wafers  contain 
antacids,  and  Bentyl"  (dicyclomine 
hydrochloride)  too. 


Merrell 


The  Wm.  S.  Merrell  Company 
Division  of  Riehardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


from  the  discord  of  anxiety... 


to  emotional  harmony 


with  the  aid  of  antianxiety 

Librium3 

(chlordiazepoxide 

HCl) 

5-mg,  1 0-mg 
and  25-mg  capsules 

In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees 
of  excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  dis- 
ease. In  properly  individualized 
maintenance  dosage,  Librium 
(chlordiazepoxide  HCl)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunc- 
tive therapy  in  psychophysiologic 
disorders— yet  seldom  impairs 
mental  acuity  or  ability  to  func- 
tion. Librium  has  demonstrated  a 
wide  margin  of  safety  in  short- 
and  long-term  therapy. 

Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to  preclude  ataxia 
or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially 
in  the  elderly  and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  increasec 
and  decreased  libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during  protracted 
therapy. 


KENTUCKY 


the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.1 

Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulent 

action  of  simethicone.2 

Dosage  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonfuls 
\ . to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

' I References:  1.  Danhof,  I.  E.:  Report  on  file.  2.  Hoon,  J.  R.:  Arch.  Surg.  93:467  (Sept.)  1966. 


Division/ATLAS  CHEMICAL  INDUSTRIES.  INC./Pasadena.  Calif.  91109 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 

IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor’’  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 
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He  is  middle-aged. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 


m 

.'‘A 


D EC LOSTATI N 300 


DemelhUehlorlelracvUine  HCI  300  mg 
and  INyslalin  500.000  units 
CAPSULE-SHAPED  TABLETS  Led.  He 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  mondial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracvcline  in 
DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  mondial 
overgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN.  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this  j 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy. 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 


Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods  j 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should  1 
continue  for  10  days,  even  though  symptoms  have  subsided. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


V ENVOI ’ 


When  Earth's  last  picti/re  is  painted,  and  the  tubes  are  twisted  and  dried, 
When  the  oldest  colors  have  jaded,  and  the  youngest  critic  has  died, 

We  shall  rest,  and,  faith,  we  shall  need  it — lie  down  for  an  aeon  or  two, 
Till  the  Master  of  All  Good  Workmen  shall  set  us  to  ivork  anew! 


And  those  that  were  good  shall  be  happy;  and  they  shall  sit  in  a golden  chair; 
They  shall  splash  at  a ten-league  canvas  with  brushes  of  comets’  hair; 

They  shall  find  real  saints  to  draw  from — Magdalene,  Peter,  and  Paul; 
They  shall  work  for  an  age  at  a sitting  and  never  be  tired  at  all! 


And  only  the  Master  shall  praise  us,  and  only  the  Master  shall  blame; 
And  no  one  shall  work  for  money,  and  no  one  shall  work  for  fame; 

But  each  for  the  joy  of  the  working,  and  each,  in  his  separate  star, 

Shall  draw  the  Thing  as  it  sees  It  for  the  God  of  Things  as  They  Are! 


Rudyard  Kipling  (1865-1936) 
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Deceased  Kentucky  Physicians 

1969* 


Henry  T.  Alexander,  Frankfort 

George  Franklin  Archer,  Louisville 

Bernard  Asman,  Louisville 

Everett  Harold  Baker,  Louisville 

Oscar  Lafayette  Barnes,  Hopkinsville 

R.  D.  Barton,  Louisville 

R.  Lee  Bird,  Jr.,  Covington 

Oscar  Edgeworth  Bloch,  Jr.,  Louisville 

Willis  B.  Blue,  Henderson 

Robert  W.  Brandon,  Martin 

William  Mat  Brown,  Corbin 

Jerome  Lawrence  Burke,  Cleveland,  Ohio 

Henry  C.  Burkhart,  Harlan 

Max  Caplan,  Meridian,  Conn. 

Ivan  Earle  Carlisle,  Michigan  Town,  Ind. 
Benjamin  D.  Choate,  Louisville 
Charles  Mason  Cole,  Bryan,  Texas 
Marcus  Allen  Coyle,  Springfield 
Maurice  S.  Davis,  Frankfort 
Milton  Don  Flanary,  Pikeville 
Morris  Flexner,  Louisville 
Howard  I.  Frisbie,  Stanford 
William  J.  Frizzell,  Dayton,  Ohio 
Joseph  Gant  Gaither,  Hopkinsville 
Edward  D.  Gibson,  Pompano  Beach,  Fla. 
Elton  Bernard  Gudenkauf,  Lewisburg 
Wilford  Reeve  Hansen,  Louisville 
E.  M.  Howard,  Jr.,  Harlan 
Thomas  Kirby,  Bowling  Green 
J.  B.  Lyens,  Lawrenceburg 
Nathan  L.  Marcus,  Tampa,  Fla. 

James  Oliver  Mattax,  Warren,  Ohio 


Walter  Felix  McCrocklin,  Louisville 
Edwin  Francis  Middlestadt,  Louisville 
Hazel  Petrie  Mosby,  Rockford,  111. 

Vernon  David  Pettit,  Paducah 
James  O.  Pierce,  Beechmont 
Marinus  Henry  Pulskainp,  Louisville 
James  Sears  Rich,  Lexington 
Adam  Mayfield  Robinson,  Louisville 
Herbert  E.  Schoonover,  Salem,  111. 

Charles  E.  Seibert,  Dawson  Springs 
Elijah  T.  Sellers,  Jacksonville,  Fla. 

Thomas  A.  Shannon,  Lexington 
Benjamin  F.  Shields,  Shelbyville 
Glenn  M.  Shifley,  Paducah 
Roy  Silverthorn,  Downey,  Calif. 

Ernest  Gerald  Skaggs,  Paintsville 

Raymond  N.  Stephens,  Mansfield,  Ohio 

Henry  Van  Dyke  Stewart,  Carrollton 

Jamie  Campbell  Thompson,  Outwood 

Gerald  P.  Tyler,  California 

William  Lee  Tyler,  Owensboro 

Charles  E.  Vidt,  Ironton,  Ohio 

Kalman  Scott  Von  Haitinger,  Grosse  Isle,  Mich. 

Thomas  S.  Wallace,  Sr.,  Louisville 

William  Adair  Weldon,  Glasgow 

Kenneth  S.  Welsh,  Riverdale,  N.Y. 

Owen  M.  Wheeler,  Louisville 
Harold  R.  Wilber,  DeLand,  Fla. 

Everett  Cook  Wilhite,  Covington 
Laban  Robbins  Wilson.  Franklin 


■"List  of  names  of  deceased  physicians  available  to  The  Journal  as  of  November  15,  1969. 


William  C.  Wolfe,  Louisville 
Ansel  Clyde  Worley,  Plantation,  Fla. 
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MESSAGE 
FROM  THE 
PRESIDENT 


j^uring  tf )is  Christmas  Reason,  please  pon- 
ber  the  challenges  of  an  onrushtng  anb  exciting 
becabe.  let  us  join  together  in  praperful  hope 
that  the  gllmightp  toill  gibe  us  the  besire  to  tahe 
abbantage  of  our  opportunities. 


^hr  Officers  anb  ^>taff  of  join  toith  me 
in  extenbtng  to  our  members  anb  their  families, 
sincere  best  bushes  for  a jftflerrp  Christmas 
Reason  anb  a Jhappp  anb  health?  i?eto  ®ecabe.  1 


OPTICAL  ILLUSION? 

All  the  long,  diagonal 
lines  are  parallel,  but  the 
cross  lines  distract  the 
eye  and  make  them  ap- 
pear at  angles.  Don’t  suf- 
fer from  the  illusion  that 
all  glasses  are  properly 
crafted.  Rely  on  SOUTH- 
ERN OPTICAL  accuracy. 


Charge  accounts 
invited 


Optical 


SOUTHERN  OPTICAL  BLOG  . G40  S 4th 
(Midway  between  Broadway  t Chestnut) 
MEOICAL  ARTS  BLDG  . Eastern  Parkway 
ST  MATTHEWS.  Wallace  Center 
MEDICAL  TOWERS  BLOG  . Floyd  t Gray 
CONTACT  LENSES.  640  S 4th 


Louisville 


Bowling  Green 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon 
convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an 
extensive  and  well  organized  activities  program,  including  occupational  therapy,  art  therapy, 
music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The  treat- 
ment program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs 
of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  intregated  into  the  hospital  treatment  program  and 
is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 


879 


There’s  a good  chance  your  patient  needs 
more  than  a non-prescription  analgesic  for  pain  relief. 
Especially  after  self-medication  has  failed. 

Because  continuing,  increased  pain  and  discomfort 
may  in  part  be  a reflection  of  anxiety, 

Equagesic  is  worthy  of  consideration.  In  a 

single,  non-narcotic  preparation,  it  helps  relieve  pain  . . . 

and  associated  anxiety  and  tension. 


Tablets 

Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


IN  BRIEF 

Contraindications:  History  of  sensitivity  or  severe 
intolerance  to  aspirin,  meprobamate  or 
ethoheptazine  citrate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician 
judges  its  use  essential  to  the  patient's  welfare. 
Precautions:  Keep  out  of  reach  of  children.  Not 
recommended  for  patients  12  years  old  or  less. 

Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  in  susceptible 
persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics — has  resulted  in  dependence  or 
habituation.  Withdraw  gradually  after  prolonged 
excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and 
coordination.  If  drowsiness,  ataxia  or  visual  disturbances 
(impairment  of  accommodation  and  visual  acuity) 
occur,  reduce  dose.  If  symptoms  persist,  patients 
should  not  operate  machinery  or  drive.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of 
blood  pressure,  pulse  and  respiratory  rates  to  basal 
levels,  and  hyperventilation  are  reported.  Give 
cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria)  with  gastric  lavage  and  appropriate 
symptomatic  therapy  (CNS  stimulants  and  pressor 
amines  as  indicated).  Two  instances  of  accidental  or 
intentional  significant  overdosage  with  ethoheptazine 
and  aspirin  have  been  reported.  These  were 
accompanied  by  CNS  depression  (drowsiness  and 
lightheadedness)  but  resulted  in  uneventful  recovery. 

On  basis  of  pharmacologic  data,  CNS  stimulation  could 


be  anticipated,  with  nausea,  vomiting  and  salicylate 
intoxication  (requires  induced  vomiting  or  gastric  lavage, 
specific  parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  and  observation  for 
hypoprothrombinemic  hemorrhage  [usually  requires 
whole  blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may 
cause  nausea  with  or  without  vomiting  and  epigastric 
distress  in  a small  percentage  of  patients.  Dizziness  is 
rare  at  recommended  dosage.  Meprobamate  may 
cause  drowsiness,  ataxia  and  rarely  allergic  or 
idiosyncratic  reactions.  These  reactions,  sometimes 
severe,  can  develop  in  patients  receiving  only  1 to  4 
doses.  Such  patients  may  have  had  no  previous  contact 
with  meprobamate  and  may  or  may  not  have  an  allergic 
history.  Mild  reactions  are  characterized  by  urticarial 
or  erythematous  maculopapular  rash.  Acute 
nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  If  allergic  reaction  occurs, 
discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting 
spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis 
and  proctitis  (1  case)  and  hyperthermia.  These  cases 
should  be  treated  symptomatically  including,  when 
indicated,  such  medication  as  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  on  continuous 
use.  Rarely,  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported,  almost  always  in 
presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management 
of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg. 
ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 


Wyeth  Laboratories  Philadelphia,  Pa. 
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American  Cancer  Society 

American  Medical  Association 

Arnar-Stone  Laboratories 

Arch  Laboratories 

Blue  Cross-Blue  Shield 

Bristol  Laboratories 

Burroughs  Wellcome  & Company 

Business  & Professional  Adjustment  Service,  Inc. 

Cabell  Huntington  Hospital 

Campbell  Soup  Company 

The  Continental  Inn 

Geigy  Pharmaceuticals 

General  Leasing  Corporation 

General  Motors,  Frigidaire  Division 

Glenbrook  Laboratories 

Heart  Association,  Louisville  & Jefferson  County 

Highland  Hospital 

Hoechst  Pharmaceuticals,  Inc. 

Hynson,  Westcott  & Dunning,  Inc. 

William  A.  Johnson,  M.D. 

Kentucky  Chapter,  Arthritis  Foundation 

Kentucky  Hotel 

Kentucky  Thoracic  Society 

Kentucky  Travel  Division 

King's  Daughters  Clinic 

Lederle  Laboratories 

Eli  Lilly  & Company 


T.  E.  Lynn 
Marion  Laboratories 
McNeil  Laboratories 
Medical  Protective  Company 
Merck  Sharp  & Dohme 
William  S.  Merrell  Company 
Mid-South  Medical  Association 
National  Drug  Company 
Parke,  Davis  & Company 
Pfizer  Laboratories 

Pitman-Moore,  Div.  of  Dow  Chemical  Co. 
Wm.  P.  Poythress  & Co.,  Inc. 

Riker  Laboratories 
A.  H.  Robins  Company 
Roche  Laboratories 
William  H.  Rorer,  Inc. 

Sandoz  Pharmaceuticals 
G.D.  Searle  & Company 
Smith,  Kline  & French  Laboratories 
Southern  Optical  Company 
Strasenburgh  Laboratories 
Stuart  Company 
Veterans  Administration 
Wallace  Pharmaceuticals 
Warner-Chilcott  Laboratories 
Winthrop  Laboratories 
Wyeth  Laboratories 
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WHAT'S  NEW 


in 

Medical  Progress 


Antidepressant  Drugs 

Roger  K.  White,  M.D.* 


The  past  15  years  have  seen  many  changes  take 
place  in  the  field  of  psychiatry.  These  changes 
are  in  great  part  due  to  the  development  of  two 
groups  of  drugs,  namely,  the  tranquilizers  and  the 
antidepressants.  The  development  of  these  drugs  has 
led  to  major  changes  in  the  practice  of  psychiatry  and 
in  the  management  of  patients’  emotional  problems 
by  all  physicians. 

Depression  is  a common  problem  in  medical  prac- 
tice and  may  present  itself  in  complaints  of  sleepless- 
ness, weight  loss,  anorexia,  “nervousness”,  or  masked 
by  a variety  of  physical  complaints  as  well  as  pre- 
senting with  a chief  complaint  of  depression  alone. 

Prior  to  the  late  1950’s  the  only  effective  available 
treatment  for  depression  was  electroconvulsive  thera- 
py. This  was,  of  course,  limited  to  depressions  of 
lesser  severity  which  were  treated  with  a variety  of 
sedatives,  tranquilizers  and  attempts  at  emotional 
support.  These  approaches  were  generally  disap- 
pointing to  both  the  patient  and  the  physician,  and 
generally  resulted  in  many  individuals  remaining  de- 
pressed for  lengthy  periods  of  time  until  the  depres- 
sion ran  its  course. 

The  first  breakthrough  in  treatment  of  depression 
occurred  in  tuberculosis  hospitals  with  the  use  of 
iproniazid  (Marsilid ) . This  drug,  which  was  being 
used  in  the  treatment  of  tuberculosis,  was  found  to 
produce  elation  of  even  euphoria  in  many  patients. 
When  tried  in  depressed  patients  it  was  found  to  have 
a significant  antidepressant  effect  which  was  later 
traced  to  its  ability  to  inhibit  the  breakdown  of  the 
catecholamines.  Unfortunately,  iproniazid  was  found 
to  have  toxic  side  effects  in  the  liver,  and  this  led  to  a 
search  for  other  chemical  substances  which  would 
have  the  same  pharmacologic  effect.  Several  were 
developed;  these  include  isocarboxazid  ( Marplan ), 
nialamide  ( Niamid ),  phenelzine  ( Nardil ) and  tranyl- 
cypromine (Parnate).  Clinical  experience  with  these 
drugs  soon  showed  that  therapeutic  effects  could  not 
be  expected  for  3-10  days  in  most  patients  and  that 
the  effects  were  quite  subtle  since  the  drugs  rarely 


* Assistant  Professor,  Department  of  Psychiatry, 
University  of  Louisville  School  of  Medicine,  Louis- 
ville, Kentucky 


produced  stimulation  or  euphoria  in  basically  de- 
pressed individuals  but  rather  led  to  the  gradual  dis- 
appearance or  reduction  of  depressive  symptoms 
without  subjective  side  effects. 

At  about  the  same  time  a second  group  of  anti- 
depressant drugs  was  developed  in  conjunction  with 
studies  aimed  at  finding  new  phenothiazine  tranquiliz- 
ers. It  was  found  that  some  of  the  derivatives  of  the 
basic  phenothiazine  chemical  structure  seemed  to  be 
more  effective  in  relieving  depression  than  in  pro- 
ducing trarquilization  in  disturbed  individuals.  The 
first  of  these  drugs  were  imipramine  ( Tofranil ) and 
amitriptyline  (Elavil).  While  they  were  found  to  be 
quite  effective  in  many  depressed  individuals,  they 
were  found  to  produce  some  sedation  as  a side  effect, 
which  was  quite  useful  in  some  cases,  and  they  were 
found  to  have  a somewhat  slower  onset  of  action 
when  compared  with  the  drugs  which  directly  inter- 
fered with  catecholamine  breakdown.  These  drugs 
were  found  to  frequently  require  one  to  three  weeks 
before  maximum  benefit  of  the  drug  could  be  ob- 
tained. Experience  with  the  two  groups  of  drugs 
showed  that  they  could  not  be  safely  given  concur- 
rently without  a high  incidence  of  hypotensive  side 
effects. 

Having  at  last  an  effective  oral  treatment  for  de- 
pressions, there  was  a great  tendency  to  abandon 
electroconvulsive  therapy  completely  and  to  treat  all 
depressions  with  these  various  drugs.  While  in  many 
cases  of  serious  depression  it  became  possible  to  avoid 
hospitalization  and  electroconvulsive  therapy,  it  took 
considerable  experience  with  the  drugs  to  bring  about 
the  realization  that,  while  they  generally  produce  im- 
provement in  the  symptoms,  they  did  not  always 
bring  about  a satisfactory  return  to  a completely 
normal  mood. 

It  was  also  found  that  these  drugs  did  not  compare 
favorably  either  in  rapidity  or  relief  or  general  pre- 
dictable effectiveness  in  studies  comparing  them  with 
electroconvulsive  therapy.  Because  of  the  risk  of 
suicide  in  significantly  depressed  individuals,  the  ten- 
dency recently  has  been  to  use  the  drugs  in  the  mild 
to  moderately  depressed  patients  and  to  return  to  the 
use  of  hospitalization  and  electroconvulsive  therapy 
in  the  more  serious  cases. 
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The  antidepressant  drugs  are  far  from  being  hazard 
free.  It  has  been  found  that  the  monoaminoxidase  in- 
hibitors (i.e.  the  iproniazid  group)  could  have  hypo- 
tensive side  effects  of  considerable  magnitude.  These 
side  effects  were  felt  to  be  most  often  associated  with 
the  concurrent  ingestion  of  amphetamines,  sympatho- 
minetic  agents  or  considerable  amounts  of  tyramine 
containing  foods.  The  hypertensive  crises,  in  particu- 
lar, can  be  quite  serious  since  they  can  lead  to  cerebral 
hemorrhage.  Because  of  these  risks,  the  drugs  are 
now  generally  restricted  in  practice  to  use  in  intelli- 
gent, relatively  young,  cooperative  patients  who  can 
be  expected  to  avoid  incompatible  substances.  The 
side  effects  of  imipramine  and  amitriptyline  are  es- 
sentially the  same  as  those  seen  with  phenothiazine 
tranquilizers.  These  include  atropine-like  effects  and 
a Parkinsonism-like  picture. 

The  effective  use  of  antidepressant  drugs  is  far 
from  a simple  matter.  The  single  most  common  thera- 
peutic error  is  that  of  discontinuing  the  drug  too  soon. 
Most  patients  should  remain  on  antidepressant  medi- 
cation for  a period  of  several  months  after  they  have 
achieved  complete  relief  of  symptoms.  If  this  is  not 
done,  many  patients  will  revert  back  to  their  previous 
level  of  depression  or  a deeper  level  since  the  drugs 
do  not  in  themselves  “cure"  the  depression  but  merely 
control  it. 

The  second  most  common  error,  especially  in  regard 
to  the  use  of  the  imipramine  and  amitriptyline  type  of 
antidepressants,  is  the  use  of  an  inadequate  dose  in 
the  initial  stages  of  treatment.  In  these  drugs  100  mg. 
per  day  is  generally  the  minimum  starting  dose  of  the 
drug  which  may  range  upward  to  200  mg.  per  day. 
Both  the  patient  and  his  physician  will  be  often  dis- 
satisfied with  the  response  to  these  medications  if 
only  50-75  mg.  per  day  are  given  initially.  In  this 
same  group  of  drugs  the  physician  must  keep  con- 
stantly in  mind  the  fact  that  the  patient  may  have  to 
be  on  the  medication  for  one  to  three  weeks  before  it 


can  be  properly  determined  just  how  much  relief  he 
can  be  expected  to  receive  from  the  drug. 

Used  properly  the  antidepressant  drugs  can  be  an 
extremely  effective  therapeutic  tool,  but  some  patients 
will  not  get  adequate  relief  from  this  more  conserva- 
tive method  of  management  and  will  require  hospital- 
ization and  electroconvulsive  therapy.  Even  in  these 
patients,  some  who  tend  to  have  recurring  serious 
depressions  may  be  able  to  obtain  some  prevention  of 
the  recurrences  by  maintenance  use  of  the  antide- 
pressant drugs. 

No  currently  known  drug  can  replace  electrocon- 
vulsive therapy  in  the  cases  of  extremely  profound 
depression  and  in  other  milder  cases  which  do  not 
respond  to  antidepressant  drugs.  During  the  past  15 
years  safer  anesthetic  agents  and  techniques  have 
helped  to  minimize  many  of  the  side  effects  of  elec- 
troconvulsive therapy  and  have  tended  to  reduce  the 
risks  of  this  treatment.  It  should  be  recommended 
whenever  no  response  or  an  inadequate  response  is 
obtained  from  the  drugs. 

The  search  for  a better  understanding  of  the  mech- 
anisms of  depression  and  the  search  for  new,  more 
effective  antidepressant  oral  medication  continues. 
While  none  of  the  available  drugs  are  free  of  hazard 
and  while  none  will  relieve  all  depressions,  the  realis- 
tic use  of  these  medicines  can  provide  a great  deal  of 
relief  to  the  depressed  patient  and  the  often  frustrated 
physican  attending  him. 

One  note  of  caution  should  be  kept  in  mind  in  a 
drug  treatment  of  depression — cerebral  stimulants, 
especially  the  amphetamine  group  of  drugs — have 
not  been  shown  in  carefully  controlled  studies  to  pro- 
vide any  significant  relief  from  depression.  These 
drugs  generally  will  tend  only  to  superimpose  agitation 
on  the  depression,  and  this  will  compound  the  prob- 
lem rather  than  relieve  it.  They  also  possess  the  ad- 
ditional disadvantage  of  being  quite  habit  forming, 
especially  in  rather  neurotic  individuals.  Their  use  in 
depression,  therefore,  is  generally  unwise. 
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CASE  1-68.  This  forty-year-old  separated,  gravida 
VI,  para  V,  black  female  received  prenatal 
care  from  the  time  she  was  three  and  one-half 
months  pregnant.  When  initially  seen,  she  exhibited 
anxiety  about  the  pregnancy  since  she  had  been 
separated  from  her  husband  for  a number  of  years. 
She  had  an  elevation  of  her  blood  pressure,  160/100 
and  had  moderately  large  saphenous  varicosities.  A 
vein  stripping  was  done  in  1961. 

She  was  followed  through  the  remainder  of  her 
pregnancy  and  a month  prior  to  admission  was 
observed  to  have  a transverse  lie.  However,  this 
converted  to  a cephalic  presentation  one  week  prior 
to  her  admission.  Since  she  was  eleven  days  past 
her  expected  delivery  date,  she  was  admitted  to  the 
hospital  at  3:00  P.M.  the  19th  of  March  for  induction 
of  labor.  Deep  bilateral  cervical  tears  and  an  old 
three  degree  laceration  were  noted.  The  cervix  was 
described  as  three  cms.  dilated.  A cephalic  presenta- 
tion at  -2  station  was  present.  Blood  pressure  was 
156/98.  She  was  given  a barbituate  and  1,000  ccs  of 
D-5W  with  1 cc  of  Pitocin  was  started. 

At  5 p.m.,  the  blood  pressure  was  138/90.  At 
5:55  it  was  164/94.  She  complained  of  headache 
and  received  50  mgs.  of  Demerol  and  0.3  mg.  of 
Scopolamine  IV  for  this  discomfort.  At  this  time 
the  cervix  was  4 cms.  dilated,  -2  station.  The  fetal 
heart  was  good.  She  had  a bloody  show  at  6:15,  and 
complained  of  pain.  Her  pulse  at  this  time  was  160 
and  her  physician  was  notified.  She  was  seen  by 
her  physician  at  6:20.  She  was  5 cms.  dilated.  She 
received  another  50  mgs.  of  Demerol  and  0.2  mg. 
of  Scopolamine  IV. 

Her  pulse  at  6:30  was  124.  She  was  6 to  7 cms. 
dilated,  the  fetal  vertex  at  +1  station.  Her  mem- 
branes were  artificially  ruptured;  she  was  taken  to 
the  delivery  room  at  6:45  P.M.  and  given  a saddle 
block  when  she  was  7 cms.  dilated.  When  placed  in 
the  supine  position,  following  the  block,  it  was  noted 
that  she  was  completely  dilated  and  she  appeared 
to  be  comatose. 

The  anesthesiologist  gave  0.5  cc  of  Nalline  IV. 
The  patient  remained  unresponsive.  She  was  placed 
in  stirrups  and  an  8 pound  2 ounce  girl  was  de- 
livered spontaneously.  The  placenta  was  manually 
removed  because  there  was  noted  to  be  a consider- 
able gush  of  blood  following  the  delivery  of  the 
baby.  She  continued  to  bleed  in  spite  of  the  infusion 
she  was  receiving;  an  additional  1.0  cc  of  Pitocin 
was  added  to  the  IV.  The  uterus  was  massaged; 
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a laceration  of  the  cervix  was  repaired  as  well  as 
a small  laceration  above  the  clitoris. 

The  uterus  seemed  to  contract  but  would  not  re- 
main firm.  It  was  massaged  with  passage  of  20  to 
25  ccs  of  blood  clots.  Because  of  the  presence  of 
blood  clots  afibrinogenemia  was  not  thought  to  be 
present.  Her  blood  was  typed  and  cross-matched. 
An  angio-cath.  was  inserted  and  remained  in  the 
other  arm  to  enhance  the  IV  fluids  and  Oxytoxics. 
Methergine  was  given  IM.  Ringer’s  Lactate  with 
2 ccs  of  Pitocin  was  started. 

The  patient  appeared  to  have  respiratory  obstruc- 
tion, however,  an  air  way  did  not  seem  to  improve 
this.  The  expiratory  phase  of  her  respiration  was 
prolonged  and  there  was  wheezing  at  both  bases. 
Her  blood  pressure  gradually  fell  from  1 10/70  to 
80/60,  in  spite  of  blood  being  pumped  in  at  a 
rapid  rate.  Her  blood  pressure  was  unobtainable.  It 
was  decided  at  this  point  to  do  a hysterectomy. 

On  entering  the  abdomen,  an  attempt  was  made 
to  feel  pulsations  of  the  abdominal  aorta.  They  were 
present.  The  bleeding  was  minimal  at  the  time  of 
the  hysterectomy.  In  addition  to  blood,  she  received 
5 grams  of  Fibrinogen  with  no  noticeable  improve- 
ment. There  was  a rather  large  hematoma  noted  in 
the  region  of  the  right  infundibulopelvic  ligament, 
however,  before  any  definite  effort  could  be  made 
toward  this,  it  was  realized  that  the  patient  had 
expired.  At  10:30  P.M.  no  pulsations  were  obtained 
in  her  abdominal  aorta  and  the  patient  was  pro- 
nounced dead. 

An  autopsy  was  obtained.  There  were  no  emboli 
or  thrombi  found  in  the  portal  veins  or  the  vena 
cava  or  the  pulmonary  circulation.  The  absence  of 
the  uterus  and  the  adnexal  structures  were  noted. 
There  was  approximately  50  ccs  of  semi-liquid  blood 
in  the  abdomen. 

Positive  findings  were  limited  to  the  microscopic 
section.  The  lungs  revealed  extensive  capillary  dilata- 
tion with  large  amounts  of  erythrocytes  in  many 
areas.  Alveolar  collapse  was  prominent.  The  most 
striking  microscopic  observation  was  the  presence 
of  squames  together  with  suggestive  meconium  in 
the  small  pulmonic  vessels.  Within  the  liver,  centri- 
lobular  dilatation  with  engorgement  by  erythrocytes 
was  seen  within  the  parenchymal  cells;  fatty  vacuoli- 
zation was  noted.  Renal  tubular  necrosis  at  the 
cortical  medullary  junction  was  seen. 

The  pathological  summary  indicated  the  cause  of 
death  was  felt  to  be  due  to  amniotic  fluid  embolism. 
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When  trauma  results  in  pain, 
try  Norgesic  first... 
your  patients  probably  won’t 
need  anything  stronger 

Sprains,  strains,  fractures ...  Norgesic  offers 
predictable  relief  in  the  great  majority  of  trau- 
matic injuries  where  both  pain  and  muscle 
spasm  are  involved.  Unlike  “pure”  analgesics 
or  muscle  relaxants,  Norgesic  affects  both  com- 
ponents of  musculo-skeleta!  pain,  providing 
effective  analgesia  and  relief  of  associated 
muscle  spasm. 

Norgesic  works  quickly,  usually  producing  a 
high  level  of  analgesia  within  two  hours,  and 
relief  is  sustained  for  four  hours  or  longer. 
Thus,  when  trauma  results  in  pain,  try  Norgesic 
first. ..your  patients  probably  won’t  need  any- 
thing stronger. 

Indications:  Symptomatic  relief  of  mild  to  moderate  pain  of 
acute  musculo-skeletal  disorders.  Here,  Norgesic  demon- 
strated clinical  superiority  to  APC  as  an  analgesic. 

Contraindications:  Because  of  the  mild  anticholinergic 
effect  of  orphenadrine,  Norgesic  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction,  achalasia, 
prostatic  hypertrophy,  obstructions  at  the  bladder  neck,  myas- 
thenia gravis  and  in  patients  known  to  be  sensitive  to  aspirin, 
phenacetin  or  caffeine.  Do  not  use  propoxyphene  (Darvon5) 
concurrently. 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of 
this  preparation  in  pregnancy,  during  lactation,  or  in  the  child- 
bearing age  has  not  been  established,  use  of  the  drug  in  such 
patients  requires  that  the  potential  benefits  of  the  drug  be 
weighed  against  its  possible  hazard  to  the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug 
in  children  has  not  been  established;  therefore,  the  physician 
must  weigh  the  benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  exces- 
sive use  of  phenacetin  may  result  in  nephrotoxicity.  Caution, 
therefore,  should  be  exercised  when  Norgesic  is  administered 
to  patients  with  renal  disorders. 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those 
usually  associated  with  APC  or  mild  anticholinergic  agents. 
These  may  include  tachycardia,  palpitation,  urinary  hesitancy 
or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil, 
increased  intraocular  tension,  weakness,  nausea,  vomiting, 
headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urti- 
caria and  other  dermatoses.  Infrequently,  some  degree  of 
confusion  in  the  elderly,  mild  central  excitation  and  occasional 
hallucinations.  These  mild  side  effects  are  usually  eliminated 
by  reduction  in  dosage.  One  case  of  aplastic  anemia,  with  no 
established  causal  relationship,  has  been  reported. 

Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 
times  daily. 

For  more  detailed  prescribing  information, 
see  Package  Circular  or  PDR. 

Available  V.A.  Supply  Depot-FSN6505-952-6762A 

NORGESIC’ 

(orphenadrine  citrate,  25  mg., 
aspirin,  225  mg.,  phenacetin,  160  mg., 
caffeine,  30  mg.) 

Riker  Laboratories,  Northridge,  California  91324 

Sponsors  of  Riker  Service— 

the  complimentary  classified  service  for  physicians. 


Maternal  Mortality 

(Continued  from  page  885) 

Acceleration  of  the  coagulation  process  had  occurred 
with  associated  fibrinolysis. 

Comment 

The  Committee  classified  this  as  a direct  obstetrical 
death  due  to  amniotic  fluid  embolism.  One  cannot 
dogmatically  state  that  this  death  was  preventable. 
Possible  preventable  factors  contributing  to  this 
maternal  death  were,  the  induction  of  labor  in  a 
woman  that  is  a gravida  VI  and  the  artificial  rupture 
of  the  membranes. 

Amniotic  fluid  embolism  has  been  observed  to 
occur  under  such  conditions.  Pre-disposing  factors  in 
the  causation  of  amniotic  fluid  seem  to  be  tetanic 
uterine  contractions,  multiparity,  and  large  infants. 
Some  of  these  patients  die  undelivered  with  classical 
signs  and  symptoms  of  embolus.  Others  can  survive 
the  initial  shock  of  the  embolus  but  die  within  one 
to  three  hours  after  delivery. 

Bleeding  from  mucous  membranes  and  various 
organ  surfaces  is  observed.  Vaginal  bleeding  due  to 
atony  of  the  uterus  secondary  to  the  shock  is  fre- 
quently observed.  Autopsy  shows  as  this  case  did 
that  amniotic  debris  is  present  in  the  pulmonary 
vasculature.  The  term  amniotic  infusion  has  been 
purported  to  be  a better  term  than  embolism,  since 
the  basic  insult  is  believed  to  be  intravascular  clotting. 
The  extent  of  this  clotting  and  defibrination  deter- 
mines whether  the  patient  dies  immediately  or  re- 
covers. 

In  a certain  number  of  these  cases  where  the  insult 
is  not  massive  recovery  is  possible.  The  administra- 
tion of  fibrinogen  and  blood  may  save  the  patient. 
An  excellent  series  of  papers  by  Reid  et  al.  dealing 
with  this  entity  is  found  in  the  American  Journal  of 
Obstetrics  and  Gynecology  66:465,  1953. 


EMERGENCY  ROOM  PHYSICIAN  — 
Accredited  280  bed  progressive  general 
hospital  in  beautiful  Huntington,  W.  Va. 
Immediately  available.  Contact  Assis- 
tant Administrator,  Cabell  Huntington 
Hospital,  1340  16th  St.,  Huntington,  West 
Virginia.  A.C.  304  696-6590  collect. 
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ANSWERS  TO  YOUR  QUESTIONS  ABOUT  BLUE  SHIELD 


Q.  What  is  the  Blue  Cross  and  Blue  Shield-65  supplementary  program? 

A.  The  Blue  Cross  and  Blue  Shield-65  supplementary  plan  is  a program  developed  to  supplement,  but  not 
to  duplicate,  the  hospital,  extended  care  facility,  and  medical  benefits  of  the  Medicare  Program. 


Q.  Who  is  eligible  for  coverage  under  the  Blue  Cross  and  Blue  Shield-65  supplementary  program? 

A.  Each  Kentucky  resident  who  reaches  age  65,  is  eligible  for  Part  A and  enrolls  in  Part  B of  the  Medicare 
Program,  may  apply  for  coverage  under  the  Blue  Cross  and  Blue  Shield-65  supplementary  program.  All 
applications  must  meet  underwriting  requirements  except  those  from  persons  having  a Blue  Cross  and 
Blue  Shield  contract  which  is  in  force  at  the  time  of  application.  (Enrolled  members  may  automatically 
be  transferred  to  the  Blue  Cross  and  Blue  Sliield-65  program  regardless  of  health  conditions.) 


Q.  How  can  Blue  Cross  and  Blue  Shield-65  members  be  identified? 

A.  If  the  subscriber’s  Identification  Card  contains  the  Blue  Shield  coverage  code  95-95,  this  person  has 
enrolled  in  the  Blue  Cross  and  Blue  Sliield-65  supplementary  program. 


Q.  How  should  claims  be  filed  when  professional  services  are  rendered  to  Blue  Cross  and  Blue  Shield-65 
subscribers? 

A.  Each  Blue  Cross  and  Blue  Shield-65  subscriber  is  provided  with  a special  claim  form  and  a brochure 
instructing  them  on  how  to  file  claims  when  enrolled.  They  are  instructed  to  complete  this  simple  form, 
attach  itemized  statements  for  covered  services,  and  forward  to  Blue  Shield’s  Louisville  office.  Each  time 
the  subscriber  forwards  a completed  Blue  Cross  and  Blue  Sliield-65  claim,  additional  claim  forms  are 
mailed  from  Blue  Shield.  Due  to  the  deductible  and  co-payments  involved,  and  the  different  providers  of 
service  covered  under  this  program,  payments  are  made  directly  to  the  subscriber. 


0-  Should  the  regular  Physician's  Service  Report  be  used  for  any  Blue  Shield  member  age  65  or  older? 

A.  The  physician  is  requested  to  file  a claim  with  Blue  Shield  in  the  regular  manner  when  the  over-65 
patient’s  identification  card  contains  the  Blue  Shield  Coverage  Code  98-98,  or  the  Group  Number  is 
9068.  These  numbers  denote  a Carve-Out  type  program  which  does  not  duplicate  Medicare  benefits;  how- 
ever, allowances  for  this  program  will  be  paid  direct  to  the  physician. 


Q.  How  may  Blue  Cross  and  Blue  Shield-65  subscribers  obtain  assistance  in  filing  claims? 

A.  The  physician’s  office  may  feel  free  to  assist  these  members  in  the  filing  of  Blue  Cross  and  Blue 

Shield-65  claims,  or  the  member  may  receive  assistance  from  any  Blue  Cross  and  Blue  Shield  office. 
These  offices  are  located  in  Ashland,  Bowling  Green,  Covington,  Frankfort,  Lexington,  Louisville,  Owens- 
boro, Somerset  and  Paducah,  and  are  open  from  8:00  A. M.  to  4:30  P.M . daily , except  weekends  and  holidays. 


"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 


Mild  ulcerative  colitis  may  be  triggered  here... 


In  mild  ulcerative  colitis,  a number  of 
factors  can  precipitate  an  attack:  for  in- 
stance, dietary  indiscretion,  such  as  eat- 
ing raw  foods,  or  emotional  overreaction, 
such  as  that  aroused  by  financial  difficul- 
ties. No  matter  what  causes  the  patient’s 
sensitive  colon  to  “act  up,”  he  soon  suf- 
fers from  acute  discomfort... and  often, 
from  anxiety  and  apprehension  as  well. 
Such  patients  frequently  respond  well  to 
adjunctive  dual-action  Librax®  therapy. 

Librax  combines,  in  a single  conve- 
nient capsule,  the  well-known  antianxiety 
effect  of  Librium®  (chlordiazepoxide 
HC1)  and  the  dependable  anticholinergic 
/ antispasmodic  effect  of  Quarzan®  (clidi- 
nium  Br).  Therefore,  as  Librax  helps  to 
relieve  the  patient’s  excessive  anxiety  and 
reduce  his  overreaction  to  stress,  it  also. 


at  the  same  time,  helps  to  control  hyper- 
secretion and  hypermotility,  thus  reliev- 
ing spasm  and  abdominal  discomfort. 

With  Librax,  the  dosage  schedule  is 
simple:  1 or  2 capsules,  t.i.d.  or  q.i.d., 
will  in  most  cases  bring  the  patient  sig- 
nificant relief  of  both  the  emotional  and 
physical  elements  that  contribute  to  his 
psychovisceral  disorder. 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows. 

INDICATIONS:  Indicated  as  adjunctive  ther- 
apy to  control  emotional  and  somatic  factors  in 
gastrointestinal  disorders. 

CONTRAINDICATIONS:  Patients  with  glau- 
coma; prostatic  hypertrophy  and  benign  blad- 
der neck  obstruction;  known  hypersensitivity 
to  chlordiazepoxide  HC1  and/or  clidinium 
bromide. 

WARNINGS:  Caution  patients  about  possible 


combined  effects  with  alcohol  and  other  CN 
depressants.  As  with  all  CNS-acting  drugs,  ca\ 
tion  patients  against  hazardous  occupations  r 
quiring  complete  mental  alertness  (e.g.,  operatir 
machinery,  driving).  Though  physical  and  ps 
chological  dependence  have  rarely  been  reportt 
on  recommended  doses,  use  caution  in  ai 
ministering  Librium  (chlordiazepoxide  hydn 
chloride)  to  known  addiction-prone  individua 
or  those  who  might  increase  dosage;  withdraw; 
symptoms  (including  convulsions),  followir 
discontinuation  of  the  drug  and  similar  to  tho< 
seen  with  barbiturates,  have  been  reported.  Uf 
of  any  drug  in  pregnancy,  lactation,  or  in  wome 
of  childbearing  age  requires  that  its  potenti; 
benefits  be  weighed  against  its  possible  hazard 
As  with  all  anticholinergic  drugs,  an  inhibitin 
effect  on  lactation  may  occur. 

PRECAUTIONS:  In  elderly  and  debilitatec 
limit  dosage  to  smallest  effective  amount  to  pn 
elude  development  of  ataxia,  oversedation  c 
confusion  (not  more  than  two  capsules  per  da 
initially;  increase  gradually  as  needed  and  tolei 


or  here. 


i).  Though  generally  not  recommended,  if 
ibination  therapy  with  other  psychotropics 
ns  indicated,  carefully  consider  individual 
rmacologic  effects,  particularly  in  use  of  po- 
rting drugs  such  as  MAO  inhibitors  and 
nothiazines.  Observe  usual  precautions  in 
sence  of  impaired  renal  or  hepatic  function, 
adoxical  reactions  (e.g.,  excitement,  stimula- 
i and  acute  rage)  have  been  reported  in  psy- 
ttric  patients.  Employ  usual  precautions  in 
itment  of  anxiety  states  with  evidence  of  im- 
ding  depression;  suicidal  tendencies  may  be 
ient  and  protective  measures  necessary.  Vari- 
: effects  on  blood  coagulation  have  been 
arted  very  rarely  in  patients  receiving  the 
g and  oral  anticoagulants;  causal  relation- 
) has  not  been  established  clinically. 

DVERSE  REACTIONS:  No  side  effects  or 
lifestations  not  seen  with  either  compound 
te  have  been  reported  with  Librax.  When 
>rdiazepoxide  hydrochloride  is  used  alone, 
wsiness,  ataxia  and  confusion  may  occur, 
:cially  in  the  elderly  and  debilitated.  These 


are  reversible  in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-volt- 
age  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally  with  chlordiaz- 
epoxide  hydrochloride,  making  periodic  blood 
counts  and  liver-function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary 
hesitancy  and  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diet. 


:wo  good  reasons 
or  prescribing 

LIBRAX* 

Each  capsule  contains  5 mg  chlordiaz- 
epoxide  HC1  and  2.5  mg  clidinium  Br. 


ROCHE 


LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Terramycin' 

(oxytetracycline) 


An  infection  of  rapid  onset  requiring 
prompt  attention.  Teenage  girl  with  chills, 
fever,  abdominal  pain,  backache  and 
nausea.  Frequent  and  urgent  urination 
with  burning.  On  examination  — tender- 
ness over  kidney.  Blood  count  and 
urinalysis  confirm  the  diagnosis:  acute 
pyelonephritis.  Treatment  is  initiated  with 
Terramycin.  Within  a few  days  of  follow- 
up therapy,  the  patient  is  markedly 
improved.  The  pretreatment  urine 
culture  shows  a strain  of  E.  coli  highly 
susceptible  to  Terramycin. 

Experience  has  shown  that  Terramycin 
offers  special  advantages  in  treating 
urinary  tract  infections  when  strains  of 
causative  bacteria  are  susceptible. 
Broad-spectrum  coverage  unaffected  by 
penicillinase.  Effective  tissue  levels  to  help 
reach  fociof  infection  in  renal  parenchyma. 
High  urine  levels— excreted  by  kidney 
in  active  form. 


Contraindicated:  In  individuals  hypersensitive  to  oxytetra- 
cycline. 

Warnings:  Reduce  usual  oral  dosage  and  consider  antibiotic 
serum  level  determinations  in  patients  with  impaired  renal 
function. 

Use  of  oxytetracycline  during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause  discoloration 
of  developing  teeth.  This  effect  occurs  mostly  during  long-term 
use  of  the  drug,  but  it  has  also  been  observed  in  usual  short- 
treatment  courses. 

During  treatment  with  tetracyclines,  individuals  susceptible 
to  photodynamic  reactions  should  avoid  direct  sunlight;  if 
such  reactions  occur,  discontinue  therapy. 

Note:  With  oxytetracycline,  phototoxicity  is  unknown  and 
photoallergy  very  rare. 

Precautions:  Use  of  broad-spectrum  antibiotics  occasionally 
may  result  in  overgrowth  of  nonsusceptible  organisms.  Where 
such  infections  occur,  discontinue  oxytetracycline  and  institute 
specific  therapy.  Increased  intracranial  pressure  in  infants  is 
a possibility.  Symptoms  disappear  upon  discontinuation  of 
therapy. 

Adverse  Reactions:  Nausea,  diarrhea,  glossitis,  stomatitis, 
proctitis,  vaginitis  and  dermatitis,  as  well  as  reactions  of  an 
allergic  nature,  may  occur  but  are  rare. 

Supply:*  Terramycin  Capsules:  oxytetracycline  HCI,  250  mg. 
and  125  mg.  Terramycin  Syrup:  calcium  oxytetracycline, 

125  mg.  per  5 cc.  Terramycin  Pediatric  Drops:  calcium 
oxytetracycline,  100  mg.  per  cc. 

* A 1 1 potencies  listed  are  in  terms  of  the  standard, 
oxytetracycline. 

More  detailed  professional  information  available  on  request. 


With  Terramycin,  you  have  the  assur- 
ance that  comes  with  choosing  an  agent 
physicians  have  depended  on  for  over  18 
years.  In  difficult  as  well  as  routine  cases, 
when  tests  reveal  susceptible  organisms, 
consider  Terramycin.  One  of  the  world’s 
most  widely  used  broad-spectrums. 


Terramycin 
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Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 
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W When  mixed  as 
r directed,  each  cc. 

will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 
of  llosone 

Erythromycin  Estolate 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Each  Pulvule 
erythromycin 
equivalent  to 
erythromycin 


contains 


estolate 


250  mg. 


base. 
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Carcinoma  of  the  Colon  in  Childhood t 

Branham  B.  Baughman,  M.D.,  F.A.C.S. 

Frankfort,  Kentucky 


A case  of  a 1 5-year-old  boy  with  obstruc- 
tive carcinoma  of  right  colon  is  described. 
After  many  complications  and  operations 
he  has  survived  three  years  without  re- 
currence or  metastases.  A thorough  re- 
view of  the  literature  has  been  made. 

In  1966  I reported  the  experience  of  a 
series  of  cases  of  cancer  of  the  colon  and 
rectum  operated  upon  over  the  past  25 
years.  This  disease  continued  to  he  the  first 
or  second  leading  cause  of  death  from  cancer 
in  Kentucky,  as  well  as  in  the  United  States, 
its  rival  being  cancer  of  the  lung. 

My  previous  series  of  cases  included  two 
young  men  under  30,  one  29  and  one  28. 
Since  the  above  series,  I have  operated  on 
seven  more  patients,  one  of  whom  was  a boy 
age  15.  His  case  was  rather  unusual  and  rare; 
it  is  the  subject  of  this  paper. 

Case  Report 

W.  L.  M.,  age  15,  was  seen  in  the  emergency 
room  of  the  King’s  Daughters  Hospital  on 
July  11,  1966.  He  first  became  ill  on  May 
23,  1966,  while  at  school,  with  cramp-like 
pains  in  the  upper  and  mid  abdomen.  The 
pains  were  of  short  duration  but  recurred 
daily  for  about  a week.  There  was  no  nausea 
or  vomiting  and  the  bowels  were  normal.  He 
improved  and  felt  well  for  two  or  three  weeks. 
The  pains  recurred,  became  worse  and  diarrhea 
developed.  He  was  seen  by  a physician  and 
received  medication.  Symptoms  continued  and 


+ Presented  before  the  Kentucky  Surgical  Society, 
Somerset,  Kentucky,  May  16,  1969. 
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surgical  consultation  was  advised.  Bowels  had 
not  moved  for  three  days  prior  to  admission 
and  nausea  and  vomiting  had  occurred.  Pain 
was  continuous  at  this  time. 

Physical  examination  revealed  a tall  thin 
boy  of  15  in  moderate  discomfort.  Temp. 
99.0°.  Abdomen  revealed  no  scars,  gener- 
alized distention,  no  masses,  bowel  sounds 
present  and  noisy.  Rectal  examination  nega- 
tive. RBC  4,800,000;  WBC  6,200;  Hb.  12^8; 
Stabs  18;  Segs  54;  L 26;  M 2;  Sed.  rate  21. 
X-ray  of  abdomen:  Distention  of  loops  of 
small  bowel  with  fluid  levels.  The  impression 
was  intestinal  obstruction  of  unknown  origin. 
The  following  morning  a barium  enema  was 
given  and  the  x-ray  report  was,  “obstruction 
of  the  mid-portion  of  the  ascending  colon,  due 
possibly  to  intussusception  or  tumor.” 

Shortly  after  this,  the  patient  was  operated 
on  through  a right  rectus  incision.  Cloudy 
fluid  was  present  and  marked  distention  of  the 
cecum  and  one-half  of  the  ascending  colon. 
The  entire  ileum  was  distended  to  a diameter 
of  two  to  three  inches.  The  cecum  was  enor- 
mous. Below  the  hepatic  flexure  a hard, 
irregular  intraluminal  mass  was  present.  The 
liver  appeared  normal  and  no  abnormal  glands 
were  found  in  the  mesentery. 

Because  of  the  distention,  the  cecum  was 
brought  out  through  a McBurney  incision  and 
decompression  was  accomplished  by  a large 
mushroom  catheter.  Decompression  was  satis- 
factory and  fairly  rapid  but  fever  and  signs  of 
peritonitis  developed. 

On  July  24,  1966,  the  patient  was  reoper- 
ated. Extensive  peritonitis  was  present,  as 
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FIG.  1.  Flat  plate;  day  of  admission;  showing  marked 
distension,  due  to  complete  obstruction  in  ascend- 
ing colon. 

well  as  a large  pelvic  abscess.  Adhesions  were 
freed,  the  abscess  drained,  abdomen  irrigated, 
then  a resection  of  the  terminal  ileum,  cecum, 
ascending  colon,  hepatic  flexure  and  part  of 
the  transverse  colon  was  done  and  an  end-to- 
end  ileotransverse  colostomy  was  performed, 
with  a wide  resection  of  mesentery.  Because 
of  the  extensive  peritonitis  a Joel  Baker  tube 
was  inserted  in  the  proximal  jejunum  and 
threaded  down  to  the  anastomosis  and  fixed 
in  place.  The  pelvis  was  adequately  drained. 

Pathological  diagnosis:  “mucinous  annular 
adenocarcinoma  with  metastasis  to  three  out  of 
15  nodes.” 

His  course  continued  stormy.  His  bowels 
began  to  move  promptly  and  continued  to  do 
so.  The  Baker  tube  was  removed  in  nine  days. 
Gastrograffin  by  mouth  passed  rapidly  through 
the  small  bowel  and  colon.  On  the  12th  day 
signs  of  a small  bowel  obstruction  developed, 
not  relieved  by  Miller-Abbott  tube. 

He  was  reoperated,  a pelvic  abscess  was 
drained  and  adhesions  were  freed.  Two  days 
later  he  was  reoperated  and  a large  hematoma 
was  evacuated  in  the  pelvis.  He  was  dis- 
charged August  31,  1966,  51  days  after  ad- 
mission. He  returned  to  high  school  September 
1966.  By  January,  1967,  he  had  gained  30 


pounds  and  was  playing  basketball.  At  this 
time,  as  on  each  succeeding  January  and 
July,  he  had  a thorough  examination,  a liver 
scan  and  a chest  x-ray,  all  of  which  showed 
no  evidence  of  recurrence  of  metastasis.  The 
most  recent  was  June,  1969,  at  which  time  he 
weighed  175  pounds  and  was  6'  2"  in  height. 

Comment 

This  unusual  and  complicated  case  has 
survived  almost  three  years  and  is  in  apparent 
good  health.  Cancer  of  the  colon  in  childhood 
is  extremely  rare3.  In  1967  only  76  cases  had 
been  reported,  excluding  those  associated  with 
familial  polyposis  and  ulcerative  colitis.  In 
seven  of  these  the  tumor  arose  from  the 
cecum  and  all  died  within  four  months. 
Sherman  et  al  reported  a nine  year  old  boy 
with  a cecal  cancer  who  appeared  well  one 
year  after  surgery4.  Obstruction  of  the  cecum 
and  right  colon  is  also  rare,  as  reported  by 
Thompson  and  Ward,  only  seven  of  their 
26  cases  showed  obstruction5.  Wilder  et  al  of 
the  Mayo  Clinic  found  20  cases  over  a 33- 
year  period  which  showed  obstruction  from 
right  colon  cancer6.  Obstructing  cancer  of  the 
right  colon  carries  a uniformly  poor  prognosis. 
Hickey  and  Hyde  found  only  1 1 .5  per  cent 


FIG.  2.  Barium  enema  day  after  admission  showing  site 
of  obstruction  in  ascending  colon. 
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five-year  survival  in  this  lesion7.  Cancer  in 
childhood  also  carries  a very  low  survival 
rate8. 

Miller  and  Liechty  had  only  six  of  33 
patients  under  30  alive  at  follow-up  and  17.8 
per  cent  alive  five  years  after  surgery9.  They 
had  one  patient  aged  15  and  another  age  18. 
Almost  70  per  cent  of  their  patients  were 
dead  within  two  years  after  diagnosis. 

Carrington  Williams,  Jr.  reported  three 
cases  in  children  aged  15  and  under,  all  of 
whom  were  dead  in  two  years10.  The  longest 
survival  which  could  be  found  was  four  years 
after  operation  reported  by  Webster. 

Rankin  and  Comfort11,  at  the  Mayo  Clinic 
from  1907  through  1926.  found  of  all  cases 
of  cancer  of  the  colon  and  rectum  only  one, 
aged  18,  which  was  the  youngest.  They  felt 
that  the  active  tissues  of  youth,  instead  of 
resisting  the  invasion  of  cancer,  invited  its 
spread  and  that  the  young  person  has  little 
chance  for  longevity. 

Fowler12  observed  21  patients  under  26 
years  of  age  at  the  Mayo  Clinic  from  1914 
through  1923  with  colorectal  cancer  who  had 
surgery.  Sixteen  of  19  traced  had  died  by 
1926. 

Bacon  and  Sealy13  in  a review  of  123 
cases  of  cancer  of  the  colon,  rectum  and 
anus  in  patients  under  20  years  of  age,  felt 
that  there  was  no  chance  for  cure. 

Johnson  et  al  studied  169  patients  from 
1925  through  1954,  age  16  through  29,  with 
adenocarcinoma  at  the  Mayo  Clinic.  Ninety- 
five  were  operated  on.  Seventy-five  were  dead 
eight  years  after  surgery.  Four  under  20  were 
living  10  to  20  years  later. 

Hoerner15  in  1958  collected  73  cases  of 
carcinoma  of  the  colon  and  189  of  the  rectum 
in  patients  under  20,  published  between  1865 
and  1958. 

Sessions  and  others10  found  11  cases  out  of 
761  from  1925  to  1960  under  the  age  of  20. 
Only  two  of  these  lived  as  long  as  44  months. 

Ruderman17  in  1960  reported  the  case  of  a 
boy,  aged  11,  with  cancer  of  the  ascending 
colon.  He  died  within  a year  of  operation. 

Perkel  and  Alaghemond18  reported  six  cases 
of  cancer  of  the  large  bowel  under  20  in 
1962.  Of  these  five  died  in  less  than  a year. 
One,  aged  10,  lived  three  and  one-half  years 
and  died. 

Salem  and  Postlethwait19  found  five  cases 
of  carcinoma  of  the  large  bowel  under  20  in 
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FIG.  3.  Boker  tube  in  place.  Gastrograffin  by  mouth 
going  promptly  Into  colon. 

the  past  28  years  at  Duke  Medical  Center. 
One  was  alive  at  16  months  and  the  other  25 
months  after  operation. 

Obrien20  in  1967  reported  the  case  of  a 
girl  16  with  carcinoma  of  the  sigmoid  alive 
and  well  six  years  after  resection.  He  states 
that  this  is  the  third  long  term  survival  in 
patients  under  20  with  carcinoma  of  the  colon 
reported  in  the  literature. 

McSherry,  Cornell  and  Glenn21  in  April, 
1969,  reported  on  1625  cases  of  carcinoma 
of  the  colon  and  rectum.  They  had  one 
patient  age  20,  which  was  the  youngest,  and 
20  under  the  age  of  30. 

Summary 

Cancer  of  the  colon  in  children  under  18 
is  extremely  rare.  A careful  search  of  the 
literature  reveals  76  cases.  It  is  two  or  three 
times  more  common  in  the  left  colon  than  the 
right.  Fifty  per  cent  or  more  of  cases  are  of 
the  mucinous  or  colloid  variety.  Practically 
all  cases  have  involvement  of  regional  lymph 
nodes  at  the  time  of  surgery.  Survival  is 
extremely  rare.  Three  cases  of  long  term 
survival  have  been  found  in  the  literature 
through  1967,  one  having  lived  eight  years, 
one  seven,  and  one  four  years  after  surgery. 
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My  case  is  the  fourth  survival  and  the  77th 
case  of  cancer  of  the  large  bowel  18  years  of 
age  and  under. 

Survival  after  obstruction  of  the  right  colon 
is  most  unusual. 

The  diagnosis  is  usually  made  only  at 
operation. 

A case  of  cancer  of  the  right  colon  with 
obstruction  in  a boy  of  15,  with  numerous 
complications,  with  metastasis  to  regional 
nodes  and  with  five  operations  is  reported  in 
detail.  He  has  survived  almost  three  years 
without  evidence  of  metastasis,  having  been 
examined  and  having  chest  x-rays  and  liver 
scans  made  every  six  months  and  having 
gained  45  pounds  since  surgery.  He  appears 
to  be  in  excellent  health. 

The  treatment  of  the  disease  is  similar  to 
that  in  adults — radical  resection  of  bowel  and 
mesentery,  with  restoration  of  bowel  contin- 
uity, in  one-stage  if  possible,  although  at 
times,  as  in  this  case,  a two-stage  procedure 
for  decompression  may  be  required. 
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Hydroxyurea:  A New  Agent  for  the 
Management  of  Refractory  Psoriasis  t 

J.  W.  Yarbro,  M.D.,  Pli.D.*  and  Ullin  W.  Leavell,  M.D.** 

Lexington,  Kentucky 


Hydroxyurea  is  a new  agent  which  is 
effective  in  the  control  of  refractory 
psoriasis.  The  drug  appears  to  have  less 
toxic  manifestations  than  methotrexate 
and  is  at  least  equally  efficacious. 

Psoriasis,  although  often  mild,  may  on 
occasion  produce  an  incapacitating  der- 
matitis or  a crippling  arthritis  which  is 
refractory  to  conventional  therapy.  Further- 
more, the  emotional  reaction  of  the  patient, 
especially  the  female  patient,  to  this  disease 
may  in  itself  be  far  out  of  proportion  to  the 
extent  of  involvement.  Therefore,  on  occasion, 
in  selected  patients,  one  may  justify  the  use 
of  a therapeutic  agent  which  carries  more  than 
the  ordinary  risk  of  side  effects.  One  such 
agent,  methotrexate,  a folic  acid  antagonist,  is 
currently  in  wide  use. 

In  1951,  Gubner  et  al.1  fortuitously  dis- 
covered that  psoriatic  skin  lesions  cleared  in 
a patient  treated  with  aminopterin,  a folic 
acid  antagonist.  Subsequently,  Rees  et  al.2'  3 
reported  excellent  responses  of  psoriasis  to 
this  treatment.  In  1958,  Edmundson  and 
Guy4  reported  the  use  of  methotrexate,  also 
a folic  acid  antagonist,  but  an  agent  with  much 
less  toxicity  than  aminopterin.  Subsequently, 
methotrexate  has  been  extensively  used  by  a 
variety  of  investigators515.  Its  use,  however,  has 
consistently  been  associated  with  side  effects 
of  varying  severity.  Early  in  the  use  of  folic 
acid  antagonists  for  leukemia,  hepatic  fibrosis 
was  observed10  and  this  has  been  repeatedly 
confirmed17’  1S.  Recently,  three  patients  re- 
ceiving long-term  therapy  for  psoriasis  with 
methotrexate  have  been  reported  to  develop 
cirrhosis19.  Other  adverse  reactions  associated 
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with  methotrexate  therapy  for  psoriasis  have 
also  been  reported,  including  malabsorption 
syndrome12,  Candida  septicemia  with  death10, 
nausea,  vomiting  and  leukopenia14,  stomatitis15, 
and  death  from  bone  marrow  depression20. 
Toxicity  has  been  associated  even  with  the 
very  low  dose  regimens15. 

Because  of  its  toxicity,  methotrexate  has 
been  reserved  for  the  severe  refractory  psoria- 
tic patient  and,  even  then,  is  used  with  some 
trepidation.  Therefore,  the  availability  of 
another  agent  less  toxic,  but  equally  effective, 
would  be  of  considerable  value  in  the  manage- 
ment of  these  patients. 

Although  hydroxyurea  was  synthesized  a 
century  ago21,  it  was  not  until  recently  that  it 
was  shown  to  be  an  effective  agent  in  chronic 
myelogenous  leukemia22.  Hydroxyurea  is  a 
selective  inhibitor  of  DNA  synthesis23  and  this 
effect  is  rapidly  reversible  after  therapy  is 
discontinued  so  that  the  reduced  white  blood 
count  produced  by  large  doses  returns  prompt- 
ly to  normal24.  Side  effects  have  been  minimal 
and  platelet  depression  is  less  than  with  most 
other  chemotherapeutic  agents24. 

During  the  course  of  long-term  therapy  of 
chronic  myelogenous  leukemia  with  this  agent, 
a peculiar  thinning  of  the  skin  of  the  dorsum 
of  the  hands  was  noted.  This  observation, 
together  with  the  effectiveness  of  methotrexate 
in  psoriasis,  led  to  a trial  of  hydroxyurea  in 
psoriasis.  The  first  two  patients  selected  for 
study  in  1965  showed  a dramatic  response  to 
therapy25.  This  led  to  controlled  double-blind 
c'inical  trials  now  in  progress. 

The  purpose  of  this  report  is  to  present  a 
patient  with  severe  psoriasis  who  demonstrated 
dramatic  improvement  over  a short  course  of 
therapy  with  hydroxyurea. 

Case  Report 

A.V.S.,  (#1281120),  a 71-year-old  male 
was  admitted  to  the  University  of  Kentucky 
Medical  Center  with  severe  psoriasis  of  four 
years  duration  over  his  entire  body,  which  was 
extremely  pruritic,  excoriated  and  bleeding, 
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and  had  been  refractory  to  all  conventional 
therapy,  including  a course  of  methotrexate 
given  elsewhere.  His  past  history  and  physical 
examination  were  essentially  unremarkable 
except  for  obesity  and  the  extensive  psoriatic 
lesions.  The  entire  body  surface  was  covered 
with  erythematous  scaling  lesions  (Fig.  1) 
which  varied  between  0.5  and  6.0  cm  in 
diameter.  The  scale  was  pearly  white  in  color 
and,  when  removed,  small  pinpoint  bleeders 
were  noted.  There  was  no  undermining  or 
friability  of  the  nails.  Over  the  legs,  many  of 
the  lesions  were  confluent,  forming  large 
plaques.  The  skin  was  very  dry  and  in  some 
areas  there  were  bleeding  fissures  and  excoria- 
tions. 


FIG.  1.  This  illustrates  a typical  elevated  scaling  annular 
lesion  on  the  abdomen  which  measured  6.0  cm 
by  3.0  cm.  The  picture  was  taken  before  treat- 
ment with  hydroxyurea. 

Therapy  was  begun  with  hydroxyurea  in  a 
dose  of  1 gm  t.i.d.  and  continued  for  eight 
days.  A transient  leukopenia  was  observed 
with  the  white  blood  count  returning  to  normal 
by  the  eighteenth  day  at  which  time  therapy 
with  hydroxyurea  in  a dose  of  0.5  gm  b.i.d. 
was  begun.  At  no  time  did  the  patient  develop 
nausea,  vomiting  or  other  side  effects  of 
therapy.  Following  institution  of  therapy,  con- 
trol of  pruritus  was  immediate  and  response  of 
the  psoriatic  lesions  was  dramatic.  Each  day 
a decrease  in  the  scaling,  elevation  and 
erythema  of  the  lesions  could  be  seen.  The 
fissures  and  bleeding  cleared.  Two  weeks 
after  hydroxyurea  was  started,  the  entire  skin 
surface  was  clear  except  for  a trace  of  the 
previously  involved  areas  (Fig.  2). 

Shown  in  Figure  3 is  a skin  biopsy  taken 
at  the  time  of  initiation  of  therapy.  This 
section  shows  marked  thickening  of  the  epi- 
dermis, parakeratosis,  acanthosis  and  club- 
like downward  projections  of  the  epidermis. 


FIG.  2.  The  same  lesion  as  Figure  1 after  two  weeks 
treatment  with  hydroxyurea.  The  lesion  is  flat  and 
there  is  no  scale.  Only  a trace  of  the  lesion 
remains. 

Polymorphonuclear  leukocytes  may  be  seen  in 
epidermal  cells  and  a typical  microabscess  is 
present  in  the  epidermis.  Figure  4 illustrates 
a skin  biopsy  from  the  same  site  after  two 
weeks  of  therapy.  The  dramatic  thinning  of 
the  epidermis  is  seen.  After  hydroxyurea  the 
epidermis  was  reduced  to  about  one-fifth  the 
pre-treatment  thickness.  By  cell  count  the 
epidermis  was  reduced  from  50  cells  to  15 
cells  thickness.  In  the  biopsy  taken  after 
treatment  no  parakeratosis,  acanthosis,  micro- 
abscess or  increase  in  mitotic  figures  were 
seen.  A summary  of  the  dramatic  clearing  of 
clinical  and  pathological  findings  may  be  seen 
in  Table  1. 

Discussion 

This  case  illustrates  the  excellent  response 
and  minimal  toxicity  which  characterize  the 
use  of  hydroxyurea  in  psoriasis. 


FIG.  3.  Biopsy  of  a psoriatic  lesion  before  treatment  with 
hydroxyurea.  There  is  parakeratosis,  dub-like 
acanthosis  and  marked  thickening  of  the  epidermis. 
Polymorphonuclear  leukocytes  are  found  inside 
epidermal  cells  forming  small  pustules.  Occasional 
mitotic  figures  are  seen.  (Hematoxylin  and  Eosin 
x 90.) 
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It  is  not  surprising  that  hydroxyurea,  a 
specific  inhibitor  of  DNA  synthesis,  should 
have  this  effect.  Weinstein  and  Van  Scott20 
have  reported  much  faster  growth  of  the  epi- 
dermal cells  in  psoriasis  than  in  normal  cells. 
Whereas  the  time  required  for  a cell  after 
division  at  the  base  of  the  epidermis  to  mi- 
grate upward  through  the  stratum  malpighii  is 
normally  13  days,  in  psoriasis  this  migration 
is  accelerated  to  48  hours.  It  is  known  that 
hydroxyurea  is  a potent  inhibitor  of  skin 
growth  in  the  mouse27,  and  thus,  the  clinical 
response  seen  in  patients  with  psoriasis  is  to 
be  expected. 

Two  questions  have  yet  to  be  resolved: 
First,  is  this  agent  more  selective  than  metho- 
trexate? That  is,  does  it  suppress  growth  of 
skin  cells  to  a greater  degree  relative  to  other 
cells  of  the  body  than  does  methotrexate? 
And,  second,  the  practical  corollary  of  the 
above  theoretical  question:  Will  hydroxyurea 
produce  less  clinical  toxicity  than  metho- 
trexate? Laboratory  and  clinical  investigations 
are  currently  in  progress  to  answer  these 
questions. 


FIG.  4.  Biopsy  of  a psoriatic  lesion  taken  after  two  weeks 
treatment  with  hydroxyurea.  The  epidermis  is  about 
one-fifth  os  thick  as  it  was  before  treatment. 
There  is  no  parakeratosis,  acanthosis  or  micro- 
abscess as  were  present  before  treatment.. 
(Hematoxylin  and  Eosin  x 90.) 

Finally,  a note  of  cauticn:  Hydroxyurea  is 
a potent  metabolic  inhibitor  and  the  absence 
of  significant  clinic  1 toxicity  to  date  does  not 
preclude  the  possibility  of  complications  if  this 
agent  is  used  indiscriminately  in  large  numbers 
of  patients.  Psoriasis,  regardless  of  its  toll  in 
human  physical  and  mental  suffering,  remains 
a benign  disease.  Hydroxyurea,  like  metho- 
trexate, should  be  used  only  in  refractory 
cases,  under  careful  observation  of  white  blood 
count  and  other  parameters,  never  in  a woman 
who  may  become  pregnant  or  a man  who 


may  father  a child  while  on  therapy,  and  only 
after  a careful  explanation  to  the  patient  of 
the  potential  risks  associated  with  anti-meta- 
bolite therapy  and  the  fact  that  such  therapy 
is  new  and  not  standard. 

TABLE  i 

Clinical  and  pathological  alterations  of  psoriasis  which 
cleared  after  two  weeks  of  therapy  with  hydroxyurea. 

Clinical  changes  of  skin  Microscopic  changes  of  skin 


Elevation 

Erythema 

Scaling 

Fissures 

Bleeding 


Parakeratosis 
Epidermal  Thickening 
Acanthosis 
Microabcesses 
Increased  Mitotic  Figures 


Summary 

Hydroxyurea,  an  inhibitor  of  DNA  synthe- 
sis, is  an  effective  agent  for  the  control  of 
chronic  myelogenous  leukemia  and  acts  by 
suppressing  the  rate  of  cell  division.  Psoriasis 
is  associated  with  a rapid  rate  of  cell  division 
in  the  epidermis.  A case  of  severe  psoriasis, 
refractory  to  conventional  therapy,  including 
methotrexate,  is  presented  in  which  excellent 
response  was  obtained  with  hydroxyurea  given 
orally.  Hydroxyurea  may  be  less  toxic  in  pro- 
longed use  than  is  methotrexate  and  may 
provide  a valuable  tool  for  the  management 
of  the  severe  psoriatic. 
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Percutaneous  Catheterization  of  the  Subclavian 
Vein  In  Various  Clinical  Situations! 

Sam  D.  Weakley,  Jr.,  M.D.  and  E.  Truman  Mays,  M.D. 

Louisville,  Kentucky 


The  subclavian  vein  is  a constant  and 
convenient  site  for  percutaneous  cannuli- 
zation.  The  high  volume  flow  rate  in  this 
vein  prevents  the  usual  complications  of 
indwelling  venous  catheters.  The  sub- 
clavian catheter  is  a useful  adjunct  in 
promoting  patient  care  and  comfort. 

In  the  practice  of  hospital  medicine  today, 
physicians  utilize  the  venous  circulation  daily 
for  administering  fluids  and  medications,  for 
withdrawing  blood  samples  and  for  monitoring 
venous  pressure.  Surgical  exposure  of  a vein 
and  the  insertion  of  a catheter  is  often  neces- 
sary when  simple  venipuncture  cannot  be 
accomplished.  The  introduction  of  the  poly- 
ethylene catheter  in  1945  provided  a stable  and 
durable  route  to  the  venous  circulation.  The 
availability  of  commercially  prepared  needles 
and  sterile  catheters  for  percutaneous  insertion 
has  greatly  increased  the  use  of  the  polyethy- 
lene venous  catheter.  Busy  physicians  and 
house  officers  have  found  the  “angiocath”  and 
“intracath”  extremelv  helpful  and  timesaving 
devices. 

Although  an  integral  part  of  patient  care, 
these  procedures  all  have  their  complications. 
“Cutdowns”  nearly  always  become  infected1. 
Catheter  sepsis  is  a major  problem  in  hospital 
medicine2’  3.  Thrombophlebitis  is  frequent  and 
the  hazards  of  thrombo-embolic  phenomena 
are  always  present.  Patient  discomfort  from 
prolonged  immobilization  and  splinting  of  the 
extremities  is  distressing.  Infusion  of  hyper- 
tonic solutions  in  peripheral  veins  causes 
chemical  irritation,  thrombosis,  and  chemical 
necrosis.  To  prevent  these  unfortunate  and 
dangerous  complications,  large  veins  with  high 
volume  flow  must  be  utilized. 

t From  the  department  of  surgery,  University  of 
Louisville  School  of  Medicine  and  the  Baptist  Hos- 
pitals, Oghomosho,  Nigeria  and  Louisville,  Kentucky. 
Presented  before  the  combined  meeting  of  the  Ken- 
tucky Surgical  Society  and  the  Kentucky  Chapter  of 
the  American  College  of  Surgeons,  Somerset,  Ken- 
tucky, May  16-17,  1969. 


The  purpose  of  this  paper  is  to  focus  atten- 
tion on  the  subclavian  vein  as  a constant  and 
convenient  site  for  percutaneous  cannulization 
and  to  recommend  this  technique  as  a valuable 
tool  in  patient  care  and  management. 

Anatomy 

The  subclavian  vein  begins  at  the  outer 
border  of  the  first  rib  and  unites  with  the 
jugular  vein  behind  the  sternal  end  of  the 
clavicle  to  become  the  brachiocephalic 
(innominate)  vein.  In  front  it  is  intimately 
related  to  the  medial  third  of  the  clavicle  and 
the  subclavius  muscle.  The  anterior  wall  of 
the  vein  is  united  to  the  fascia  of  this  muscle. 

The  subclavian  artery  is  behind  and  slightly 
above.  Both  the  artery  and  vein  are  closely 
related  as  they  lie  in  their  respective  grooves 
on  the  superior  surface  of  the  first  rib.  They 
are  separated  from  each  other  medially  by  the 
anterior  scalene  muscle. 

Near  its  termination  it  is  united  to  the 
middle  layer  of  deep  cervical  fascia  behind 
which  it  lies.  As  a result  of  these  connections 
the  vein  does  not  collapse  and  its  lumen  is 
enlarged  by  movements  of  inspiration  and 
raising  the  arms.  These  relationships  emphasize 
the  enclosure  of  the  vein  throughout  its  length 
by  rigid  structures  that  prevent  the  rolling, 
collapse  and  escape  which  makes  venipuncture 
of  the  external  jugular  and  other  peripheral 
veins  so  very  difficult  at  times. 

The  brachial  plexus  is  behind  and  above 
and  separated  from  the  vein  by  the  sub- 
clavian artery.  The  dome  of  the  pleura  is  be- 
hind the  artery  and  separated  from  both  the 
artery  and  vein  by  Gibson’s  fascia — a coarse 
domelike  expansion  of  fascia  and  muscle 
fibers  extending  from  the  inner  border  of  the 
first  rib  over  the  cupola  of  the  parietal  pleura 
and  attached  behind  to  the  anterior  border  of 
the  transverse  process  of  the  seventh  cervical 
vertebra. 

Technique 

Familiarity  with  the  anatomy  of  the  sub- 
clavian vein  is  an  absolute  prerequisite.  Those 

December  1969  • The  Journal  of  i 


902 


Percutaneous  Catheterization — Weakley  and  Mays 


FIG.  1.  Supraclavicular  approach  to  the  subclavian  vein,  a.)  45°  angle  with  the  midsagittal  plane,  b.)  15° 

angle  with  the  coronal  plane. 


who  undertake  this  procedure  should  have, 
somewhere  in  their  careers,  experience  in 
cadaver  dissection.  Paramedical  personnel 
without  experience  in  anatomical  dissections 
should  not  undertake  this  procedure.  Au- 
bainac4  first  introduced  this  technique  in 
1952.  There  are  two  sites  at  which  each  sub- 
clavian is  readily  accessible  for  percutaneous 
cannulation.  One  is  a supraclavicular  approach 
and  the  other  infraclavicular.  This  means  that 
on  every  patient  there  are  four  sites  for 
subclavian  catheterization. 

A small  sterile  tray  contains  towels,  a 2-inch 
14  gauge,  thin-wall  Becton-Dickinson  needle; 
a 5 or  10  cc.  syringe;  a 12-inch  length  of 
polyethylene  catheter  (Intramedic  P.E.  190 
Clay-Adam,  Inc.,  New  York,  New  York); 
and  a blunt-tipped  needle  to  fit  into  the  end 
of  the  catheter.  An  alternate  method  that  we 
have  begun  to  use  more  and  more,  utilizes 
the  Deseret  Intracath  which  has  a 14  gauge, 
two  inch  needle.  (C.R.  Bard,  Inc.,  Murray 
Hill,  N.J.,  catalogue  no.  1514.)  This  set  comes 
as  a sterile  unit  ready  for  use  and  has  the  ad- 
vantage that  the  catheter  is  radiopaque. 

The  patient  should  always  be  lying  flat  in  a 
slightly  head-down  position.  The  head  is 
slightly  extended  and  turned  to  the  opposite 
side.  This  makes  the  cleidomastoid-clavicular 
angle  obvious.  The  14  gauge  needle  is  in- 
serted at  the  apex  of  this  angle  at  45°  away 
from  the  midsagittal  plane.  The  barrel  of  the 
syringe  is  depressed  10-15°  below  the  mid- 
coronal plane  and  the  needle  advanced.  (Fig. 
1 ) The  stylet  is  removed  after  penetrating  the 
skin  and  gentle  suction  applied  on  the  syringe 
as  the  needle  is  advanced  into  the  vein.  A 
free  flow  of  blood  indicates  successful  punc- 
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ture.  The  syringe  is  removed  and  the  thumb 
placed  over  the  hub  of  the  needle.  The 
polyethylene  catheter  is  threaded  through  the 
needle  into  the  vein  and  the  needle  removed, 
allowing  the  catheter  to  remain  behind  in  the 
vein.  For  the  infraclavicular  puncture  a site  is 
chosen  at  the  midpoint  of  the  clavicle  and  the 
needle  passed  slowly  beneath  the  clavicle 
parallel  to  the  bed  or  midcoronal  plane  aiming 
the  tip  of  the  needle  to  a point  2 cm.  cephalad 
to  the  sternal  notch.  (Fig.  2)  The  syringe  is 
gently  aspirated  as  the  needle  is  advanced 
until  a sudden  free  flow  of  blood  is  obtained 
and  the  catheter  inserted. 

Once  the  catheter  is  in  place  it  is  connected 
to  a venous  monitor  or  intravenous  drip.  The 
catheter  is  anchored  to  the  patient  by  tearing 
a 2-inch  adhesive  strip  down  the  center  to 
form  a “Y”.  One  limb  of  the  “Y”  extends  up 
onto  the  polyethylene  cannula  to  completely 
surround  and  secure  it  permanently.  The 
other  limb  of  the  “Y”  extends  on  across  the 
clavicle  and  shoulder.  Additional  cross  straps 
of  adhesive  secure  the  “Y”  to  the  chest  wall. 
If  it  is  not  desirable  to  administer  fluids  or 
monitor  pressure,  catheter  patency  is  main- 
tained by  attaching  a syringe  filled  with  saline 
and  anchoring  it  to  the  anterior  chest  wall 
with  adhesive  strapping.  Serial  venous  blood 
samples  are  drawn  when  indicated. 

It  is  advantageous  to  both  physician  and 
patient  that  he  become  familiar  with  the 
supraclavicular  and  infraclavicular  approach. 
Some  advocate  one  approach  to  the  exclusion 
of  the  other,  but  we  believe  that  one  should 
be  thoroughly  familiar  with  both  the  supra- 
and  infraclavicular  approach.  If  unable  to  punc- 
ture the  vein  on  one  or  two  passes,  a new 
site  should  be  selected  and  a new  attempt 
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made.  Most  thin  patients  permit  easy  success 
from  any  of  the  four  sites  mentioned.  In  the 
very  obese  patient,  a fat  pad  may  be  present 
between  the  subclavius  muscle  and  the  vein. 
In  such  instances  allowance  must  be  made  in 
the  infraclavicular  approach  and  the  needle 
inserted  at  approximately  a 45°  angle  rather 
than  parallel  to  the  coronal  plane. 

Clinical  Material 

Our  experience  with  this  procedure  consists 
of  112  successful  catheterizations  and  four 
attempts  to  pass  the  catheter  into  the  sub- 
clavian vein  that  were  unsuccessful.  Complica- 
tions from  this  procedure  have  been  minor. 
There  were  four  inadvertent  punctures  of  the 
subclavian  artery.  There  were  no  serious 
sequelae  in  any.  More  serious  complications 
have  been  reported.  These  consist  of  hemo- 
thorax, tension  pneumothorax,  subcutaneous 
emphysema,  brachial  plexus  injury,  septicemia, 
intrapleural  administration  of  fluids,  puncture 
of  subclavian  artery,  subcutaneous  hematoma 
and  catheter  embolus5-  e-  7. 

We  simply  wish  to  point  out  that  ours  is  a 
personal  series  in  which  all  catheters  were 
placed  by  one  of  the  two  authors,  that  meti- 
culous care  was  taken  in  placement  and 
maintenance  of  these  catheters,  and  that  the 
anatomical  planes  and  angles  outlined  under 
“Technique”  were  adhered  to  strictly.  This  is 
the  only  explanation  we  offer  in  explaining 
our  small  number  of  insignificant  complica- 
tions. 

We  present  three  of  our  patients  in  a very 
brief  manner  in  order  to  illustrate  the  various 
kinds  of  clinical  situations  in  which  this  pro- 
cedure is  helpful  to  the  physician. 

Case  I:  L.M.G.,  age  68,  was  admitted  to 
the  Kentucky  Baptist  Hospital  on  October  28, 
1968,  with  the  complaint  of  abdominal  cramp- 
ing pain.  His  abdomen  was  slightly  distended 
and  tympanitic.  Blood  pressure  was  130/80 
mm.  Hg.  A urinalysis  showed  30  to  40  wbc. 
and  the  urine  culture  produced  2,500  colonies 
of  E.  coli. 

The  patient  was  uncooperative  and  refused 
a colon  study  with  barium.  On  November  2, 
he  had  a sudden  shaking  chill,  spiked  a tem- 
perature of  103°  F,  became  confused  and 
developed  diarrhea.  Hypotension  and  oligemia 
followed  quickly.  A blood  culture  grew  E.  coli 
and  the  sensitivity  pattern  was  the  same  as  the 
E.  coli  cultured  from  the  urinary  tract. 


A subclavian  catheter  was  inserted  and 
large  volumes  of  saline  solutions  were  admin- 
istered rapidly  while  monitoring  the  central 
venous  pressure.  Sodium  cephalothin  and 
hydrocortisone  sodium  succinate  were  added 
to  the  fluids.  He  responded  with  an  improve- 
ment in  circulation  and  urine  output,  and  the 
temperature  came  down  slowly. 

On  November  7,  1968,  he  had  a similar 
episode  of  hypotension,  oligemia  and  fever 
after  a shaking  chill,  and  again  had  positive 
blood  cultures  for  E.  coli.  The  subclavian 
catheter  was  still  in  place  and  he  was  treated 
in  exactly  the  same  manner  as  five  days  be- 
fore during  the  first  episode  of  gram-negative 
septicemia.  Again  he  responded  to  this  man- 
agement and  by  November  13  he  was  afebrile, 
taking  an  oral  diet,  and  doing  well.  He  per- 
sistently refused  suggestions  for  investigative 
examination  and  finally  signed  out  of  the 
hospital  against  medical  advice.  The  sub- 
clavian catheter  remained  in  situ  ten  days 
without  evidence  of  thrombophlebitis  or  throm- 
bo-embolic  phenomena. 

Case  II:  J.K.,  age  71,  male,  Kentucky 
Baptist  Hospital  #450-842.  This  elderly  gentle- 
man was  admitted  September  14,  1968,  in 
hemorrhagic  shock  caused  by  rupture  of  an 
abdominal  aortic  aneurysm.  His  abdomen  was 
distended  and  tender.  Blood  pressure  in  the 
arm  was  60/40  mm.  Hg.  and  his  skin  was 
moist  and  clammy.  In  the  operating  room 
under  general  anesthesia  the  aneurysm  was 
resected  and  the  terminal  aorta  reconstructed 
with  a knitted  dacron  bifurcation  graft.  He 
received  four  units  of  blood  during  this  pro- 
cedure. A large  Meckel’s  diverticulum  was 
resected  at  this  time  also. 

During  the  first  24-hour  period  his  urine 
output  was  970  cc.  and  peripheral  pulses 
distal  to  the  arotic  graft  were  bounding  and 
full.  In  the  next  24-hour  period  his  urine 
output  was  202  cc.  and  he  had  a marked 
hemoglobinuria  with  a metabolic  acidosis 
(blood  pH  7.29,  COL>  64  vols  per  cent,  BUN 
68  mg  per  cent,  K 4.9  meq./L).  It  was  felt 
that  this  represented  the  response  of  shocked 
kidneys  to  a mismatched  blood  transfusion.  A 
subclavian  catheter  was  inserted  percutaneous- 
ly  and  500  cc.  of  50  per  cent  dextrose  given 
slowly  over  a 24-hour  period  to  provide  maxi- 
mum calories  for  protein  sparing  effect  with 
limited  fluid  replacement.  Sodium  bicarbonate 
was  given  to  correct  the  metabolic  acidosis 
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and  nandrolone  phenpropionate  to  obviate 
protein  breakdown.  He  was  digitalized  with 
deslanoside. 

The  third  postoperative  day  fluids  were 
again  restricted  and  calories  administered  by 
500  cc.  50  per  cent  dextrose.  His  hourly  urine 
output  ranged  5-9  cc.  Plans  were  formulated 
to  insert  a temporary  external  silastic  arter- 
iovenous shunt  in  the  forearm  to  be  used  in 
hemodyalysis  since  all  signs  pointed  to  acute 
tubular  necrosis. 

However,  by  the  fourth  day  he  entered  the 
diuretic  phase  and  his  24-hour  urine  output 
increased  to  1037  cc.  He  was  still  acidotic 
(pH  7.2)  and  uremic  (BUN  108).  Serum 
potassium  was  4.8  meq./L.  Sodium  bicarbo- 
nate and  500  cc.  of  50  per  cent  dextrose  were 
again  administered  intravenously.  His  diuretic 
phase  continued  on  the  fifth,  sixth  and  seventh 
hospital  days.  The  urine  output  was  replaced 
with  intravenous  physiologic  saline.  His  BUN 
rose  to  a peak  of  134  by  the  sixth  day  and  then 
began  to  subside.  Serum  potassium  never  rose 
above  4.9  meq./L.  He  was  discharged  on 
October  3,  1968,  with  strong  lower  extremity 
pulses  and  a BUN  of  58.  Three  months  later 
his  BUN  was  22  and  Creatinine,  1.8.  Nine 
months  later  he  was  asymptomatic  and  mow- 
ing his  lawn  without  claudication. 

Case  III : H.O.,  age  65,  female,  Ogbomosho 
Baptist  Hospital.  This  African  lady  was  ad- 
mitted as  an  emergency  in  April,  1967.  She 
had  acute  onset  of  severe  epigastric  pain  a 
week  before  admission.  The  pain  has  subsided 
slowly  but  increasing  dyspnea  and  orthopnea 
developed  followed  by  ankle  edema.  She  had 
a tachycardia  of  140  beats  per  minute  and 
temperature  of  101°  F.  Moist  rales  were  pre- 
sent in  both  lung  fields  posteriorly.  She  was 
dyspneic  in  a sitting  position.  The  abdomen 


was  slightly  distended  and  there  was  exquisite 
tenderness  in  the  right  upper  quadrant  with 
spasm  of  the  abdominal  musculature  localized 
in  this  area.  A leukocytosis  was  present  and 
a mild  anemia. 

A subclavian  catheter  inserted  percutane- 
ously  showed  the  central  venous  pressure 
(CVP)  to  be  30  cm.  saline.  Deslanoside  0.8 
mg.  was  administered  intravenously  and  the 
CVP  monitored.  Right  atrial  pressure  fell 
rapidly  to  6 cm.  saline  within  15-30  minutes 
and  the  patient  was  able  to  comfortably  lie 
supine  without  respiratory  distress.  Heart  rate 
slowed  to  100  beats/min.  She  was  taken  to 
the  operating  room  and  a spinal  anesthetic 
given  in  the  lumbar  area.  This  was  supple- 
mented by  intercostal  nerve  blocks.  A cho- 
lecystectomy was  accomplished  through  a right 
subcostal  incision.  The  gallbladder  was  acutely 
inflammed.  The  wall  was  thick  and  whitish- 
gray  with  areas  of  erythema  and  petechicial 
hemorrhage.  Some  areas  were  becoming 
ischemic  with  impending  gangrene. 

Her  postoperative  course  was  uneventful. 
Additional  deslanoside  was  given  in  0.4  mg. 
increments  at  8-hour  intervals.  The  subclavian 
catheter  was  removed  after  seven  days.  She 
showed  no  further  signs  of  cardiac  decompen- 
sation and  was  discharged  home  by  the  eighth 
postoperative  day. 


Comment 

All  of  us  have  witnessed  the  discomfort  of 
a patient  immobilized  for  long  hours  with  the 
arm  strapped  to  a board  while  an  incessantly 
slow  drip  of  intravenous  fluids  monotonously 
irritates  the  patient  to  the  point  of  exhaustion. 
By  using  the  subclavian  catheter,  patient  dis- 
comfort from  prolonged  immobilization  is  no 
longer  a problem  because  complete  freedom 
of  movement  of  the  hands  and  arms  is  per- 


FIG.  2.  Infradavicular  approach,  a.)  needle  and  syringe  are  parallel  to  patient  or  bed  (coronal  plane)  and 

the  patient  is  supine  with  head  turned  to  the  right,  b.)  the  needle  is  directly  toward  the  sternal 
notch  or  slightly  above  and  advanced  beneath  the  clavicle. 
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mitted.  Other  indications  are  outlined  in 
Table  1. 

The  first  case  illustrates  the  efficacy  of  the 
subclavian  catheter  in  administering  large 
volumes  of  fluids  rapidly  in  patients  with 
septic  shock  while  monitoring  the  central 
venous  pressure  to  avoid  overloading  the  vas- 
cular space.  This  patient  had  two  separate 
episodes  of  gram-negative  shock  in  which 
Escherichia  coli  was  cultured  from  the  blood 
stream.  The  catheter  was  also  convenient  for 
administering  an  antibiotic  (sodium  cephalo- 
thin)  that  in  peripheral  veins  has  a high 
incidence  of  chemical  necrosis. 

TABLE  I 
Indications 

1.  Massive  and  rapid  replacement  of  blood  and  fluids. 

2.  Prolonged  intravenous  therapy. 

3.  Parenteral  “hyperalimentation.” 

4.  Mon  toring  central  venous  pressure  in  patients  with 

marginal  cardiac  reserve  or  acute  circulatory  failure. 

The  second  case  is  just  the  opposite  from 
the  first  in  that  fluid  restriction  was  indicated 
in  the  face  of  renal  failure  but  calories  were 
needed  to  prevent  excessive  protein  break- 
down with  hyperpotassemia  and  elevated  blood 
urea  nitrogen.  Fifty  per  cent  dextrose  given  in 
peripheral  veins  usually  causes  severe  chemical 
phlebitis.  It  is  administered  through  the  sub- 
clavian without  evidence  of  complications.  In 
this  way  a small  volume  of  fluid  but  a high 
concentration  of  solute  can  be  provided  with- 
out undue  trepidation.  Others  have  utilized 
this  same  concept  in  patients  requiring  “par- 
enteral hyperalimentation”. 

The  third  case  is  extremely  interesting  and 
points  out  the  usefulness  of  the  subclavian 
catheter  in  situations  where  emergency  surgery 
is  indicated  but  associated  cardiac  decompen- 
sation prevents  the  accomplishment  of  such 
surgery.  In  this  particular  situation,  the  acute 
gangrenous  cholecystitis  was  aggravating  the 
heart  failure  because  prior  to  her  surgical 
disease  the  patient  had  performed  the  normal 
task  of  life  in  a borderline  situation  without 
the  aid  of  a cardiac  glycoside.  The  use  of 
short-acting  desolanoside  while  monitoring 
CVP  via  subclavian  catheter  produced  an  al- 
most immediate  improvement  in  cardiac  func- 
tion and  the  patient's  clinical  condition  re- 
flected this  by  her  ability  to  assame  a supine 
position  without  respiratory  distress.  The 
sympathetic  blockade  secondary  to  spinal 
anesthesia  and  the  resultant  vessel  dilatation 


and  pooling  in  the  lower  half  of  the  body 
acted  as  a “physiologic  bleeding”  to  reduce 
circulating  blood  volume  and  make  the  work 
of  the  heart  easier. Her  rapid  and  continuous 
improvement  in  cardiac  dynamics  after  cho- 
lecystectomy clearly  demonstrated  that  intra- 
abdominal disease  had  compromised  the  bor- 
derline cardiac  reserve  in  this  particular  patient. 
The  continuous  monitoring  of  CVP  via  sub- 
clavian catheters  in  patients  with  overt  or 
borderline  heart  failure  gives  useful  informa- 
tion that  aids  the  physician  in  timing  and 
planning  laparotomies  in  emergency  circum- 
stances. 

The  importance  of  monitoring  central  ven- 
ous pressure  has  been  clearly  demonstrated  in 
many  clinical  situations.  Time  does  not  permit 
us  to  enter  into  a discussion  of  the  importance 
of  this  technique.  We  simply  point  out  the 
inconvenience  of  cutting  down  on  the  ante- 
cubital  fossa  and  threading  a long  catheter 
through  the  basilic-axillary-subclavian-inomi- 
nate  system  into  the  superior  vena  cava  in 
order  to  obtain  a truly  central  venous  pressure. 
Subclavian  catheterization  obviates  these  diffi- 
culties and  a short  catheter  is  rapidly  inserted 
into  the  superior  vena  cava  where  a veritable 
CVP  can  be  monitored. 

This  procedure  is  worthwhile  for  both  the 
large  university  medical  center  and  the  small 
community  hospital.  The  advantages  are  listed 
in  Table  2.  It  is  less  time-consuming  than  a 
“cutdown”.  All  the  hazards  of  the  antecubital 
cutdown  and  peripheral  venous  catheters  are 
avoided  by  utilizing  percutaneous  cannulation 
of  the  subclavian  vein.  The  high  volume  flow 

TABLE  II 
Advantages 

1.  Simple,  rapid  bedside  procedure. 

2.  Eliminates  surgical  “cutdowns’’. 

3.  Immobilization  and  restraint  of  extremities  not  necessary. 

4.  Avoids  painful  hematomas,  phlebitis  and  edema  of 

the  arms. 

5.  Prolonged  intravenous  therapy  possible,  even  with 

hypertonic  solutions. 

rate  effectively  prevents  thrombosis,  sepsis 
and  thrombophlebitis.  Hypertonic  solutions 
can  be  administered  safely  because  of  the 
immediate  dilution  and  mixing  with  a large 
volume  of  venous  blood.  Serial  venous  blood 
samples  are  withdrawn  as  indicated  without 
the  repeated  punctures  of  peripheral  veins, 
avoiding  painful  phlebitis  and  hematomas  of 
the  arms.  The  simplicity  of  inserting  a catheter 
into  the  superior  vena  cava  by  percutaneous 
(Continued  on  page  975 ) 
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Robert  C.  Long,  M.D. 


THIS  issue  of  The  Journal  carries  a news 
item  announcing  the  candidacy  of  Robert 
C.  Long,  M.D.,  Louisville,  for  the  office 
of  President-Elect  of  the  American  Medical  As- 
sociation. The  news  item  does  not  give  all  the 
details  of  Doctor  Long's  medical  career,  but  it 
indicates  in  part  the  exceptional  and  broad  ex- 
perience in  medicine  which  he  has  achieved 
since  he  first  entered  the  private  practice  of 
medicine.  He  has  held  many  offices  of  re- 
sponsibility in  his  community  and  at  the  state 
and  national  levels. 

The  bare  facts  of  the  news  item  do  not  con- 
vey the  personal  qualities  which  have  made 
Doctor  Long  a successful  leader  in  medicine 
at  all  levels  of  organization.  Those  physicians 
who  have  worked  with  him  in  his  own  com- 
munity have  been  impressed  with  his  energy, 
his  willingness  to  assume  difficult  assignments 
and  his  attention  to  organizational  detail.  Doc- 
tor Long  has  other  qualities  which  are  found 
in  many  outstanding  leaders;  one  of  these  is 


poise,  or  as  the  younger  generation  says  it, 
keeping  his  cool  when  the  going  gets  rough. 
Another  of  these  qualities  is  a good  sense  of 
humor.  Humor  often  helps  to  keep  things  in 
proper  perspective. 

There  likely  will  be  other  candidates  for 
the  office  of  President-Elect  of  the  American 
Medical  Association,  but  we  do  believe  that 
Doctor  Long's  professional  experience  and 
personal  attributes  uniquely  qualify  him  for 
this  office. 

He  has  an  established  record  of  successful 
leadership  and  will  make  an  excellent  Presi- 
dent. 

His  election  to  this  office  will  reflect  favor- 
ably on  Kentucky  Medicine.  It  would  go  be- 
yond this  in  that  the  entire  State  of  Kentucky 
would  be  benefited.  However,  it  is  primarily 
in  the  interest  of  American  Medicine  that  we 
wish  Doctor  Robert  Long  well  in  his  can- 
didacy. 

Walter  S.  Coe,  M.D. 


Medical  Educational  Television  Is  Here 


KENTUCKY  physicians  and  other  health 
professionals  have  a unique  tool  at  hand 
for  expanding  their  medical  knowledge. 
Medical  educational  television  is  a reality.  Since 
October  6,  weekly  programs  related  to  medical 
subjects  have  been  telecast  to  virtually  every 
corner  of  the  State. 

KMA  is  happy  to  be  associated  with  the 
University  of  Kentucky  and  the  University  of 
Louisville  in  producing  these  programs.  Ad- 
vancing the  knowledge  of  all  physicians  in  the 
state,  even  those  many  miles  removed  from 
teaching  centers,  has  been  a pursuit  of  KMA 
since  its  formation  in  1851.  Now  television,  the 
20th  century  gap-bridger,  joins  the  chase.  We 
welcome  it! 

Without  the  liberal  assistance  and  technical 
expertise  of  the  Kentucky  Educational  Tele- 
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vision  Network  and  University  of  Kentucky 
Television  and  WKPC-TV,  Channel  15  Louis- 
ville there  could  be  no  effective  program.  With- 
out the  generous  financial  help  of  the  Kentucky 
Heart  Association  and  the  Kentucky  Division, 
American  Cancer  Society,  it’s  unlikely  that 
there  could  be  any  program  at  all.  We  sincerely 
thank  all  of  them! 

But,  without  an  audience,  all  of  this  will 
amount  to  nothing.  No  tool  is  useful  until 
someone  picks  it  up.  Weekly  broadcasts  are 
described  on  the  Continuing  Education  page. 
They  are  designed  for  you,  the  Kentucky  phy- 
sician. Examine  them!  This  is  your  opportunity 
to  help  determine  how  this  new  aid  can  be 
shaped  to  fit  your  needs  so  that  when  you 
“Tune  in  PANMED,  it'll  turn  you  on”. 

Thomas  L.  Heavern,  Jr.,  M.D. 
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A Thank  You 


ANOTHER  year  has  swiftly  passed  and 
The  Journal  comes  to  its  sixty-seventh 
Christmas  season.  This  has  been  another 
busy  year  for  most  Kentucky  physicians.  New 
problems  and  new  challenges  take  the  place  of 
old  ones  and  that  is  the  way  it  will  continue 
to  be.  Nineteen  sixty-nine  has  been  a good 
year  for  The  Journal. 

Doctor  Charles  Smith  continues  to  do  a fine 
job  as  Scientific  Editor.  Many  excellent  scien- 
tific articles  were  published  during  the  year. 
Our  thanks  to  the  authors  who  submittted 
these  papers.  Our  scientific  consultants  have 
continued  during  the  year  to  serve  The  Journal 
in  an  effective  and  conscientious  manner. 


During  this  past  year  Doctor  William  Hall 
resigned  as  Insurance  Editor  after  serving  The 
Journal  exceedingly  well  in  this  position  for 
a number  of  years.  His  work  has  been  assumed 
by  Doctor  Lewis  Dickinson  of  Glasgow. 

Many  physicians  throughout  the  Common- 
wealth have  supplied  The  Journal  with  items 
of  special  interest  to  Kentucky  physicians  and 
we  take  this  opportunity  to  thank  them. 

At  this  time  of  the  year  we  give  our  special 
thanks  to  the  companies  that  advertise  their 
products  in  The  Journal.  All  Kentucky  phy- 
sicians will  join  the  editors  in  expressing  our 
gratitude  for  their  continued  support. 

To  all  of  these  our  thanks  and  our  best 
wishes  for  a Merry  Christmas  and  a Happy 
New  Year. 

Walter  S.  Coe,  M.D. 


Make  Plans  Now  To  Attend 


KMA  Interim  Meeting 


April  8-9,  1970 


Kentucky  Dam  Village  State  Park,  Gilbertsville 


(More  information  on  page  965) 
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Let’s  be  specific  about  Campbell’s  Soups... 


and  Aecfacm& 

There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 


in  acute  and  chronic  diarrheas 

LOMOTIL  SAVES... 

TABLETS  LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain, 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate.  0.025  mg.  (1/2.400  grain) 

body  fluids... 

electrolytes... 

patients  from  exhaustion 

Lomotil  acts  promptly  and  directly  to  lower  the 
excessive  intestinal  motility  of  diarrhea. 

This  therapeutic  restraint  on  the  overactive  bowel 
allows  a normal  or  more  nearly  normal 
reabsorption  of  water  and  electrolytes. 

The  proficiency  of  Lomotil  in  conserving  bodyfluids 
and  electrolytes  often  saves  patients  from  the 
exhaustion  that  accompanies  prolonged  diarrhea. 

Lomotil  acts  to  control  the  intestinal  mechanisms 
of  diarrhea;  therefore,  it  is  highly  useful  in 
controlling  diarrhea  associated  with: 

gastroenteritis  • acute  infections  • functional  hypermotilit 
irritable  bowel  • ileostomy  • drug-induced  diarrhea 

Warnings  Lomotil  should  be  used  with  caution  in  patients  taking 
barbiturates  and  with  caution,  if  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a Federally  exempt  narcotic  with  theoreti- 
cally possible  addictive  potential  at  high  dosage;  this  is  not  ordi- 
narily a clinical  problem.  Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended  dosages  should 
not  be  exceeded,  and  medication  should  be  kept  out  of  reach  of 
children.  Should  accidental  overdosage  occur,  signs  may  include 
severe  respiratory  depression,  flushing,  lethargy  or  coma,  hypotonic 
reflexes,  nystagmus,  pinpoint  pupils,  tachycardia;  continuous  obser- 
vation is  necessary.  The  subtherapeutic  amount  of  atropine  sulfate 
is  added  to  discourage  deliberate  overdosage. 

Adverse  Reactions'  Side  effects  reported  with  Lomotil  therapy  In- 
clude nausea,  sedation,  dizziness,  vomiting,  pruritus,  restlessness, 
abdominal  discomfort,  headache,  angioneurotic  edema,  giant  urti- 
caria, lethargy,  anorexia,  numbness  of  the  extremities,  atropine 
effects,  swelling  of  the  gums,  euphoria,  depression  and  malaise. 

Respiratory  depression  and  coma  may  occur  with  overdosage. 

Dosage:  The  recommended  initial  daily  dosages,  given  in  divided 
doses  until  diarrhea  is  controlled,  are  as  follows: 


Children:  Total  Daily  Dosage 

3-6  mo </z  tsp.*  t.i.d.  (3  mg.) 

6-12  mo  Vz  tsp.  q.i.d.  (4  mg.) 

1- 2  yr Vz  tsp.  5 times  daily  (5  mg.) 

2- 5  yr I tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr  1 tsp.  5 times  daily  (10  mg.) 

Adults:  2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

:‘:Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  initial  daily  G.  D.  SEARLE  & CO. 

dosage.  Research  in  the  Service  of  Med 
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did  not  heal  ...until  its  surface  was  cleared  of  dead  tissue  and  debris 

to  aid  in  debridement 
to  facilitate  healing 
in  chronic  cutaneous  ulcers... 

Elase  Ointment 

(fibrinolysin  and  desoxyribonuclease, 
combmed.l  bovmel  ointment) 

PARKE-DAVIS 


FIRST  APPLICATION 

ELASE  Ointment  is  applied  to  a deep  ulceration  of  a finger. 


EIGHTEEN  DAYS  LATER 

Healing  has  progressed  rapidly  without  interruption  or 
interference  from  any  accumulated  purulence  or 
necrotic  tissue.  Greatly  reduced  size  of  lesion  and 
minimal  scar  tissue  indicate  quality  and  vigor  of 
healing  which  is  almost  complete. 


By  helping  to  remove  dead  tissue  and  debris  from  the  ulcer’s 
surface,  ELASE  Ointment  creates  a better  environment  for  the 
elimination  of  infection,  for  healthy  granulation  ...for  healing. 

Its  lytic  enzymes  effectively  break  down  DNA  in  dead  leuko- 
cytes and  other  debris. . . the  fibrin  in  blood  clots,  serum,  and 
purulent  exudates... and  the  denatured  proteins  in  necrotic 
tissue.  Protein  elements  of  living  tissue  are  relatively  un- 
affected. ELASE  Ointment  is  indicated  in  stasis  ulcers  and  in 
other  infected  or  inflamed  ulcers  caused  by  circulatory  distur- 
bances. In  cases  requiring  skin  grafting,  it  is  used  preoperatively 
for  debridement.  For  ambulatory  patients  debridement  with 
ELASE  Ointment  is  a convenient  therapy  and  a regimen  likely 
to  be  followed.  Precautions:  Observe  usual  precautions  against 
allergic  reactions,  particularly  in  persons  with  a history  of 
sensitivity  to  materials  of  bovine  origin  or  to  mercury  com- 
pounds. Adverse  Reactions:  Side  effects  attributable  to  the 
enzymes  have  not  been  a problem  at  the  dose  and  for  the 
indications  recommended.  Discussion:  Successful  use  of 
enzymatic  debridement  depends  on  several  factors:  (1)  dense, 
dry  eschar,  if  present,  should  be  removed  surgically  before 
enzymatic  debridement  is  attempted;  (2)  the  enzyme  must  be  in 
constant  contact  with  the  substrate;  (3)  accumulated  necrotic 
debris  must  be  periodically  removed;  (4)  the  enzyme  must  be 
replenished  at  least  once  daily;  and  (5)  secondary  closure  or 
skin  grafting  must  be  employed  as  soon  as  possible  after 
optimal  debridement  has  been  attained.  It  is  further  essential 
that  wound-dressing  techniques  be  performed  carefully  under 
aseptic  conditions  and  that  appropriate  systemically  acting 
antibiotics  be  administered  concomitantly  if,  in  the  opinion  of 
the  physician,  they  are  indicated.  Available:  ELASE  Ointment  is 
supplied  in  30-Gm.  tubes  containing  30  units  (Loomis)  of 
fibrinolysin  and  20,000  units  of  desoxyribonuclease  with 
0.12  mg.  thimerosal  (mercury  derivative);  and  in  10-Gm.  tubes 
containing  1 0 units  of  fibrinolysin  and  6,666  units  of  desoxy- 
ribonuclease with  0.04  mg.  thimerosal.  ELASE  Ointment  has  a 
special  base  of  liquid  petrolatum  and  polyethylene;  contains 
sodium  chloride  and  sucrose  used  during  manufacture;  is 
stable  at  room  temperature  through  the  expiration  date  stated 
on  the  package. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


PARKE-DAVIS 
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Continuing  Educational 


From  The 


Opportunities 


KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

DECEMBER 

10  PANMED  television  series,  “Almost  A 
Miracle,”  KETV-TV  10:30  p.m.  EST  (9:30 
p.m.  CST) 

15  PANMED  television  series,  “Almost  A Mir- 
acle,” in  Louisville,  WKPC-TV  10  p.m. 

17  PANMED  television  series,  “Drug-Drug  In- 
teraction Affecting  the  Patient,”  KETV-TV 
10:30  p.m.  EST  (9:30  p.m.  CST) 

18  Twelfth  Annual  Norton  Seminar,  “Thyroid1 — 
Parathyroid",  Norton  Memorial  Infirmary, 
Louisville 

19-20  Postgraduate  course.  Practical  Ophthalmology 
for  the  Generalist,  University  of  Kentucky 
Medical  Center,  Lexington 

22  PANMED  television  series,  “Drug-Drug  Inter- 
action Affecting  the  Patient,”  in  Louisville, 
WKPC-TV  10  p.m. 


JANUARY 

PANMED  television  series,  “Clinical  Use  of 
Electrical  Pacemakers,”  KETV-TV  10:30 
p.m.  EST  (9:30  p.m.  CST) 

12  PANMED  television  series,  “Clinical  Use  of 
Electrical  Pacemakers,”  in  Louisville,  WKPC- 
TV  10  p.m. 

14  PANMED  television  series,  “Newer  Psycho- 
therapeutic Agents:  The  Antidepressants,” 

KETV-TV  10:30  p.m.  EST  (9:30  p.m.  CST) 

19  PANMED  television  series,  “Newer  Psycho- 
therapeutic Agents:  The  Antidepressants,”  in 
Louisville,  WKPC-TV  10  p.m. 

29-31  Symposium  on  Modern  Methods  for  the 
Medical  Work-Up,  University  of  Kentucky 
Medical  Center,  Lexington 


FEBRUARY 

4 Postgraduate  course,  “Current  Concepts  in 
Gastrointestinal  and  Biliary  Tract  Surgery," 
University  of  Kentucky  Medical  Center,  Lex- 
ington. 

MARCH 

18-20  Postgraduate  course,  “The  Head  of  the  Child," 
University  of  Kentucky  Medical  Center,  Lex- 
ington. 


IN  SURROUNDING  STATES 

JANUARY 

2-6  Postgraduate  course,  “Function  and  Dysfunc- 
tion of  Gastrointestinal  Tract,”  American 
College  of  Physicians,  Bal  Harbour.  Florida 

14-15  Postgraduate  course,  “Selected  Problems  in 
General  Surgery  and  Vascular  Surgery,”  Cleve- 
land Clinic  Educational  Foundation,  Cleveland 

FEBRUARY 

8-9  Annual  Congress  on  Medical  Education,  Palmer 
House,  Chicago 

MARCH 

16-18  Doctors-Nurses  Joint  Meeting,  American  Col- 
lege of  Surgeons,  Sheraton  Park  Hotel.  Wash- 
ington, D.C. 

20-21  Fourth  Natioral  Congress  on  the  Socio-Eco- 
nomics of  Health  Care.  Palmer  House,  Chicago 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  winter  and  spring  meetings.  At  the  same  time 
they  are  choosing  the  topics  to  be  discussed,  ar- 
ranging for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities"  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Janet  Avenue,  Louisville,  Ky.  40205. 
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The  Lewis  S.  McMurfrry  Memorial  Meeting  of 
The  Kentucky  Medical  Association 

Terrace  Room,  Kentucky  Hotel,  Louisville,  Kentucky,  September  23-25,  1969 
Digest*  of  Proceedings  of  the  Regular  Sessions  of  the 

HOUSE  OF  DELEGATES 

Richard  F.  Greathouse,  M.D.,  Louisville 
Speaker  of  the  House,  Presiding 


First  Session 

Speaker  Greathouse  called  the  119th  Meet- 
ing of  the  KMA  House  of  Delegates  to  order 
and  asked  Paul  Parks,  M.D.,  Bowling  Green, 
to  give  the  invocation.  N.  I.  Handelman, 
M.D.,  Louisville,  Chairman  of  the  Credentials 
Committee,  reported  that  a quorum  was  pres- 
ent. A motion  was  made,  seconded,  and 
passed  that  the  minutes  of  the  1968  session 
of  the  House  of  Delegates  be  accepted  as 
published  in  the  December  1968  Journal  of 
the  Kentucky  Medical  Association. 

Carl  Cooper,  M.D.,  Bedford,  Vice  Speaker, 
presented  the  general  announcements  in  the 
absence  of  the  Secretary,  S.  R.  Scheen,  M.D., 
Louisville,  who  was  speaking  at  the  Orienta- 
tion Course.  Doctor  Cooper  called  attention 
to  the  scientific  sessions  beginning  at  8:50 
a.m.  on  Tuesday,  September  24,  at  the  Con- 
vention Center.  He  emphasized  that  the  high- 
light of  the  meeting,  the  President's  Luncheon, 
would  be  held  on  Wednesday,  and  feature 
Mr.  M.  Stanton  Evans,  Editor  of  The  Indian- 
apolis News.  Doctor  Cooper  concluded  his 
announcements  by  reminding  the  delegates 
that  the  six  reference  committees  would  con- 
vene at  2:00  p.m.  Monday,  in  various  rooms 
on  the  mezzanine  floor  of  the  Kentucky 
Hotel  and  that  the  Nominating  Committee 
for  general  officers  would  meet  at  the  close 
of  this  first  session  of  the  House. 

At  this  point.  Doctor  Scheen  arrived  and 
was  recognized  to  read  the  list  of  physicians 
who  had  died  since  the  1968  meeting  of  the 
House  of  Delegates,  following  which  the 
members  of  the  House  stood  for  a moment 
of  silent  tribute.  Given  below  are  the  names 


* Editorial  Note : A tape  recording  was  made  of  the  two  sessions 

of  the  House  of  Delegates;  and  any  member  who  desires  to 
examine  the  transcript  of  these  Oroceedines  may  visit  the 
Headquarters  Office  and  listen  to  the  recording. 


of  these  physicians,  their  locations,  and  dates 
of  death: 


Aker,  John  Raymond  Booneville 

Alexander,  Henry  T.  Frankfort 

Archer,  George  Franklin  Louisville 


Asman,  Bernard 
Barton,  R D. 

Barnes,  Oscar  Lafayette 
Bird,  R.  Lee,  Jr. 

Bishop,  Woodford  B. 


Louisville 
Louisville 
Hopkinsville 
Covington 
Grayson 


Bloch,  Oscar  Edgeworth,  Jr.  Louisville 


Blue,  Willis  B. 
Bornstein,  Max 
Brandon,  Robert  W. 
Brown,  William  Mat 
Burke,  Jerome  Lawrence 
Caplan,  Max 
Carlisle.  Ivan  Earle 

Carr,  Shelby  Gibson 
Choate,  Beniamin  D 
Cole,  Charles  Mason 
Coyle,  Marcus  Allen 
Davis,  Maurice  S. 
Flanary,  Milton  Don 
Flexner,  Morris 
Frisbie,  Howard  I. 
Frizzell,  William  J. 
Gaither,  Joseph  Gant 
Gibson,  Edward  D. 


Henderson 

Louisville 

Martin 

Corbin 

Cleveland,  Ohio 
Meridian,  Conn. 
Michigan  Town, 
1 nd. 

Richmond 
Louisville 
Bryan,  Texas 
Springfield 
Frankfort 
Pikeville 
Louisville 
Stanford 
Dayton,  Ohio 
Hopkinsville 
Pompano  Beach, 
Fla. 


Oct.  30, 
July  15. 
April  18. 
luly  24, 
Dec.  24, 
March  19, 
April  13, 
Sept.  2 3 , 
Dec.  23, 
Feb.  10, 
Oct.  8, 
April  16, 
Feb  25, 
Sept.  1 1 , 
Dec  6, 
1968 

Sept.  20, 
Jan.  26, 
Nov.  22, 
Dec.  8, 
March  2, 
April  12, 
June  3, 
May  2, 
Jan.  21, 
Dec.  3. 
Dec.  22, 


1968 

1969 
1969 
1969 

1968 

1969 
1969 
1968 

1968 

1969 

1968 

1968 

1969 
1968 
1968 


1968 

1969 

1968 

1968 

1969 
1969 
1969 
1969 
1969 
1968 
1968 


Gregory,  George  Hicks 

Versailles 

Oct. 

7, 

1968 

Gudenkauf.  Elton  Bernard 

Lewisburg 

Feb. 

20, 

1969 

Hansen,  Wilford  Reeve 

Louisville 

Dec. 

11, 

1968 

Hill,  John  Coburn 

Louisville 

Aug. 

23, 

1968 

Howard,  E.  M.  Jr. 

Harlan 

Dec. 

23, 

1968 

Howard,  Garfield 

Crab  Orchard 

Oct. 

22, 

1968 

Lake,  Willard 

Hartford 

Aug. 

14, 

1968 

Lyens,  J.  B. 

Lawrenceburg 

April 

3, 

1969 

Mattax,  Tames  Oliver 

Warren,  Ohio 

October 

1968 

Mosby,  Hazel  Petrie 

Rockford,  111. 

Feb. 

9. 

1968 

McChord,  Charles  Harrison  Lexington 

Oct. 

18, 

1968 

McCrocklin,  Walter  Felix 

Louisville 

Dec. 

27. 

1968 

Middlestadt,  Edwin  Francis  Louisville 

Jan. 

29. 

1969 

Moss,  Clive  Arthur 

Williamsburg 

Sept. 

16, 

1968 

Nagel,  Louis 

Louisville 

Sept, 

7, 

1968 

Pettit,  Vernon  David 

Paducah 

Feb. 

3. 

1969 

Pierce,  James  O. 

Beechmont 

Nov. 

26, 

1968 

Pulskamp,  Marinus  Henry 

Louisville 

May 

6, 

1969 

Render,  William  E. 

Louisville 

Nov. 

9. 

1968 

Rich,  James  Sears 

Lexington 

May 

30, 

1969 

Robinson,  Adam  Mayfield 

Louisville 

May 

2. 

1969 

Rolf,  John  J. 

Covington 

Sept. 

17, 

1968 

Schoonover,  Herbert  E. 

Salem.  111. 

Feb 

19, 

1969 

Seibert,  Charles  E. 

Dawson  Springs 

April 

4, 

1969 

Sellers,  Elijah  T. 

Jacksonville,  Fla. 

Nov. 

16, 

1968 

Shannon,  Thomas  A. 

Lexington 

March  8. 

1969 

Shields,  Benjamin  F. 

Shelbyville 

March  1 1 , 

1969 

Shifley,  Glenn  M. 

Paducah 

Feb 

28, 

1969 

Silverthorn,  Rov 

Downey,  Calif. 

Dec. 

7, 

1968 

Skaggs,  Ernest  Gerald 

Paintsville 

Nov. 

15, 

1968 

Slone,  Augustus  Darwin 

Paintsville 

Sept. 

10, 

1968 

Stephens,  Raymond  N. 

Mansfield,  Ohio 

March  1, 

1969 

Stewart,  Henry  Van  Dyke  Carrollton 

Thompson,  Jamie  Campbell  Outwood 

March  20,  1969 

Tyler,  Gerald  P. 

California 

March  31,1 969 

Tyler,  William  Lee 

Owensboro 

Jan. 

3, 

1969 

Vidt,  Charles  E. 

Ironton,  Ohio 

March  1 1 , 

1969 

Von  Haitinger, 

Kalman  Scott 

Grosse  Isle,  Mich. 

July 

2. 

1968 

Wallace,  Thomas  S.  Sr. 

Louisville 

April  23, 

1969 

Weldon,  William  Adair 

Glasgow 

April  26, 

1969 

Welsh,  Kenneth  S. 

Riverdale,  N.  Y 

Jan. 

13. 

1969 

Wheeler,  Owen  M. 

Louisville 

Aug. 

14, 

1969 

Wilber,  Harold  R. 

DeLand,  Fla 

June 

5, 

1968 

Wilhite,  Everett  Cook 

Covington 

June 

4, 

1969 

Wolfe,  William  C. 

Louisville 

Aug. 

3. 

1969 

Worley,  Ansel  Clyde 

Plantation,  Fla. 

March  2, 

1969 

Wright.  Earl  Patrick 

Pikeville 

Oct 

9, 

1968 
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Doctor  Greathouse  then  announced  the 
Reference  Committee  appointments  as  fol- 
lows: 

Reference  Committee  No.  1 

N.  Lewis  Bosworth,  M.D..  Lexington,  Chairman 
Harold  L.  Bushey,  M.D.,  Barbourville 
Burton  Haley,  M.D.,  Paducah 
W.  Donald  Janney,  M.D..  Covington 
Bernard  Popham,  M.D.,  Louisville 

Reference  Committee  No.  2 

Donn  L.  Smith.  M.D.,  Louisville,  Chairman 
Max  Jones,  M.D.,  Pikeville 
Gten  Richards,  M.D.,  Lewisport 
Carl  Scott,  M.D.,  Lexington 
Faull  Trover,  M.D.,  Madisonville 

Reference  Committee  No.  3 

James  B.  Cox,  M.D.,  Hopkinsville,  Chairman 
Cecil  Grumbles,  M.D.,  Louisville 
David  A.  Hull,  M.D.,  Lexington 
John  S.  Oldham,  M.D.,  Owensboro 
Charles  B.  Stacy,  M.D.,  Pineville 

Reference  Committee  No.  4 

Edward  N.  Maxwell.  M.D..  Louisville,  Chairman 
Thomas  L.  Heavern,  M.D.,  Highland  Heights 
John  Hill,  M.D.,  Somerset 
Hugh  Houston,  M.D.,  Murray 
Robert  Houston,  M.D.,  Eminence 

Reference  Committee  No.  5 

Paul  J.  Parks,  M.D.,  Bowling  Green.  Chairman 
Glenn  W.  Bryant,  M.D.,  Louisville 
John  D.  Fielding.  Jr.,  M.D..  Warsaw 
Lowell  Martin,  M.D..  Martin 
Richard  McElevin,  M.D.,  Lexington 

Reference  Committee  No.  6 

John  M.  Baird,  M.D.,  Danville,  Chairman 
John  F.  Berry,  M.D.,  Lexington 
Elbert  S.  Christian.  M.D.,  Louisville 
William  D.  Epling,  M.D.,  Berea 
John  Rypstra,  M.D..  London 


The  Speaker  reported  that  the  tellers  for 
the  meeting  would  be  Clyde  Brassfield,  M.D., 
Elizabethtown,  Chairman;  Raymond  D.  Wells, 
M.D.,  Inez,  and  Wallas  M.  Bell,  M.D.,  Sturgis. 

The  physicians  on  the  Nominating  Commit- 
tee were  named  as  follows  by  Doctor  Great- 
house:  Fred  C.  Rainey,  M.D.,  Elizabethtown, 
Chairman;  Paul  J.  Parks,  M.D.,  Bowling 
Green;  Joseph  R.  Miller,  M.D.,  Benton;  Wil- 
liam P.  VonderHaar,  M.D.,  Louisville,  and 
J.  Sankey  Williams,  M.D.,  Nicholasville. 

Reports  of  the  officers  and  committees  were 
presented  by  the  Speaker  and  then  referred 
to  the  respective  reference  committees  as  fol- 
lows: 

Report  of  the  President — Reference  Committee 
No.  1 

Doctor  Asman  briefly  summarized  his  report 
to  the  House.  He  then  read  the  following 
resolution  which  he  stated  was  adopted  by  the 
Board  at  its  September  21  meeting: 
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WHEREAS,  Everett  H.  Baker,  M.D.,  was  taken 
from  us  in  Louisville  on  Thursday,  September  18, 
1969,  and 

WHEREAS,  he  had  practiced  medicine  in  Louis- 
ville for  more  than  forty  years,  and  was  widely 
known  and  highly  respected  throughout  Kentucky, 
and 

WHEREAS,  he  had  served  his  profession  with 
high  distinction  through  his  County  Medical  Society, 
including  holding  the  office  of  President  in  1962, 
and 

WHEREAS,  he  was  a valued  member  of  the  Board 
of  Trustees  and  participated  actively  on  many  com- 
mittees of  the  Kentucky  Medical  Association,  and 

WHEREAS,  he  had  faithfully  served  as  President 
of  the  Kentucky  Medical  Association  in  1965-66, 
therefore  be  it 

RESOLVED,  that  the  Board  of  Trustees  of  KMA 
deeply  regrets  the  loss  of  this  past  president  and 
recognizes  the  high  contributions  he  made  to  his 
profession,  his  patients,  his  family,  his  church  and  this 
Commonwealth,  and  be  it  further 

RESOLVED,  that  this  Board  express  its  deep  and 
sincere  sympathy  to  his  widow  and  family  and  that  a 
copy  of  this  Resolution  be  tendered  to  them  as  further 
recognition  of  his  enduring  contributions  to  all  of  us. 

Report  of  the  President,  Woman’s  Auxiliary  to 
KMA — Reference  Committee  No.  I 

Report  of  the  President-Elect — Reference  Com- 
mittee No.  1 

Report  of  the  Speaker  of  the  House — Reference 
Committee  No.  1 

Report  of  Chairman,  Board  of  Trustees — Reference 
Committee  No.  1 with  the  following  exception:  The 
KMA-KNA  Joint  Advisory  Committee  Report  re- 
ferred to  Reference  Committee  No.  3 and  the  Ad  Hoc 
Committee  on  Insurance  Forms  Report  referred  to 
Reference  Committee  No.  4 

Report  of  the  Secretary — Reference  Committee 
No.  I 

Report  of  the  Editor — Reference  Committee  No.  1 

Report  of  the  Treasurer — Reference  Committee 
No.  1 

Report  of  the  Delegates  to  AMA — Reference  Com- 
mittee No.  1 

The  members  of  the  House  enjoyed  coffee 
and  sweet  rolls  provided  by  the  Kentucky 
State  Association  of  Medical  Assistants. 

Report  of  the  Executive  Secretary — Reference 
Committee  No.  1 

At  this  time,  Doctor  Gre  thouse  announced 
that  in  keeping  with  a Board  of  Trustees 
recommendation,  the  president  of  each  of 
the  Student  AMA  Chapters  had  been  invited 
to  present  an  oral  report  to  the  House.  He 
then  called  Mr.  Jerry  Lozner,  Vice  President 
of  the  University  of  Louisville  School  of  Medi- 
cine SAMA  Chapter  to  the  podium  for  his  re- 
port. Following  Mr.  Lozner's  presentation,  the 
Speaker  asked  Mr.  Paul  Armstrong,  President 
of  the  University  of  Kentucky  College  of  Medi- 
cine Student  AMA  Chapter  to  come  forward  to 
speak  to  the  members  of  the  House. 

The  reports  of  the  medical  students  were 
very  well  received  by  the  House,  and  Doctor 
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Greathouse  commended  each  on  his  presen- 
tation. 

Doctor  Greathouse  announced  that  the 
Chairman  of  the  KMA  Awards  Committee, 
Richard  F.  Grise,  M.D.,  Bowling  Green, 
would  now  present  his  committee’s  report  to 
the  House.  Doctor  Grise  stated  that  his  com- 
mittee's responsibility  was  to  nominate  indi- 
viduals for  the  Distinguished  Service  Medal 
and  the  Outstanding  General  Practitioner 
Award.  James  M.  Stevenson,  M.D.,  Brooks- 
ville,  was  nominated  for  the  Outstanding  Gen- 
eral Practitioner  Award.  A motion  was  made, 
seconded  and  carried  to  accept  this  nomina- 
tion. Branham  B.  Baughman,  M.D.,  Frank- 
fort, was  nominated  for  the  Distinguished 
Service  Medal,  following  which  a motion  was 
made,  seconded,  and  carried  to  accept  the 
nomination. 


The  Speaker  then  continued  with  the  refer- 
rals of  reports  to  the  reference  committees: 

Report  of  the  Judicial  Council — Reference  Com- 
mittee No.  6 

Report  of  the  Rural  Kentucky  Medical  Scholarship 
Fund — Reference  Committee  No.  6 

Report  of  the  Board  of  Directors,  Kentucky  Phy- 
sicians Mutual,  Inc. — Reference  Committee  No.  4 
Report  of  the  Scientific  Program  Committee — 
Reference  Committee  No.  2 

Report  of  the  Scientific  Exhibits  Committee — - 
Reference  Committee  No.  2 

Report  of  the  Committee  on  Medical  Education — 
Reference  Committee  No.  2 

Report  of  the  Subcommittee  on  Coronary  Care 
Units- — Reference  Committee  No.  2 

Report  of  the  Hospital  Committee — Reference 
Committee  No.  2 

Report  of  the  Educational  Television  Committee — 
Reference  Committee  No.  2 

Report  of  the  Disaster  Medical  Care  Committee — 
Reference  Committee  No.  2 

Report  of  the  Cancer  Coordinating  Committee — 
Reference  Committee  No.  2 

Report  of  the  Advisory  Committee  to  Blue  Shield 
- — Reference  Committee  No.  4 

Report  of  the  Advisory  Committee  to  Blue  Cross 
— Reference  Committee  No.  4 

Report  of  the  Committee  on  Occupational  Health, 
Physical  Medicine,  and  Rehabilitation — Reference 
Committee  No.  3 

Report  of  the  Maternal  Mortality  Study  Committee 
— Reference  Committee  No.  3 

Report  of  the  Advisory  Committee  to  Selective 
Service — Reference  Committee  No.  5 

Report  of  the  Committee  to  Study  the  Constitution 
and  Bylaws — Reference  Committee  No.  6 

Report  of  the  Interim  Meeting  Program  Committee 
— Reference  Committee  No.  6 

Report  of  the  McDowell  House  Board  of  Managers 
— Reference  Committee  No.  6 

Report  of  the  Memorials  Commission — Reference 
Committee  No.  6 

Report  of  the  Committee  on  Legislative  Activities 
—Reference  Committee  No.  3 

Report  of  the  Committee  on  Communication  and 
Health  Education — Reference  Committee  No.  3 

Report  of  the  Committee  on  Health  Careers — 
Reference  Committee  No.  3 


Report  of  the  Committee  on  Community  and 
Rural  Health — Reference  Committee  No.  3 

Report  of  the  Cults  Committee — Reference  Com- 
mittee No.  3 

Report  of  the  Senior  Day  Committee— Reference 
Committee  No.  4 

Report  of  the  Committee  on  School  Health.  Phy- 
sical Education  and  Medical  Aspects  of  Sports — 
Reference  Committee  No.  4 

Report  of  the  Advisory  Committee  to  Woman’s 
Auxiliary — Reference  Committee  No.  4 

Report  of  the  Coordinating  Commission  on  Gov- 
ernmental Medical  Services — Reference  Committee 
No.  5 

Report  of  the  Technical  Advisory  Committee  on 
Physician  Services — Reference  Committee  No.  5 

Report  of  the  Advisory  Committee  on  Title 
XVIII — Reference  Committee  No.  5 

Report  of  the  Claims  Review  Committee— Ref- 
erence Committee  No.  5 

Report  of  the  Committee  on  Appalachian  and 
OEO  Programs — Reference  Committee  No.  5 

Report  of  the  Ad  Hoc  Study  Committee  for  Im- 
proved Community  Health — Reference  Committee 
No.  4 

Report  of  the  Committee  on  Plans  and  Develop- 
ment— Reference  Committee  No.  6 

New  Business 

New  business  was  presented  to  the  House 
and  referred  to  reference  committees  as  in- 
dicated below: 

(A)  Resolution  from  Fayette  County  Medical 
Society  relating  to  Sewage  Systems — Reference 
Committee  No.  3 

(B)  Resolution  of  Fayette  County  Medical  Society 
pertaining  to  Membership  of  Osteopathic  Physicians 
— Reference  Committee  No.  6 

(C)  Resolution  of  John  F.  Berry,  M.D.,  Fayette 
County  Medical  Society,  on  the  subject  of  Insured 
Ambulatory  Diagnostic  Benefits — Reference  Com- 
mittee No.  4 

(D)  Resolution  of  Fayette  County  Medical  So- 
ciety relating  to  Kentucky  Physicians  Mutual  “A"— 
Reference  Committee  No.  4 

(E)  Resolution  of  Fayette  County  Medical  So- 
ciety on  the  subject  of  Kentucky  Physicians  Mutual 
“B” — Reference  Committee  No.  4 

(F)  Resolution  of  Fayette  County  Medical  So- 
ciety pertaining  to  Limited  License — Intern — Ref- 
erence Committee  No.  2 

(G)  Resolution  of  Jefferson  County  Medical  So- 
ciety on  the  subject  of  Pollution — Reference  Com- 
mittee No.  3 

(H)  Resolution  of  Fayette  County  Medical  So- 
ciety relating  to  Kentucky  Physicians  Mutual  “C” 
— Reference  Committee  No.  4 

(I)  Resolution  from  the  Board  of  Trustees  per- 
taining to  Support  for  University  of  Louisville  School 
of  Medicine  General  Hospital — Reference  Committee 
No.  2 

(J)  Resolution  from  the  Board  of  Trustees  on  the 
subject  of  Famiily  Practice — Reference  Committee 
No.  2 

(K)  Resolution  from  E.  B.  Schoenbachler,  M.D., 
Jefferson  County  Medical  Society  relative  to  Drug 
Combinations — FDA — Reference  Committee  No.  5 

(L)  Resolution  of  E.  B.  Schoenbachler,  M.D., 
Jefferson  County  Medical  Society  on  Usual,  Cus- 
tomary and  Reasonable  Fees — Reference  Committee 
No.  4 

Vice  Speaker  Cooper  announced  the  meet- 
ing places  for  the  nominating  committees  for 
general  officers  and  the  five  trustee  districts 
electing  trustees  and  alternates  this  year. 
Doctor  Cooper  said  that  the  Nominating  Corn- 
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mittee  would  report  immediately  following 
the  close  of  the  first  scientific  session  on  Tues- 
day morning  at  the  Convention  Center,  as 
well  as  at  the  second  meeting  of  the  House 
on  Wednesday.  In  accord  with  the  bylaws, 
nominations  may  be  made  from  the  floor  on 
Wednesday  without  discussion  or  comment. 

In  making  the  closing  announcements  for 
this  session.  Doctor  Cooper  reminded  the 
reference  committee  chairmen  of  their  lunch- 
eon at  noon  today  and  urged  the  delegates 
to  arrive  on  time  for  the  opening  scientific 
session  on  Tuesday  morning.  He  also  empha- 
sized the  fact  that  reference  committee  re- 
ports would  be  available  to  the  House  mem- 
bers at  4:00  p.m.,  Wednesday,  at  the  en- 
trance to  the  Terrace  Room. 

Doctor  Greathouse  then  expressed  the  ap- 
preciation of  the  delegates  for  the  kindness  of 
the  Medical  Assistants  in  providing  coffee 
and  rolls  during  the  session. 

The  first  session  of  the  House  was  ad- 
journed at  10:15  a.m. 

Second  Session 

Speaker  Greathouse  called  the  second  ses- 
sion of  the  House  of  Delegates  to  order  on 
September  24  at  7:10  p.m.  Doctor  Handel- 
man  reported  that  a quorum  was  present. 
Donald  Chatham,  M.D.,  Shelby  ville,  gave 
the  invocation. 

President  Henry  B.  Asman,  M.D.,  Louis- 
ville, was  called  to  the  podium,  and  he  gave 
special  recognition  to  the  representatives  of 
the  surrounding  state  medical  associations 
who  attended  KMA's  annual  session.  They 
were  Maynard  Price,  M.D.,  President,  West 
Virginia  State  Medical  Association;  Robert 
Smith,  M.D.,  President,  Ohio  State  Medical 
Association;  Carl  E.  Clark,  M.D.,  First  Vice 
President,  Illinois  State  Medical  Association; 
Eugene  Hansbrough,  M.D.,  Councilman,  Mis- 
souri Medical  Association,  and  Lowell  Steen, 
M.D.,  President-Elect,  Indiana  State  Medical 
Association. 

Following  these  introductions,  Lee  C.  Hess, 
M.D.,  Florence,  Chairman  of  the  Board  of 
Trustees,  was  recognized  to  present  the  final 
report  of  the  Board.  He  read  the  following 
resolution,  passed  by  the  Board  at  its  Septem- 
ber 24  meeting,  and  moved  its  adoption.  The 
motion  was  seconded  and  carried: 
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WHEREAS,  the  1969  KMA  Annual  Meeting  has 
made  a substantial  contribution  in  the  field  of  con- 
tinuing medical  education  and  has  been  well  re- 
ceived, and 

WHEREAS,  many  individuals,  organizations  and 
agencies  including  guests,  and  state  essayists,  scientific 
and  technical  exhibitors,  newspapers,  radio  and  tele- 
vision stations,  hotels,  and  the  Convention  Center, 
have  contributed  to  its  success,  therefore  be  it 

RESOLVED,  that  this  House  of  Delegates  go  on 
record  as  expressing  its  deepest  appreciation  to  all 
individuals  and  organizations  who  have  had  a part 
in  the  development  and  implementation  of  the  1969 
Annual  Meeting. 

The  Speaker  said  that  now  the  reports  of 
the  reference  committees  would  be  read. 

REFERENCE  COMMITTEE  NO.  1* 

N.  Lewis  Bosworth , M.D., 

Lexington,  Chairman 

Reference  Committee  No.  1 considered  the  follow- 
ing reports: 

1.  Report  of  the  President 

2.  Report  of  the  President,  Woman’s  Auxiliary  to 
KMA 

3.  Report  of  the  President-Elect 

4.  Report  of  the  Speaker  of  the  House 

5.  Report  of  the  Chairman.  Board  of  Trustees 
(with  the  exception  of  the  KMA-KNA  Joint  Ad- 
visory Committee  and  the  Ad  Hoc  Committee  on 
Insurance  Forms) 

6.  Report  of  the  Secretary 

7.  Report  of  the  Editor 

8.  Report  of  the  Treasurer 

9.  Report  of  the  AMA  Delegate 

10.  Report  of  the  Executive  Secretary 


*In  order  to  make  the  Digest  of  Proceedings  of  the 
second  meeting  of  the  House  of  Delegates  more 
understandable  and  because  it  will  occupy  less  space 
in  The  Journal,  the  KMA  Board  of  Trustees  passed 
the  following  motion  several  years  ago:  “ that  if  no 
dissenting  action  on  the  committee's  recommenda- 
tions is  made  either  by  the  committee  or  the  KMA 
Board  of  Trustees,  only  the  reference  committee 
action  on  the  report  be  printed  in  The  Journal"  . . . 

Report  of  the  President 

The  privilege  of  serving  this  year  as  President  of 
the  Kentucky  Medical  Association  is  an  honor  for 
which  I will  forever  be  grateful  to  you  who  be 
stowed  it  upon  me. 

It  has  been  a gratifying  year  filled  with  hope  and 
frustrations;  and  I trust,  some  successes.  It  has  been 
a busy  year  due  to  the  nature  of  the  job  but  made 
more  tiring,  perhaps,  by  some  of  the  unexpected 
developments  with  which  all  of  you  are  familiar. 

I am  most  appreciative  of  the  dedication,  diligence 
and  cooperation  of  the  trustees,  the  officers  and  the 
truly  outstanding  Headquarters  staff.  Without  their 
whole-hearted  backing  and  capable  assistance,  the 
burden  of  this  office  might  truly,  at  times,  have 
become  overwhelming. 

The  committees,  council  and  commission  of  the 
Association,  too,  have  been  most  active,  as  you  will 
note  from  their  reports,  and  have  added  much  to 
the  constructive  posture  of  our  organization. 

During  this  year,  as  your  President,  I have 
attended  90  meetings,  52  in  Louisville  and  38  out 
of  the  city.  Of  those  requiring  trips  outside  of 
Louisville,  19  involved  a total  of  43  days  away  from 
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home  and  office.  Approximately  300  hours  were 
taken  up  in  all  of  the  other  meetings.  These 
activities  have  necessitated  travel  of  more  than 
13,000  miles  by  car  and  by  air. 

I burden  you  with  these  statistics  only  to 
emphasize  a point,  of  which  I have  become  more 
and  more  convinced  as  this  year  has  progressed. 
There  is  no  reason  to  believe  that  this  year  has 
been  an  unusual  one  in  its  demands  upon  the  time 
and  energy  of  your  President,  or  that  next  year  or 
the  year  after  will  find  any  diminution  of  the 
duties  and  responsibilities  of  the  office.  I need  not 
remind  you  that  in  two  out  of  every  three  years 
the  president  of  the  Association  does  not  live  in 
close  proximity  to  the  Headquarters  Office,  and 
many  of  those  52  meetings  which  I attended  at  a 
cost  of  a few  hours  would  mean  the  loss  of  at 
least  a full  day  to  another  man.  The  time  is 
rapidly  approaching,  I fear,  when  KMA  will  find 
difficulty  in  obtaining  the  type  of  leadership  it 
deserves  to  fill  the  office  of  President  because  of 
the  time  and  economic  loss  it  entails. 

Reasoned  thinking  makes  evident  the  unfairness 
of  one  man  being  asked  to  bear  this  burden  for 
2,300  KMA  members.  The  point  being  made,  there- 
fore, is  that  wiser  heads  than  mine  in  this  House 
must  develop  some  method  to  compensate  their 
elected  leader  for  the  time  and  energy  he  devotes 
for  the  benefit  of  all.  Some  other  state  associations 
have  done  this  for  years  in  various  ways. 

This  thought  leads  naturally  to  another  which  is 
closely  related  since  it,  too,  involved  finances.  The 
constantly  increasing  activities  of  the  Association 
brought  on  by  the  rapid  changes  in  medicine  have 
put  additional  strain  on  our  budget  which,  as  ap- 
proved by  the  Board  of  Trustees  for  the  coming 
fiscal  year,  is  perilously  close  to  the  break-even 
point.  Problems  have  arisen,  too,  in  the  staffing  of 
the  Headquarters  Office.  KMA  must  compete  with 
business  and  industry  in  the  Louisville  area  for 
qualified  secretarial  and  other  office  personnel.  All 
of  us  are  aware  of  the  wage-spiral  in  this  category 
of  employee  in  the  past  few  years,  and  KMA  has 
been  caught  in  this  same  bind. 

1 would  suggest,  therefore,  that  this  House  in- 
struct the  Board  of  Trustees  to  appoint  an  ad  hoc 
committee  to  study  the  present  and  projected 
financial  requirements  of  the  Association  and  to 
make  recommendations  next  year  for  such  changes 
in  the  dues  structure  that  will  enable  it  to  carry  on 
its  work  in  an  efficient  and  effective  manner. 

At  the  outset  of  my  term  as  President,  I indicated 
my  intention  to  make  every  effort  to  improve  com- 
munications between  KMA  and  its  members.  I am 
most  grateful,  and  honored,  that  each  of  the  15 
trustees  invited  me  to  visit  his  district  to  meet  the 
members  and  to  discuss  KMA  with  them.  I was 
able  to  attend  14  District  meetings,  and  only  a 
critical  illness  in  my  family  prevented  me  from 
visiting  the  Sixth  District  in  June.  During  the  course 
of  these  meetings,  I was  privileged  to  address 
approximately  15  percent  of  the  total  membership 
of  KMA  and  their  wives.  I am  most  appreciative 
of  the  reception  of  my  slide  presentation  and  the 
many  compliments  received.  I trust  that  those  who 
heard  it,  at  least,  have  a somewhat  better  working 
knowledge  of  what  KMA  is  all  about.  Communica- 
tions with  the  membership,  however,  continues  to  be 
a problem  and  demands  constant  and  diligent  efforts 
on  the  part  of  the  leadership. 

Although  our  rapport  with  the  Administration  in 
Frankfort  has  been  markedly  improved,  it  is  quite 
obvious  that  our  problems  with  Medicaid  have  not 
been  resolved,  nor  are  they  likely  to  be  in  the  near 
future.  The  program  is  in  deep  trouble,  of  its  own 
making,  and  one  would  have  to  be  an  optimist  to 
believe  that  Congress  can  amend  Title  XIX  into  an 


efficient,  effective,  fiscally  sound  program  for  the 
benefit  of  the  needy. 

For  the  next  year,  however,  we  can  depend  on 
certain  lawmakers,  bureaucrats  and  the  news  media 
to  point  the  finger  of  blame  at  the  medical  pro- 
fession just  because  a few  instances  of  abuse  and 
overutilization  have  been  uncovered.  We  have  had 
a few  such  accusations  in  our  own  state. 

The  leadership  of  KMA  has  made  it  abundantly 
clear  to  the  government  and  to  the  news  media 
that  we  will  not  be  placed  in  a position  of  defending 
anyone  who  has  been  proven  guilty  of  breaking  the 
law  or  of  violating  medical  ethics.  By  the  same 
token,  however,  we  are  not  willing  to  see  a man 
convicted  in  the  newspapers  until  he  has  been  pre- 
sented with  the  evidence  against  him  and  has 
had  an  opportunity  to  prove  his  innocence. 

It  has  been  traditional  in  KMA  for  the  President 
to  report  on  the  activities  of  his  term  of  office  at 
this  session  of  the  House  of  Delegates.  On  the 
following  day,  during  the  scientific  program  he 
delivers  his  Presidential  Address,  and  relying  on  the 
knowledge  and  experience  gleaned  from  his  year  of 
responsibility  and  leadership,  discusses  the  pertinent 
issues  facing  the  Association  and  makes  such  sug- 
gestions and  recommendations  as,  in  his  judgment, 
would  be  in  the  best  interest  of  the  physician,  the 
profession  and  the  public  in  this  commonwealth. 

With  this  arrangement;  however,  many  members 
of  this  House  of  Delegates,  the  policy  making  body 
of  the  Association,  have  not  had  the  opportunity  to 
hear  the  words  of  many  of  our  illustrious  past- 
presidents,  and  I am  afraid  that  in  some  instances 
the  Association  has  suffered  thereby. 

I would  suggest,  therefore,  that  serious  considera- 
tion be  given  in  the  future  to  a rearrangement  of 
the  program  whereby  the  President’s  Address  would 
be  delivered  before  this  House  at  a stated  hour 
during  the  first  session  of  the  House.  Since  any 
member  of  the  Association  may  attend  these  sessions, 
any  interested  non-delegate  could  be  present  if  he 
so  desired. 

Again,  I thank  you  for  the  privilege  of  serving 
as  your  President. 

Henry  B.  Asman,  M.D.,  President 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  President  was  reviewed  with  a 
great  deal  of  interest  and  certainly  with  admiration 
for  the  amount  of  time  and  effort  that  he  has  ex- 
pended in  this  arduous  task.  This  committee  feels  that 
a wholehearted  vote  of  thanks  for  a job  well  done  is 
due  him.  The  committee  took  particular  cognizance 
of  three  paragraphs  in  this  report  which  it  would  like 
to  quote: 

"Reasoned  thinking  makes  evident  the  unfairness 
of  one  man  being  asked  to  bear  this  burden  for 
2300  KMA  members.  The  point  being  made,  there- 
fore, is  that  wiser  heads  than  mine  in  this  House 
must  develop  some  method  to  compensate  their 
elected  leader  for  the  time  and  energy  he  devotes 
for  the  benefit  of  all.  Some  other  state  associations 
have  done  this  for  years  in  various  ways.” 

“I  would  suggest,  therefore,  that  this  House  in- 
struct the  Board  of  Trustees  to  appoint  an  ad  hoc 
committee  to  study  the  present  and  projected  fi- 
nancial requirements  of  the  Association  and  to 
make  recommendations  next  year  for  such  changes 
in  the  dues  structure  that  will  enable  it  to  carry 
on  its  work  in  an  efficient  and  effective  manner.” 

“I  would  suggest,  therefore,  that  serious  con- 
siderations be  given  in  the  future  to  a rearrange- 
ment of  the  program  whereby  the  President’s  Ad- 
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dress  would  be  delivered  before  this  House  at  a 
stated  hour  during  the  first  session  of  the  House. 
Since  any  member  of  the  Association  may  attend 
these  sessions,  any  interested  non-delegate  could  be 
present  if  he  so  desired.” 

The  committee  sincerely  endorses  these  three  para- 
graphs. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  seconded  and  carried) 


Report  of  the 

President  of  the  Woman’s  Auxiliary 

Doctor's  wives  of  the  Blue  Grass  state  are  ap- 
proaching the  stretch  of  this  very  full  program  year 
like  a Kentucky  thoroughbred  with  a triple  crown  win 
in  sight.  We’re  proud  of  another  annual  race  well 
run. 

“Accent  on  Youth”  describes  a special  priority  of 
our  1968-69  auxiliary  program  which  especially  in- 
volved our  community  service,  safety,  and  rural 
health  committees.  A stranger  dropping  in  late  for 
our  fall  state  conference  would  have  found  a dark- 
ened room,  colorful  mod  movie  in  progress,  the 
smell  of  burning  marihuana  in  the  air,  needles  and 
yellow  jackets  on  the  table,  and  flowers,  dolls,  and 
the  fuzz  in  great  evidence.  This  pseudo-psyche- 
delic phantasy  was  not  a raided  pot  party,  but  a most 
effective  information  program  provided  by  local  po- 
lice eager  for  our  assistance  in  preventing  drug  abuse 
among  teenagers.  It  provided  the  model  and  stimulus 
for  similar  local  auxiliary  efforts.  In  a related  effort, 
our  president-elect  led  a “write-in”  campaign  which 
saw  doctors’  wives  from  all  over  the  state  protesting 
to  local  and  national  executives  the  outpouring  of 
crime  and  violence  in  movie  and  TV  productions. 
A safety  for  children  emphasis  focused  on  the  pro- 
motion of  GEMS  programs  for  local  baby-sitter 
training.  Eight  auxiliaries  sponsored  GEMS  efforts, 
with  two  new  programs  reporting  70  teenagers 
trained. 

At  the  suggestion  of  our  parent  KMA,  a top 
priority  was  given  this  year  to  orient  auxiliary  offi- 
cers and  members  to  the  new  national  program  of 
Comprehensive  Health  Planning.  Physicians’  wives 
were  felt  to  have  potential  for  effectively  assisting 
KMA’s  leadership  in  the  implementation  of  this  ef- 
fort in  Kentucky.  We  all  gave  it  prominence  at  our 
annual  Interim  Meeting,  at  the  several  district  meet- 
ings, and  at  our  county  officers’  workshop.  Doctors’ 
wives  have  now  been  named  to  important  service 
positions  on  planning  committees  and  councils  at 
both  state  and  area  levels.  Our  concern  for  involve- 
ment in  governmental  affairs  was  furthur  evidenced 
when  nine  members  accompanied  their  husbands  on 
this  year’s  KMA  visit  to  Kentucky’s  congressional 
delegation.  The  full  day  and  evening  event  was  a 
pleasant  and  effective  means  of  displaying  our  inter- 
est to  our  seven  representatives  and  two  senators,  all 
of  whom  were  contacted. 

This  year  the  auxiliary  continued  emphasis  on  its 
long-standing  interest  in  allied  health  manpower  de- 
velopment. Student  loan  funds  are  maintained  by  the 
state  auxiliary  ($1, 000/year)  and  by  the  majority 
of  local  auxiliaries.  While  these  funds  usually  aid 
nursing  students,  several  are  available  to  other  stu- 
dent health  professionals.  Most  sponsor  a single  stu- 
dent, but  one  now  is  sponsoring  eight!  One  auxiliary 
gained  $2,000  with  a Doctor’s  Day  dance,  another 
cleared  $3,600  from  a three-day  Antique  Fair,  an- 
other had  over  $5,000  available — all  these  funds 
devoted  to  student  loans  and  scholarships.  Health 
fairs  are  still  popular  with  our  local  auxiliaries.  An 
especially  outstanding  one  this  year  had  27  original 
exhibits  which  were  seen  by  hundreds  of  young  peo- 
ple from  65  high  schools  in  western  Kentucky.  The 
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state  auxiliary  this  year  joined  a cooperative  ven- 
ture of  Kentucky’s  private  organizations  and  gov- 
ernmental agencies  which  will  stimulate  and  coordi- 
nate health  manpower  recruitment.  Known  as 
“Health  Careers  in  Kentucky”,  it  will  be  a permanent 
program  and  has  full  participation  of  KMA  and 
WA-KMA.  Doctors’  wives  are  now  serving  on  its 
state  Health  Careers  Council  and  on  each  district 
Health  Careers  Committee.  Our  auxiliary  mental 
health  interests  have  started  a program  to  place  a 
comprehensive  mental  health  careers  notebook  in 
every  high  school  library  of  the  state,  reporting  55 
placements  to  date.  At  least  two  county  auxiliaries 
sponsor  teenage  volunteer  patient  aide  programs  in 
local  hospitals,  and  continue  to  report  success  in 
motivating  committment  to  health  careers. 

Another  interest  of  recent  years,  concerned 
with  mental  health  and  mental  retardation,  con- 
tinues strong  in  the  program  of  our  auxiliaries.  One 
county  auxiliary  sponsored  a day  at  Churchill  Downs 
for  physicians’  families,  saw  a horse  race  named  in 
their  honor,  and  raised  $1,000  for  a local  sheltered 
workshop  for  retarded  adolescents.  Another  auxiliary 
is  starting  a day  care  center  for  retarded  pre-school- 
ers. Still  another  local  unit  has  set  up  a “one-to- 
one”  program,  with  members  providing  volunteer  as- 
sistance in  the  supportive  care  of  emotionally  dis- 
turbed school  children  selected  from  needy,  troubled 
homes.  This  last  group  also  sponsors  a 24  hour 
telephone  answering  service  for  local  persons  with 
emotional  and  behavioral  problems. 

Inspired  leadership  at  state  and  local  levels  raised 
$4,584.23  for  AMA-ERF.  This  latest  count  is  a 
few  dollars  below  last  year,  but  would  doubtless 
have  been  higher  except  for  two  unforseeable  mis- 
fortunes in  fund  raising  which  resulted  in  significant 
loss  of  income.  First,  many  Christmas  cards  sold  to 
benefit  AMA-ERF  arrived  too  late  for  use;  and  later, 
the  supplier  of  “Doctor’s  Wife”  roses  reported  in- 
ability to  fill  numerous  orders  sold  as  donations  to 
AMA-ERF. 

As  usual,  many  auxiliaries  reported  providing 
substantial  assistance  to  heart,  cancer,  TB,  and  other 
fund  drives,  and  help  with  blood  collection  and 
diabetes  detection  efforts.  Two  especially  outstanding 
examples  of  such  involvement  in  community  dis- 
ease control  efforts  were:  (1)  the  12  member 

auxiliary  which  raised  $3,500  in  one  year  by  organ- 
izing a Valentine's  Day  Ball  and  by  caddying  the 
doctors’  golf  tournament,  then  donated  the  money 
for  new  coronary  care  equipment  at  the  local  hos- 
pital; and  (2)  the  auxiliaries  of  western  Kentucky 
whose  members  aided  the  Kidney  Foundation  in  a 
special  national  pilot  project  to  detect  early  kidney 
disease  among  2,400  grade  school  students  of  their 
communities. 

Our  international  health  interests  were  especially 
high  this  year  with  our  pride  in  a Kentuckian  serv- 
ing as  WA-AMA  international  health  chairman.  Re- 
ported activities  included  making  and  collecting 
bandages,  gowns,  toys,  soap,  and  drugs  for  distribu- 
tion by  HOPE,  Project  Concern,  and  World  Medical 
Relief — many  to  Biafrian  and  Vietnamese  children. 
A special  ad  hoc  emphasis  this  year  was  the 
International  Book  Project.  This  program  was  begun 
10  years  ago  by  a Kentucky  physician’s  wife,  and 
now  sends  millions  of  books  of  all  types  to  specific 
families  in  India.  We  were  proud  to  give  special 
attention  to  this  people-to-people  effort,  and  we  are 
featuring  it  in  a “show-and-tell”  exhibit  at  this  year’s 
National  WA-AMA  Convention. 

In  addition  to  all  these  “outside”  program  activi- 
ties, appropriate  attention  and  effort  have  been  given 
to  the  “inside”  organizational  affairs  of  auxiliary 
work.  We  now  have  28  formally  organized  local 
groups,  covering  36  counties,  with  memberships 
ranging  from  five  to  473,  and  totaling  1,348  at 
present  count  (as  compared  to  2,300  KMA  mem- 
bers). An  additional  county  auxiliary  is  now  re- 
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organizing,  and  two  others  plan  to  organize  from 
informal  local  meetings  of  doctors’  wives.  This  year 
saw  the  very  successful  trial  initiation  of  an  all-day 
Workshop  for  County  Officers  which  will  be  con- 
tinued. Our  Blue  Grass  News  quarterly  has  longer 
sheets,  shorter  type,  and  therefore  more  economy 
— thanks  to  the  professional  level  service  we  receive 
from  our  volunteer  member-staff.  This  year  KMA 
gave  permission  for  a fund-finding  committee  to 
seek  supplement  for  its  $1,200  budget,  so  we  can 
expect  even  more  good  news  per  issue  next  year. 
Our  orientation  program  for  wives  is  now  an  estab- 
lished and  popular  adjunct  to  the  semi-annual  KMA 
Orientation  Program  required  for  the  new  members. 
Competition  increases  for  our  annual  Health  Cita- 
tion Award  with  more  nominations  of  lay  indi- 
viduals and  organizations  deserving  of  recognition 
for  community  health  service.  McDowell  House, 
Kentucky’s  historic  medical  shrine,  continues  to 
grow  in  public  popularity,  due  in  large  measure  to 
the  generous  attention  of  one  of  our  local  auxiliaries. 
This  year  we  also  adopted  a new  emblem,  replaced 
our  old  pledge,  straightened  out  and  tightened  up 
our  by-laws  a bit  more,  prepared  to  develop  uniform 
streamlined  reports,  celebrated  SMA’s  Doctors'  Day 
in  a big  way  all  over  the  state,  and  planned  a bigger 
and  better  convention  with  maximum  stimulus  from 
its  social,  information,  and  motivational  activities. 

In  closing,  let  us  take  no  credit,  but  note  with 
pride,  the  outstanding  service  projects,  fund-raising 
activities,  social  functions,  and  informative  programs 
of  W A-SAMA.  They  have  been  excellent,  and  truly 
serve  to  provide  us  both  challenge  and  encourage- 
ment for  our  future. 

Mrs.  William  H.  McBeath,  President 

Recommendations,  Reference  Committee  No.  1 

The  committee  reviewed  the  excellent  report  of 
the  President,  Woman's  Auxiliary  to  KMA,  and 
wishes  to  commend  both  the  President  and  the 
Auxiliary  as  a body  for  the  excellent  support  given 
our  state  organization.  It  also  recognizes  the  excel- 
lent work  that  has  been  done  outside  the  organiza- 
tion in  promoting  the  advancement  of  medical  in- 
terests. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried  ) 


Report  of  the 
President-Elect 

I am  grateful  to  Kentucky  physicians  for  honoring 
me  as  president  for  1969-70.  I especially  want  to 
thank  President  Henry  Asman  and  the  staff  at  KMA 
Headquarters  for  proper  seasoning  for  the  coming 
year.  Many  others  in  medicine  have  helped  to  afford 
me  this  opportunity.  As  president-elect  I have  at- 
tended meetings  at  the  national  and  state  levels. 
Conferences,  Board  meetings,  and  the  Executive 
Committee  were  regularly  attended.  These  activities 
have  been  reported  to  you  more  in  detail  by  other 
officers  and  committees  of  the  Association. 

My  year  of  learning  will  be  most  useful  during 
this  term,  which  confronts  physicians  with  a challenge 
as  never  before  in  history.  The  activities  of  the  past 
year  lead  me  to  believe  that  it  is  more  important 
than  ever  for  physicians  to  be  concerned  about  not 
only  patient  care  but  continuing  medical  education, 
citizenship,  manpower,  planning,  financing  medical 
care  and  a whole  host  of  other  subjects.  This  is  not 
the  time  nor  place  to  put  forth  more  thoughts  about 
the  coming  year.  Physicians  must  enter  into  discussion 
with  insurance  carriers,  labor,  government,  and  the 
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public.  The  physician  who  does  not  participate  and  is 
indifferent  can  be  responsible  for  the  shackling  of 
his  profession.  I know  that  during  the  coming  year 
many  members  will  be  called  upon  to  make  con- 
tributions through  committees  and  committee  chair- 
men. My  plea  is  that  you  do  your  jobs  well  for  our 
patients  and  medicine.  KMA’s  success  for  the  com- 
ing year  depends  upon  each  of  you. 

Walter  L.  Cawood,  M.D.,  President-Elect 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  President-Elect  was  reviewed 
and  the  committee  wishes  him  a most  successful  term 
of  office  for  the  coming  year. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried) 


Report  of  the 
Speaker  of  the  House 

Harvest  time  is  here  again,  and  we  call  upon  the 
delegates  to  meet  and  help  bring  in  the  sheaves.  The 
ideas  and  resolutions  passed  and  actions  taken  at  this 
Annual  Meeting  will  represent  our  KMA  harvest  for 
the  year.  If  all  delegates  attend  and  work  at  their  job 
assigned,  we  predict  that  this  harvest  will  be  bountiful. 

There  will  be  no  change  in  the  parliamentary 
procedures  governing  the  House  this  year.  Reports 
of  the  committees  will  be  presented  on  Monday  morn- 
ing, September  22,  at  the  first  session.  Each  report 
is  numbered  and,  after  presentation,  will  be  re- 
ferred to  the  appropriate  Reference  Committee.  Af- 
ter this  action,  any  new  business  or  resolutions 
which  have  been  submitted  one  week  in  advance  of 
the  meeting  at  the  KMA  Office  will  be  introduced. 
These  will  be  assigned  a letter  and  referred  to  the 
Reference  Committees.  Reference  Committees  meet 
at  2:00  p.m.  on  Monday.  There  will  be  again  six 
Reference  Committees  considering  the  various  re- 
ports. They  will  stay  in  session  until  3:00  p.m. 
or  continue  until  everyone  has  been  heard.  Follow- 
ing this,  they  will  prepare  a report  to  present  to  the 
second  session  of  the  House  of  Delegates.  Each 
delegate  will  have  a copy  of  all  Reference  Com- 
mittee reports  at  the  second  session  by  no  later  than 
4:30  p.m.  on  Wednesday. 

Any  motion  longer  than  20-25  words  must  be  re- 
duced to  writing,  preferably  typewritten,  with  a 
copy  handed  to  the  Speaker. 

Please  note  our  new  format  for  printing  the  re- 
ports to  the  House  of  Delegates.  Being  in  booklet 
form,  the  reports  are  easier  to  locate  and  result  in 
a less  bulky  House  of  Delegates  envelope.  It  is 
hoped  that  this  new  method  will  be  of  assistance  to 
the  Delegates. 

Speaking  for  myself  and  Doctor  Cooper,  as 
Speaker  and  Vice  Speaker  respectively,  it  has  been 
our  pleasure  to  serve  you  during  this  past  year. 

Richard  F.  Greathouse,  M.D.,  Speaker 
Carl  Cooper,  Jr.,  M.D.,  Vice  Speaker 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Speaker  of  the  House  was 
considered  by  the  committee,  and  we  have  nothing 
but  the  highest  praise  for  the  Speaker  and  Vice 
Speaker  in  the  splendid  manner  in  which  they  con- 
duct the  business  of  the  House. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded;  carried) 
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Report  of  the 

Chairman,  Board  of  Trustees 

As  Chairman  of  your  Board  of  Trustees,  I will 
attempt  to  report  to  you  in  summary  form  the  ac- 
tivities of  your  Board  during  this  past  Associational 
year.  The  complete  minutes  are  available  in  the 
Headquarters  Office  to  any  KMA  member.  As  you 
can  appreciate,  much  work  has  transpired,  and  the 
minutes  are  quite  voluminous. 

The  Board  has  met  five  times  during  the  Associ- 
ational year  with  three  additional  sessions  scheduled 
in  conjunction  with  the  Annual  Meeting. 

The  members  of  the  Board  have  expressed  their 
dedication  to  the  task  at  hand  by  their  demonstration 
of  performance,  cooperation,  and  outstanding  record 
of  attendance.  I wish  to  express  my  personal  and 
deep  appreciation  to  every  member  of  the  Board. 
It  appears  to  be  an  insurmountable  task  to  get 
away  from  the  lengthy  meetings  required  to  handle 
the  many  problems  and  programs  before  your 
trustees  and  officers  each  year.  It  is  apparent  to  me 
that  this  responsibility  increases  with  each  passing 
year. 

First  Meeting,  September  26,  1968 

S.  R.  Scheen,  M.D.,  serving  as  temporary  chair- 
man, opened  the  meeting  and  recognized  the  new 
trustees  who  were  as  follows:  C.  C.  Lowry,  M.D., 
Murray,  1st  District;  Thornton  E.  Bryan,  Jr.,  M.D., 
Cadiz,  3rd  District;  W.  Bruce  Hamilton,  M.D., 
Shepherdsville,  4th  District;  Robert  N.  McLeod, 
M.D.,  Somerset,  12th  District;  and  Paul  E.  Hol- 
brook, M.D.,  Ashland,  13th  District.  Doctor  Scheen 
then  introduced  the  new  vice  president,  Edwin  P. 
Solomon,  M.D..  Louisville. 

Walter  L.  Cawood,  M.D.,  Ashland,  past  Board 
Chairman,  was  recognized  as  the  new  president- 
elect. Re-elected  to  positions  formerly  held  were 
Richard  Greathouse,  M.D.,  Louisville,  Speaker  of  the 
House;  Carl  Cooper,  M.D..  Bedford,  Vice  Speaker; 
Ballard  Cassady,  M.D..  Pikeville.  14th  District 
Trustee;  J.  Thomas  Giannini,  M.D.,  Louisville,  AMA 
Delegate;  and  Charles  G.  Bryant,  M.D.,  Louisville, 
AMA  Alternate  Delegate,  Lee  C.  Hess,  M.D.,  Flor- 
ence, was  elected  chairman  of  the  Board  of  Turstees, 
and  George  Sehlinger,  M.D.,  Louisville,  Vice  Chair- 
man. 

The  Executive  Committee  was  formed  when  Wil- 
liam Hall,  M.D.,  Owensboro,  and  Doctor  Bryan 
were  elected  to  serve  from  the  Board  with  the  presi- 
dent, president-elect,  chairman  and  vice  chairman  of 
the  Board,  and  the  secretary. 

The  Board  then  elected  personnel  for  membership 
on  the  KMA  committees  for  the  1968-69  Associ- 
ational year. 

Second  Meeting,  December  11,  1968 

The  second  meeting  of  the  KMA  Board  of  Trus- 
tees during  this  Associational  year  was  a special 
called  meeting  on  Wednesday  evening,  December  11. 
The  two  subjects  considered  by  the  Board  were 
Health  Careers  and  Comprehensive  Health  Plan- 
ning. 

Mr.  Tom  Connelly,  program  director  for  the 
Health  Careers  in  Kentucky  Foundation,  made  a de- 
tailed explanation  of  this  new  project  designed  for 
the  allied  health  professions  to  interest  young  Ken- 
tuckians in  a health  career.  A thorough  discussion 
was  then  held  on  Comprehensive  Health  Planning 
with  proposals  and  comments  being  presented  by  Mr. 
Strawn  Taylor,  director  of  CHP  in  Kentucky,  and 
Hoyt  Gardner,  M.D.,  Louisville,  a member  of  the 
State  Comprehensive  Health  Planning  Council. 

Third  Meeting,  December  12,  1968 

The  Board  of  Trustees  then  met  in  regular  session 
December  12  and  accepted  for  information  the  Presi- 
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dent's  Report,  Headquarters  Office  Report  and  reports 
from  the  senior  delegate  to  the  AMA  and  AMA 
Board  of  Trustees  member,  Robert  Long,  M.D., 
Louisville.  Action  was  taken  authorizing  KMA’s 
continuing  financial  participation  in  “Health  Ca- 
reers in  Kentucky”,  approving  funds  for  the  Woman’s 
Auxiliary  membership  on  the  state  Advisory  Coun- 
cil of  Health  Careers  in  Kentucky  and  naming  an 
alternate  KMA  member  to  this  same  advisory 
council. 

Nominees  were  confirmed  for  vacancies  on  the 
State  Board  of  Health,  Clinical  Laboratories  Advis- 
ory Board  and  Advisory  Council  for  Health  Facili- 
ties. Procedures  for  the  election  of  the  Chairman  of 
the  Board  and  members  of  the  Executive  Committee 
were  approved  and  annual  registration  of  physicians 
and  Annual  Meeting  exhibits  were  discussed. 

The  guidelines  for  implementing  usual  and  cus- 
tomary fee  programs  of  all  third  parties  through  the 
KMA  Claims  Review  Committee  and  county  review' 
committees  were  approved  with  a request  that  the 
guidelines  be  published  in  the  KMA  Journal  and 
disseminated  to  county  society  secretaries.  The  date 
of  KMA’s  Congressional  Dinner  in  Washington,  D.  C.. 
was  set  for  May  13  and  a status  report  of  the 
March  26-27  Interim  Meeting  in  Lexington  was  pre- 
sented. 

Thorough  presentations  were  made  concerning  ad- 
ministration of  the  Title  XIX  program,  activities 
of  the  Governor’s  Advisory  Council  for  Medical  As- 
sistance, and  implementation  of  the  Advertising  or 
Soliciting  by  Practitioners  of  the  Healing  Arts  Act 
as  specifically  related  to  a case  in  Lexington  in- 
volving a chiropractor.  Endorsement  was  given  to  an 
Emergency  Communications  project  of  the  Kentucky 
Hospital  Association,  the  distribution  of  a letter  to 
physicians  relative  to  an  eastern  Kentucky  ambulance 
attendant  training  program,  and  the  naming  of  a 
KMA  member  to  the  KEMPAC  Board  of  Directors. 

A referral  to  the  Bylaws  Committee  would  author- 
ize non-voting  seats  in  the  House  of  Delegates  to  a 
representative  of  the  Student  AMA  from  each  of  the 
medical  schools,  and  a KMA  sustaining  membership 
in  the  Student  AMA  was  approved.  Recommenda- 
tions were  made  concerning  the  TB  Hospitals  in 
Kentucky  with  responsibility  for  a more  thorough 
study  referred  to  KMA’s  Comprehensive  Health 
Planning  Committee.  It  was  agreed  that  KMA  would 
testify  before  state  hearings  on  this  subject. 

The  Chairman  of  the  Board  appointed  a new 
Plans  and  Development  Committee,  an  action  ap 
proved  by  the  Board  in  September.  Final  subjects 
discussed  were  Selective  Service  matters,  activities  of 
the  Cults  Committee,  physicians  on  hospital  boards, 
and  the  desirability  of  having  a school  health  co- 
ordinator in  each  school  district. 

Fourth  Meeting,  March  26,  1969 

The  fourth  meeting  of  the  Board  of  Trustees  was 
held  on  March  26  in  conjunction  with  the  KMA 
Interim  Meeting  in  Lexington.  The  session  opened 
with  the  presentation  of  routine  reports.  The  1969- 
70  fiscal  year  budget,  presented  by  Budget  Committee 
Chairman  Rex  Hayes,  M.  D.,  was  adopted. 

Actions  taken  at  the  March  12-13  Executive  Com- 
mittee meeting  were  reported  for  information.  These 
included  KMA’s  official  position  regarding  tubercu- 
losis in  Kentucky  and  the  status  of  the  TB  hospitals. 
The  Board  requested  the  establishment  of  a task 
force  to  plan  for  the  eradication  of  tuberculosis  in  this 
state.  Other  items  reported  were  KMA’s  position  re- 
garding the  composition  and  duties  of  the  State 
Board  of  Health,  and  approval  of  a special  project 
to  train  clinical  associates  at  the  University  of 
Kentucky. 

James  Sammons,  M.  D.,  chairman  of  the  AMPAC 
Board  of  Directors,  was  then  recognized  for  a de- 
tailed report  on  AMPAC’s  activities.  Discussion  was 
held  on  the  recent  HEW  report  on  chiropractic  as 
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well  as  the  plans  of  the  Cults  Committee  to  dis- 
seminate this  material.  The  Hospital  Committee  re- 
ceived approval  for  KMA  policy  on  the  full-time 
staffing  of  hospital  emergency  rooms,  and  action 
was  taken  on  recommendations  submitted  by  the  Ad 
Hoc  Committee  on  Insurance  Forms  to  modify  the 
procedure  of  completing  forms  demanded  by  “week- 
ly” insurance  policies. 

Two  matters  received  a full  and  lengthy  discussion, 
one  being  possible  conflicts  between  county  medical 
society  bylaws  and  KMA  Bylaws,  especially  in  the 
area  of  membership  classifications.  This  problem 
was  referred  to  the  Constitution  and  Bylaws  Com- 
mittee for  study  and  recommendations.  Adoption  of 
the  “Usual  and  Customary”  program  by  the  House 
of  Delegates  in  September  brought  forth  numerous 
questions  in  its  implementation.  This  matter  was 
referred  back  to  the  Advisory  Committee  to  Blue 
Shield  for  the  purpose  of  presenting  a definitive 
proposal  for  clarification. 

KMA  President  Henry  B.  Asman,  M.D.  presented 
a full  report  on  Title  XIX  in  Kentucky  to  include 
the  purpose  of  and  progress  being  made  in  numerous 
recent  meetings  he  has  held  with  state  and  federal 
government  officials.  The  president  stated  that  fur- 
ther meetings  would  be  held  in  the  immediate 
future. 

An  official  statement  was  approved  noting  KMA's 
endorsement  of  Comprehensive  Health  Planning. 
Motions  were  approved  allocating  $5  of  each  KMA 
member’s  dues  as  the  subscription  rate  to  the  KMA 
Journal  while  the  non-member  rate  would  be  $10, 
and  authorizing  legal  counsel  to  file  a brief  in  court 
relating  to  a decision  involving  the  doctrine  of  Res 
Ipsa  Loquitur. 

It  was  reported  that  a letter  had  been  written  to 
the  AMA  supporting  the  candidacy  of  Carroll 
Witten.  M.D.,  for  membership  on  the  AMA  Council 
on  Medical  Service.  A matter  concerning  Kentucky’s 
narcotic  control  program  was  delayed  pending  fur- 
ther information. 

The  meeting  closed  with  the  Board  accepting  an 
invitation  to  hold  the  1970  Interim  Meeting  at  the 
new  Barkley  Lake  Lodge  on  April  15-16. 

Fifth  Meeting,  August  7,  1969 

The  primary  purpose  of  the  August  meeting  of 
the  Board  was  to  review  the  reports  of  all  the  com- 
mittees. In  accordance  with  KMA  policy,  Board 
action  was  taken  on  these  reports  prior  to  their 
being  submitted  to  the  House  of  Delegates.  A num- 
ber of  committee  chairmen  were  present  to  discuss 
their  reports  and  members  of  the  Board  had  been 
assigned  specific  reports  for  a thorough  study  prior 
to  the  August  7 meeting. 

Routine  presentations  received  by  the  Board  in- 
cluded those  of  the  president,  secretary,  senior 
delegate  to  the  AMA,  and  the  AMA  Board  of 
Trustees  member,  Robert  C.  Long,  M.D.,  Louisville. 

The  report  of  the  special  committee  to  study 
tuberculosis  received  considerable  discussion  and  the 
Board  adopted  a resolution  expressing  appreciation 
to  George  Brockman,  M.D.  for  his  outstanding 
service  as  chairman  of  this  committee.  The  latest 
information  concerning  Medicaid  was  reported  and 
the  Board  then  considered  the  KMA  position  relating 
to  the  composition  and  duties  of  the  State  Board  of 
Health.  Disappointment  was  expressed  that  the 
Legislative  Research  Commission  had  distributed  a 
report  on  this  subject  before  hearings  were  held  and 
it  was  agreed  that  KMA  representatives  would  hold 
an  additional  meeting  to  review  the  LRC  report 
prior  to  submitting  recommendations  to  a hearing 
set  for  September  12  in  Frankfort. 

The  Board:  (1)  selected  its  Judicial  Council 

nomination  for  presentation  to  the  House  of  Dele- 
gates, (2)  confirmed  KEMPAC  Board  appointments, 
(3)  set  September  24-26  as  Annual  Meeting  dates 


for  1974,  (4)  agreed  to  meet  four  times  during  the 
1969  Annual  session,  and,  (5)  approved  a supple- 
mental report  presented  by  the  Comprehensive 
Health  Planning  Committee  relating  primarily  to  the 
control  of  tuberculosis. 

The  members  of  the  Board  expressed  pleasure  in 
having  the  opportunity  to  approve  the  first  multi- 
county medical  society  since  the  bylaws  were 
changed  last  year  authorizing  such  action.  A charter 
is  to  be  issued  to  the  Pennyrile  County  Medical 
Society  which  is  composed  of  the  former  societies  of 
Caldwell,  Christian,  Muhlenberg,  Todd  and  Trigg 
counties. 

Upon  the  recommendation  of  the  Memorials  Com- 
mission, it  was  agreed  to  ask  the  city  officials  to 
change  the  name  of  Janet  Avenue  (on  which  the  KMA 
building  is  located)  to  one  more  meaningful  to 
medicine.  Three  names  are  being  submitted  for  this 
change  with  the  first  choice  being  Sutton  Place  in 
memory  of  William  Loftus  Sutton,  M.D.,  the  first 
president  of  KMA. 

This  meeting  of  the  Board  adjourned  after  being 
in  session  in  excess  of  nine  hours. 

In  keeping  with  the  policy  of  assuming  more 
responsibility  and  meeting  as  often  as  is  necessary 
to  conduct  the  business  of  the  Association,  the  Ex- 
ecutive Committee  met  nine  times  this  past  year.  Five 
of  these  were  regular  meetings,  and  four  were  for 
special  purposes,  one  being  a joint  meeting  with  the 
Technical  Advisory  Committee  for  Physician  Serv- 
ices (Title  XIX). 

The  Executive  Committee  business  transactions 
are  reported  to  the  Board  and  matters  of  major 
importance  are  presented  to  the  Board  with  a 
recommendation  of  the  Executive  Committee. 

The  following  are  the  reports  of  the  ad  hoc 
committees  of  the  Board.  The  recommendations  of 
the  Board  are  noted  on  each  report  with  the  under- 
standing that  final  action  will  be  taken  by  the 
House  of  Delegates. 

Lee  C.  Hess,  M.D.,  Chairman 


Recommendations,  Reference  Committee  No.  t 

The  Report  of  the  Chairman  of  the  Board  of 
Trustees  was  reviewed  with  the  exception  of  the 
KMA-KNA  Joint  Advisory  Committee  Report,  which 
was  referred  to  Reference  Committee  No.  3,  and  the 
Ad  Hoc  Committee  on  Insurance  Forms  Report, 
which  was  referred  to  Reference  Committee  No.  4. 

Because  of  the  nature  of  this  report,  that  is, 
several  other  reports  were  contained  therein,  our 
recommendations  on  each  will  be  reported  as  fol- 
lows: 

Chairman.  Board  of  Trustees 

Ad  Hoc  Committee  on  Comprehensive  Health 
Planning 

Supplemental  Report  to  the  Ad  Hoc  Committee 
on  Comprehensive  Health  Planning 

Special  Medicine  and  Religion  Representative  to 
the  AMA 

Chairman,  Board  of  Trustees.  This  lengthy  report 
was  reviewed  with  the  above  noted  exceptions.  The 
committee  could  not  help  but  be  impressed  with 
the  tremendous  amount  of  work  that  had  confronted 
the  Board  of  Trustees. 

Mr.  Speaker.  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded;  carried) 

Ad  Hoc  Committee  on 
Comprehensive  Health  Planning 

At  the  organizational  meeting,  the  committee 
reconciled  the  Trustee  Districts  with  the  Regional 
Comprehensive  Health  Planning  Districts,  assigning 
the  trustee  responsibility  for  comprehensive  health 
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planning  in  each  area.  A compendium  of  the  infor- 
mation on  comprehensive  health  planning  was  as- 
sembled for  the  guidance  of  each  trustee  in 
organizational  work. 

The  committee  was  assigned  the  responsibility  for 
providing  KMA  testimony  for  the  Legislative  Re- 
search Commission  hearings  on  tuberculosis  hospit- 
als. From  this  developed  a meeting  with  representa- 
tives of  all  elements  of  the  tuberculosis  establishment 
in  the  state.  Uniting  behind  KMA,  all  groups 
joined  in  requesting  Governor  Nunn  to  establish  a 
“Committee  for  the  Study  of  Tuberculosis,”  under 
the  State  Comprehensive  Health  Planning  Council, 
to  undertake  a study  in  depth.  This  committee  is 
now  functioning. 

Members  of  the  committee  participated  in  the 
establishment  of  Regional  Comprehensive  Health 
Planning  Councils  over  the  state.  The  committee  has 
been  most  gratified  by  the  dynamic  assistance  of 
the  Kentucky  Office  of  Comprehensive  Health 
Planning  under  the  leadership  of  Mr.  Strawn  Taylor, 
the  director.  The  committee  has  observed  with 
pride  the  very  active  participation  of  KMA  mem- 
bers in  the  transactions  of  the  State  Comprehensive 
Health  Planning  Council  in  addition  to  the  very 
diligent  efforts  of  the  many  other  members  who 
have  labored  with  the  district  trustees  in  organizing 
comprehensive  health  planning  at  the  local  level. 

George  F.  Brockman,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  1 

The  Ad  Hoc  Committee  on  Comprehensive  Health 
Planning  report  was  thoroughly  discussed  by  the 
committee,  and  we  wish  to  commend  Doctor  George 
Brockman  and  his  committee  on  the  splendid  work 
they  have  done. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 

Supplemental  Report  of  the 
KMA  Ad  Hoc  Committee  on 
Comprehensive  Health  Planning 

The  chairman  of  your  Comprehensive  Health 
Planning  Committee  has  had  the  unique  pleasure  of 
serving  with  the  Comprehensive  Health  Planning 
Tuberculosis  Study  Committee. 

This  committee  was  initiated  in  the  Health  Facili- 
ties Task  Force  of  the  State  Comprehensive  Health 
Planning  Council  and  was  charged  to  make  a study 
in  depth  of  Kentucky's  tuberculosis  problem.  Two 
physician  members  were  nominated  by  the  chairman 
of  the  Kentucky  Tuberculosis  Hospital  Commission 
and  two  by  the  Kentucky  Medical  Association.  In 
the  spiriti  of  Comprehensive  Health  Planning,  five 
public  representatives  were  nominated  by  the  Chair- 
man of  the  State  Comprehensive  Health  Planning 
Council. 

The  members  are: 

W.  Burford  Davis,  M.D.  Mr.  Rodney  Ford 
Boyce  E.  Jones,  M.D.  Mr.  Golladay  LaMotte 

Edward  N.  Maxwell,  M.D.  Mr.  Edward  W.  Lange 
H.  Mac  Vandiviere,  M.D.  Mr.  Otis  Wheeler 

(One  public  member  was  forced  to  withdraw  be- 
cause of  unexpected  business  pressure.) 

The  committee  has  enjoyed  the  strong  support  of 
all  elements  of  the  Comprehensive  Health  Planning 
mechanism,  including  that  of  Governor  Nunn,  whose 
long-standing  concern  about  tuberculosis  has  led  him 
to  resist  very  substantial  political  pressures  for  a 
quick  answer,  in  favor  of  an  adequate  appraisal. 

The  first  finding  of  the  Tuberculosis  Study  Com- 
mittee was  that  present  data  on  tuberculosis  is  in- 
adequate. It  seems  axiomatic  that,  to  plan  for  the 
future,  we  had  best  know  what  the  present  is  like. 
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Most  of  the  work  of  the  committee  so  far  has  been 
data  acquisition.  It  is  most  gratifying  to  note  the 
many  agencies  and  individuals  who  are  joining  in  the 
study.  They  include: 

The  State  Board  of  Health  and  Department  of 
Health 

The  Kentucky  Tuberculosis  Hospital  Commission 

The  Kentucky  Tuberculosis  & Respiratory  Disease 
Association 

The  Kentucky  Thoracic  Society 

The  Kentucky  Hospital  Association,  which  is  un- 
dertaking a massive  survey  to  determine  how  soon 
their  member  hospitals  can  begin  treating  tuberculosis 
patients. 

The  Department  of  Economic  Security,  which  is 
making  the  first  statistically-valid  socio-economic 
appraisal  of  tuberculosis  patient  attempted  in  Ken- 
tucky; is  preparing  a codification  of  the  Medical 
Assistance  Program  eligibility  standards;  and  is  un- 
dertaking to  develop  financial  resource  techniques  for 
the  tubercular  in  hospitals  and  clinics. 

The  Department  of  Finance,  which  is  studying  the 
application  of  Medical  Assistance  Program  resources 
for  the  treatment  of  tuberculosis. 

Numerous  members  of  the  Kentucky  Medical  As- 
sociation, and  other  physicians,  who  are  serving  on 
advisory  committees  and  in  other  ways  giving  us  the 
benefit  of  their  experiences. 

The  committee  was  able  to  get  the  various  studies 
underway  within  two  months  and  submit  Part  I of 
its  report  in  which  the  committee  proposes  an  orderly 
transition  to: 

“1.  Return  tuberculosis  to  the  mainstream  of  medi- 
cine through  the  use  of  physicians,  voluntary 
hospitals,  and  medical  schools,  coordinating  the 
efforts  of  the  private,  voluntary  and  govern- 
mental agencies. 

2.  Develop  and  stimulate  community  participa- 
tion in  planning  for  tuberculosis  control  and 
for  the  treatment  of  tuberculosis  in  a com- 
munity-wide comprehensive  plan  for  health 
care. 

3.  Provide  high  quality  ambulatory  care  for  tu- 
berculosis patients  using  expensive  hospitaliza- 
tion only  on  a selective  basis  for  clear-cut 
criteria. 

4.  Sharpen  preventative  activities  and  focus  case- 
finding efforts  toward  those  persons  at  high 
risk  of  acquiring  infection  and  disease. 

5.  Consolidate  the  administrative  and  operational 
aspects  of  the  tuberculosis  control  and  treat- 
ment program." 

The  work  of  the  committee  has  attracted  wide  at- 
tention in  other  states,  as  well  as  Kentucky.  The 
500-copy  first  edition  of  the  report  has  been  ex- 
hausted, and  the  second  printing  is  at  the  press. 

I cannot  praise  too  highly  the  interest  and  zeal  of 
the  public  representatives  in  helping  to  pioneer  the 
use  of  the  Comprehensive  Health  Planning  mechan- 
ism in  resolving  some  of  the  problems  and  inef- 
ficiencies of  our  fragmented  system  of  health  care. 
Hopefully,  we  are  setting  a pattern  for  studies  of 
other  significant  problems — not  with  the  narrow  in- 
tent of  saving  dollars,  but  with  a determination  to 
develop  better  health  service  per  dollar,  whether  the 
dollar  comes  from  the  public  treasury,  the  insurance 
company  or  the  pockets  of  the  sick. 

George  F.  Brockman,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  1 

The  Supplemental  Report  to  the  Ad  Hoc  Com- 
mittee on  Comprehensive  Health  Planning’s  report  was 
considered  and  discussed  in  detail.  The  reference 
committee  received  Part  I of  the  Report  of  the 
Comprehensive  Health  Planning  Tuberculosis  Study 
Committee  too  late  for  this  committee's  satisfactory 
study.  We  agree  that  tuberculosis  control  has  long 
been  a concern  of  the  Association. 

The  committee  is  impressed  with  the  potential  of 
this  broad  form  of  survey  as  an  approach  to  a rational 
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solution  to  many  health  problems.  We  would  recom- 
mend that  a more  condensed  form  of  the  report  of 
the  Comprehensive  Health  Planning  Tuberculosis 
Study  Committee  be  supplied  to  the  KMA  members 
for  their  individual  study. 

Mr.  Speaker,  I move  that  this  report  be  accepted 
for  information  and  that  the  action  recommended  by 
the  reference  committee  above  be  adopted  and  im- 
plemented. 

(Seconded;  carried ) 

Special  Medicine  and  Religion 
Representative  to  the  AMA 

The  AMA  is  now  placing  much  emphasis  on  the 
role  of  religion  and  the  part  it  plays  in  medicine. 
This  has  been  most  enthusiastically  received  in 
Kentucky. 

Areas  have  been  visited  and  organizations  have 
been  established  or  considered  in  such  places  as 
Owensboro,  Bowling  Green,  Lexington,  Louisville, 
Ashland  and  Covington;  and  there  are  plans  to 
implement  the  work  of  this  committee  in  all  of  the 
Trustee  Districts. 

The  groundwork  has  been  initiated  by  the  AMA. 
It  is  recommended  that  we  become  more  active  in 
this  work,  as  it  can  be  a great  assist  in  the  field  of 
medicine.  The  clergyman  can  help  all  of  us  bring 
courage  to  the  discouraged. 

Everett  H.  Baker,  M.D. 

Recommendations,  Reference  Committee  No.  1 

I his  committee  considered  the  report  of  the  Special 
Medicine  and  Religion  Representative.  The  members 
of  this  committee  were  especially  grieved  at  the 
untimely  death  of  Doctor  Everett  H.  Baker.  We  feel 
that  this  Association  has  lost  a devoted  and  most 
effective  member. 

Mr.  Speaker,  1 move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried. ) 

Report  of  the 
Secretary 

It  is  difficult  to  believe  that  another  year  has 
passed  since  our  last  Annual  Meeting.  During  the 
past  year  there  have  been  a number  of  new  challenges 
to  face  in  medicine,  and  most  of  these  have  been 
concerned  with  the  interest  of  the  KMA  in  the  imple- 
mentation of  the  various  governmental  insurance  pro- 
grams, as  well  as  helping  to  advise  the  private  insur- 
ance carriers.  It  is  my  impression,  as  secretary  and 
having  sat  through  numerous  meetings  during  the 
past  year,  that  these  have  been  the  major  problems 
which  have  confronted  the  Association  during  this 
time. 

The  utilization  of  these  programs  has  become 
quite  complicated  both  from  the  administrative  stand- 
point as  well  as  from  the  usage  by  the  patient. 
KMA  has  endeavored  through  long  and  arduous 
work  by  members  of  the  various  committees  to  aid 
in  any  way  possible.  It  seems  to  me  that  during 
these  times,  it  is  more  important  than  ever  for  the 
individual  physician  to  know  his  trustees  in  the 
district,  as  well  as  the  delegates,  and  to  communi- 
cate through  them  any  problems  or  desires  which  they 
may  wish  to  come  before  the  KMA  Board. 

You  gentlemen  are  the  elected  delegates  from  your 
particular  areas.  As  you  know,  it  is  your  job  to  attend 
meetings  and  to  report  back  to  your  particular 
county  society  regarding  action  of  the  House  of 
Delegates.  You  are  the  main  line  of  communication 


between  the  KMA  and  your  county  societies.  Do  not 
let  this  line  of  communication  break.  All  physicians 
in  the  society  will  be  aware  of  the  work  which  is 
being  done  by  the  KMA  for  them  if  you  will  follow 
this  through. 

I would  like  to  give  you  some  information  regard- 
ing the  number  of  meetings  in  which  the  Association 
has  been  involved  in  the  past  year.  The  total  number 
of  KMA  committee  meetings  was  48.  lasting  a total 
number  of  120  hours,  at  which  275  members  were  in 
attendance.  The  total  number  of  doctors’  hours 
involved  was  737  and  total  number  of  doctors’ 
miles  traveled  was  37,410.  The  KMA  Board  of 
Trustees  met  six  times  for  a total  number  of  25 
hours.  There  were  147  members  in  attendance  and 
a total  number  of  doctors’  hours  involved  were  747. 
The  total  number  of  doctors’  miles  traveled  was 
22,420.  The  Executive  Committee  met  on  eight 
occasions  for  a total  number  of  42  hours.  The 
total  number  of  members  was  302  and  total  number 
of  doctors’  miles  traveled  was  10,972. 

I would  like  at  this  time  to  thank  all  of  those  who 
have  helped  me  during  the  year  with  my  particular 
job.  I would  also  like  certainly  to  commend  all  of 
our  staff  at  the  Kentucky  Medical  Association  for 
their  dedication  to  their  jobs,  and  the  fine  way  in 
which  they  have  carried  out  all  of  their  duties  and 
functions.  We  are  very  fortunate  to  have  such  a fine 
staff,  and  they  certainly  reflect  our  interest  in  the 
continuation  of  good  medical  practice  throughout 
the  state  of  Kentucky. 

S.  Randolph  Scheen,  M.D.,  Secretary 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Secretary  was  reviewed,  and 
the  committee  wishes  to  congratulate  the  Secretary 
on  a job  well  done. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Seconded;  carried.) 

Report  of  the 
Editor 

During  this  past  year  the  cover  of  The  Journal 
was  changed  to  some  extent  in  that  we  changed  to 
a blue  color — and  we  changed  the  masthead  to 
emphasize  the  word  “Kentucky.” 

Another  change  which  was  initiated  during  the 
past  year  was  a new  feature  called  “Medical  Prog- 
ress”— which  will  appear  on  a bimonthly  basis.  We 
have  been  fortunate  during  the  year  in  receiving  a 
steady  supply  of  good  scientific  papers.  We  thank 
those  who  have  submitted  these  to  The  Journal  for 
publication,  and  we  want  to  take  this  opportunity  to 
urge  other  Kentucky  physicians  to  submit  similar 
papers  for  The  Journal. 

The  Journal  serves  several  functions  for  Kentucky 
physicians:  It  continues  to  be  an  instrument  for  post- 
graduate medical  education.  It  serves  as  a historical 
document  for  Kentucky  medicine.  Another  of  its 
functions  is  to  keep  Kentucky  physicians  informed 
concerning  contemporary  medical  events.  The  Journal 
has  a post-graduate  page  and  attempts  to  list  all 
known  medical  meetings  well  in  advance.  The 
Journal  cannot  only  help  to  promote  these  meetings — 
but  can  act  as  a clearing  house  to  avoid  conflicts  in 
meeting  dates. 

The  editors  take  this  opportunity  to  express  their 
appreciation  to  the  pharmaceutical  companies  who 
advertise  in  The  Journal.  At  the  present  time  there 
is  apparently  a national  trend  for  the  pharmaceutical 
companies  to  spend  more  on  national  advertising  and 
less  on  state  advertising. 

The  editors  meet  regularly  regarding  the  affairs  of 
The  Journal,  and  would  welcome  any  suggestions 
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from  any  of  the  members  of  the  Medical  Association 
at  any  time.  These  suggestions  can  be  either  written 
or  called  in — to  the  editor’s  office  of  KMA. 

Walter  S.  Coe,  M.D.,  Editor 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Editor  was  reviewed.  The  editor 
and  his  staff  are  to  be  complimented  on  the  manner 
in  which  they  have  performed  their  duties  in  pub- 
lishing the  Journal  of  KMA. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 


Report  of  the 
KMA  Treasurer 

You  will  find  enclosed  in  your  House  of  Dele- 
gates envelope  a Statement  of  Financial  Condition 
of  the  Kentucky  Medical  Association  as  of  June  30 
1969,  a Statement  of  the  Changes  in  the  Fund 
Balances,  and  Condensed  Statements  of  Income  and 
Expense  of  the  Current  Fund,  Reserve  Fund.  Mc- 
Dowell House  and  the  Postgraduate  Medical  Educa- 
tion Fund  for  the  year  ending  June  30,  1969. 

The  complete  report  of  audit  for  the  fiscal  year 
ending  June  30,  1969,  is  available  to  all  members 
of  the  Kentucky  Medical  Association  at  the  KMA 
Headquarters  Office,  3532  Janet  Avenue,  Louisville, 
Kentucky. 

Keith  P.  Smith,  M.D.,  Treasurer 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Treasurer  was  reviewed,  and 
this  committee  recommends  that: 

(1)  The  Board  of  Trustees  consider  the  feasibili- 
ty of  coordinating  the  fiscal  year  to  coincide  with  the 
Associational  year. 

(2)  That  in  the  future  the  attachment  to  this  re- 
port (the  Audit  Report)  be  stated  in  terms  that  can 
be  clearly  understood  by  the  membership. 

We  wish  to  thank  Doctor  Smith  for  his  interest 
and  work. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Seconded;  carried) 

Report  of  the 
Delegates  to  AMA 

This  past  year  your  delegates  and  alternate  dele- 
gates, as  well  as  KMA  officials  and  other  interested 
members,  have  been  in  attendance  at  the  clinical  ses- 
sion at  Miami  Beach  in  December  and  the  Annual 
Meeting  in  New  York  in  July,  1969;  and  all  have 
been  active  participants  in  the  business  of  organized 
medicine,  that  is  county,  state  and  national  levels. 

Steerage,  not  breaks,  has  been  the  policy  of  the 
President,  Dwight  Wilbur.  M.D.  this  past  year;  and 
the  changes  which  are  beginning  to  be  seen,  at 
least  at  the  AMA  level,  have  been  a direct  result  of 
this  theme.  Doctor  Wilbur  stated  that,  in  all  prob- 
ability, one  of  our  greatest  problems  in  American  medi- 
cine has  been  that  we  have  tried  too  hard  and  suc- 
ceeded too  well  in  the  health  care  of  the  country  and 
that  now  many  people  are  impatient  regarding  the 
health  care  problems  of  the  country,  in  that  they 
wish  to  instantly  wipe  away  poverty,  eliminate  igno- 
rance, sweep  away  all  ill  will  and  violence  and  re- 
place jealousies  and  hate  with  universal  good  will. 

Many  items  pertaining  to  changes  of  the  national 
policy  were  brought  up  and  finalized  at  this  meeting 

tucky  Medical  Association  • December  1969 


and  concluded  in  a policy  on  discrimination  with  a 
provision  for  disciplinary  action  if  repeated  evidences 
of  violations  were  in  evidence. 

The  House  also,  at  the  recommendation  of  the 
Board  of  Trustees,  accepted  an  objective  assimilating 
qualified  osteopaths  to  the  main  stream  of  American 
medicine  and  suggested  a broad  methodology  by 
which  these  objectives  might  be  accomplished  over 
a period  of  time  in  order  to  improve  the  caliber  of 
medical  care  under  their  supervision.  The  House  also 
suggested  methods  by  which  state  and  county  medical 
societies  may  accept  qualified  osteopaths  as  active 
members,  and  by  accomplishing  this,  permit  them  to 
become  members  of  the  American  Medical  Associa- 
tion. 

ORGAN  TRANSPLANTATION  — The  House 
adopted  statements  on  heart  transplantations  which 
makes  five  points:  1)  The  preservation  of  good  medi- 
cal practice  demands  that  the  evolution  therapy  be 
orderly.  2)  Due  regard  for  the  welfare  and  safety  of 
each  individual  patient  is  paramount.  3)  Heart 
transplants  have  brought  about  medical,  ethical,  and 
legal  questions  into  critical  focus,  including  the  de- 
termination of  death.  4)  Potential  heart  transplanta- 
tions may  prove  by  subsequent  clinical  experience  to 
be  severely  limited  by  the  shortage  of  potential  organ 
donors.  5)  Heart  transplantation  has  been  accom- 
panied by  the  onset  of  a degree  of  public  awareness 
and  almost  without  parallel  to  medicine.  It  is,  there- 
fore, imperative  that  the  public  be  made  fully  aware 
of  the  potentialities  and  limitation  of  heart  transplant. 

HEALTH  CARE  COSTS  AND  FINANCING— 
The  House  again,  following  similar  action  at  the  1968 
annual  convention,  accepted  for  information  the  re- 
port of  the  committee  of  the  health  care  financing, 
pertaining  to  federal  income  tax  credits  for  the  per- 
son’s health  insurance  and  adopted  a resolution  that 
the  AMA  seek  to  promote  enactment  of  federal  legis- 
lation which  would  translate  the  concept  of  income 
tax  credits  for  health  insurance  premiums  into  law. 
The  House,  in  addition,  asked  the  Board  of  Trustees 
to  obtain  sufficient  staff,  facility,  and  funds  to  develop 
an  effective  program  for  immediate  and  ongoing 
studies  on  health  care  costs  and  to  report  at  the 
1969  annual  convention. 

In  other  action  regarding  health  care,  the  House 
called  on  all  voluntary  health  insurance  organizations 
to  offer  reinstatement  to  all  contracts  which  were 
cancelled  or  converted  because  of  Medicare  and  re- 
affirm to  AMA’s  belief  that  the  concept  of  voluntary 
health  insurance  is  the  most  acceptable  means  of 
financing  care. 

MATTERS  OF  PATIENT  PUBLIC  INTEREST— 
The  House  adopted  a council  on  medical  educa- 
tion special  requirements  for  residents  in  training 
and  family  practice.  It  was  resolved  that  the  AMA 
affirm  the  importance  of  providing  appropriate  rec- 
ognition for  family  physicians  by  means  of  a primary 
specialty  board. 

The  House  endorsed  a principle  of  multi-purpose 
health  record  forms.  Multiple  other  items  regarding 
allied  health  personnel,  questions  of  medicine  in  gov- 
ernment. and  policies  pertaining  to  AMA  were  re- 
affirmed and  multiple  programs  were  considered.  It 
was  recommended  that  the  AMA  use  every  effort  to 
suggest  to  the  government  that  all  overlapping  medical 
programs  with  Medicaid  be  phased  out  by  using  our 
AMA  influence  as  best  as  possible  in  this  regard. 

Re-definition  of  usual  and  customary  fees  were  re- 
affirmed by  the  House.  Also,  the  question  of  direct 
billing  was  reaffirmed. 

At  the  AMA  Annual  Meeting  in  New  York  many 
significant  policies  were  adopted.  The  House  ac- 
cepted the  report  of  Management  Study  of  AMA  by 
Cresap,  McComick  & Paget  together  with  Board 
comments.  The  House  assigned  “highest  priorities" 

925 


to  these  areas  of  activity:  1)  Rising  cost  of  health 
care,  2)  Expansion  of  out-of-hospital  health  services, 
3)  Development  of  community  health  centers,  4) 
Experimentation  and  innovation  on  new  methods  of 
delivery  of  health  services,  5)  Medical  audit,  utiliza- 
tion and  review  committees,  6)  Medical  manpower 
needs,  7)  Preventive  medicine,  and  8)  Family  plan- 
ning. 

The  House  adopted  a revision  of  bylaws  to  provide 
increased  cooperation  between  specialty  societies  and 
AMA.  Changes  establish  a council  representing  the 
specialty  for  each  AMA  scientific  section,  with  mem- 
bership of  section  councils  to  be  selected  from  among 
AMA  active  members  by  the  national  specialty  so- 
cieties listed  in  the  American  Medical  Directory,  based 
on  the  number  of  AMA  members  in  the  specialty 
society,  and  one  member  elected  by  the  section. 

The  House  adopted  the  Board’s  report  of  the  Com- 
mittee on  Health  Care  of  the  Poor  calling  for  action 
programs  to  meet  already  documented  needs.  It  also 
adopted  a resolution  reaffirming  its  position:  “(1) 
that  it  is  a basic  right  of  every  citizen  to  have  avail- 
able to  him  adequate  health  care,  (2)  that  it  is  a basic 
right  of  every  citizen  to  have  a free  choice  of  phy- 
sician and  institution  in  the  obtaining  of  medical 
care,  and  (3)  that  the  medical  profession,  using  all 
means  at  its  disposal,  should  endeavor  to  make  good 
medical  care  available  to  each  person.” 

Adopted  a report  on  the  Council  on  Medical 
Services  program  to  stimulate  peer  review,  called 
attention  to  Board’s  statement  “that  peer  review  be 
assigned  the  highest  priority"  by  medical  societies, 
and  urged  representative  attendance  at  the  Council  on 
Medical  Services  conference  on  peer  review  Novem- 
ber 29  in  Denver. 

Adopted  a Council  on  Medical  Services  report  out- 
lining AMA  support  of  broad  voluntary  health  in- 
surance programs  and  urging  medical  societies  and 
individual  physicians  to  promote  and  publicize  AMA’s 
graduated  income  tax  credit  program. 

The  House  approved  Board  report  calling  for  in- 
creased federal  financial  support  of  medical  schools 
to  permit  larger  enrollment.  This  changes  AMA 
policy  regarding  federal  loans  to  medical  students, 
made  necessary  by  high  interest  rates  on  loans  from 
private  sector. 

Adopted  bylaw  amendment  enabling  qualified  oste- 
opaths to  become  active  members  of  AMA  through 
membership  in  state  medical  associations. 

Again,  I wish  to  thank  all  the  other  delegates, 
alternate  delegates,  and  state  officials  who  helped  me 
with  this. 

J.  Thomas  Giannini.  M.D.,  Delegate  to  AMA 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  AMA  Delegate  was  discussed 
thoroughly  in  our  session  and  the  section  on  Health 
Care  Costs  and  Financing  was  particularly  discussed 
and  strongly  supported.  Further,  this  committee 
would  go  on  record  as  being  strongly  opposed  to  any 
form  of  national  health  insurance  on  the  basis  of  ( 1 ) 
its  compulsory  nature;  (2)  fixed  fees;  (3)  pre-pay- 
ment panel  group  participation  only;  and  (4)  limita- 
tion of  free  choice  of  physician  on  the  basis  of  (3) 
above. 

The  committee  wishes  to  congratulate  all  of  the 
delegates  on  their  interest  and  excellent  performance. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Seconded;  carried) 

Report  of  the 
Executive  Secretary 

This  Annual  Meeting  completes  the  first  full 
Associational  year  that  I have  served  as  your 


Executive  Secretary.  It  has  been  a challenging  and 
gratifying  experience. 

I shall  not  report  in  detail  concerning  the 
responsibilities  of  the  Headquarters  Office  as  the 
ever-increasing  work  load  and  vortex  of  activity 
evolving  around  your  staff  are  reflected  in  the 
numerous  reports  of  your  officers  and  committee 
chairmen. 

On  an  average  day  various  staff  members  are 
attending  committee  meetings,  editing  promotional 
material,  representing  KMA  with  allied  and  other 
organizations,  duplicating  minutes,  getting  out  a 
mailing,  working  on  the  Journal,  answering  routine 
phone  calls  (three  lines  busy  constantly),  scanning 
stacks  of  mail  and  responding  as  may  be  indicated, 
greeting  visitors,  researching  material  for  a future 
committee  meeting,  discussing  projects  with  officers, 
making  plans  for  state-wide  meetings  of  our  own  and 
in  conjunction  with  other  groups,  attempting  to  keep 
pace  in  the  area  of  public  and  governmental  rela- 
tions, and  trying  to  maintain  our  own  continuing 
education  by  reading  some  of  the  voluminous  ma- 
terial received  daily  relating  to  projects  and  programs 
of  organized  medicine  throughout  the  nation.  The 
interesting  aspect,  however,  is  that  there  is  no 
"average”  day,  as  each  one  seems  to  bring  some- 
thing new  and  unexpected. 

As  governmental  medical  programs  have  an 
increasing  affect  on  the  physician’s  office,  so  too 
does  it  demand  ever  increasing  amounts  of  staff 
time.  The  Medicaid  burden  ’ alone  has  seemed  to 
have  been  a daily  agenda  item. 

The  House  of  Delegates  last  year  requested  KMA 
to  maintain  two  staff  men  in  Frankfort  during  the 
Kentucky  General  Assembly.  We  were  pleased  to 
welcome  Mr.  Jerry  Mahoney  to  our  staff  in  March. 
His  experience  will  prove  valuable  to  us  as  he 
assists  Mr.  Armstrong  in  Frankfort  for  the  next 
session  of  the  Legislature  beginning  in  January.  A 
portion  of  Mr.  Mahoney’s  many  duties  has  been 
making  field  service  visitations,  and  most  of  our  120 
counties  have  received  personal  visits  during  this 
year. 

During  the  past  12  months,  there  have  bee” 
some  165  KMA  meetings  that  have  involved  staff 
activity  and  attendance.  In  addition,  staff  has  rep- 
resented KMA  at  125  other  meetings  of  related 
interest  and  spent  approximately  50  “staff  days” 
representing  the  Association  at  out-of-state  meetings 
To  meet  the  short  term  and  long  range  challenges 
facing  us,  innovations  must  be  an  ever  present  duty 
‘C  j!1?  administration  of  any  organization.  Respon- 
sibilities within  staff  are  being  consistently  reviewed 
to  try  and  assure  maximum  effectiveness. 

One  of  my  most  rewarding  experiences  has  been 
to  work  more  closely  than  ever  before  with  the 
officers,  committee  chairmen,  and  other  members  of 
KMA.  My  deep  appreciation  is  extended  to  all  of 
them  with  a special  word  of  thanks  to  KMA 
president,  Henry  B.  Asman,  M.D.,  who  gave  so 
unselfishly  of  his  time  to  staff  and  me  personally 
during  this  first  year.  The  understanding,  counsel, 
and  overall  supervision  of  the  Headquarters  Office 
by  the  entire  official  family  of  KMA  has  been 
received  with  deep  gratitude. 

Words  could  not  express  my  feeling  for  our 
courteous  and  efficient  staff  who  continually  give 
that  extra  effort  in  performing  with  sincere  dedica- 
tion for  the  interest  of  this  Association. 

Robert  G.  Cox,  Executive  Secretary 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Executive  Secretary  was  con- 
sidered by  the  committee,  and  enough  could  not  be 
said  in  praise  of  our  Executive  Secretary  and  his 
faithful  staff  in  their  loyal  performance  of  their 
duties  for  this  Association. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 
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(Second  and  carried) 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
Reference  Committee  No.  1 as  a whole. 

(Seconded  and  carried) 

Mr.  Speaker,  as  chairman.  I wish  to  thank  all  of 
the  members  of  this  committee  for  their  untiring 
efforts  and  help  in  preparing  this  report. 

I also  wish  to  thank  Mrs.  Sandra  Murphy  for  her 
excellent  help. 

REFERENCE  COMMITTEE  NO.  1 
N.  Lewis  Bosworth.  M.D.,  Lexington,  Chairman 
Harold  L.  Bushey,  M.D.,  Barbourville 
Burton  Haley.  M.D.,  Paducah 
W.  Donald  Janney,  M.D.,  Covington 
Bernard  Popham.  M.D.,  Louisville 


REFERENCE  COMMITTEE  NO.  2 

Donn  L.  Smith,  M.D.,  Louisville,  Chairman 

Reference  Committee  No.  2 considered  the  fol- 
lowing reports: 

14.  Report  of  the  Scientific  Program  Committee 

15.  Report  of  the  Scientific  Exhibits  Committee 

16.  Report  of  the  Committee  on  Medical  Educa- 
tion 

17.  Report  of  the  Subcommittee  on  Coronary  Care 
Units 

18.  Report  of  the  Hospital  Committee 

19.  Report  of  the  Committee  on  Educational 
Television 

20.  Report  of  the  Disaster  Medical  Care  Com- 
mittee 

21.  Report  of  the  Cancer  Coordinating  Commitee 

Resolution  F — Limited  License — Intern  (Fayette 

County)  . . 

Resolution  I — Support  for  University  of  Louisville 
School  of  Medicine  General  Hospital  (Board  of 
Trustees) 

Resolution  J — Family  Practice  (Board  of  Trustees) 

Report  of  the 

Scientific  Program  Committee 

The  Scientific  Program  Committee  met  November 
6,  1968.  to  outline  plans  for  the  1969  scientific 
session.  As  you  will  note  from  that  date,  nearly  a 
full  year's  preparation  goes  into  the  presentation 
of  your  scientific  program  for  each  year’s  Annual 
Meeting.  Your  chairman,  committee  members,  and 
the  KMA  staff  are  involved  in  countless  telephone 
calls,  personal  contacts  and  reams  of  correspondence 
in  putting  this  program  together. 

From  past  experience,  it  has  appeared  that  the  se- 
lection of  themes  for  portions  of  the  scientific  pro- 
gram has  proven  to  be  beneficial,  and  that  policy 
is  being  carried  over  into  this  year’s  session.  The 
themes  are  designed  to  assist  in  the  continuity  of  the 
program  and  afford  an  opportunity  for  in-depth 
coverage  of  a subject.  We  hope  you  again  find  them 
to  be  profitable. 

The  scientific  programs  of  the  specialty  groups 
held  in  conjunction  with  our  general  sessions  have 
proven  over  the  years  to  be  valuable  to  all  con- 
cerned, and  makes  for  an  outstanding  contribution 
of  continuing  education  to  our  members.  I have  had 
the  pleasure  of  meeting  with  the  specialty  group 
presidents  in  planning  this  year’s  meeting,  and  I am 
grateful  for  their  approval  of  the  facilities  offered 
for  their  meetings  and  for  their  cooperation  in  the 
planning  of  the  overall  program. 

The  Message  Center  in  the  Technical  Exhibit  Hall 
has  proven  its  value  to  our  members  attending  the 
meeting,  and  we  are  again  most  appreciative  to  the 
South  Central  Bell  Telephone  Company  for  its 
support  in  sponsoring  the  Message  Center. 
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In  preparing  for  each  year’s  scientific  session, 
your  committee  reviews  previous  programs  in  an 
attempt  to  select  the  best  format  of  each.  Your 
committee  members  strive  to  present  an  appealing 
and  educational  program  that  will  provide  maxi- 
mum benefit  to  the  individual  physician. 

This  year,  we  are  attempting  a blend  of  panel 
presentations  and  individual  papers  along  with  the 
innovation  of  a new  “crackerbarrel”  session  which 
will  permit  informal  round  table  discussions  on 
Wednesday  afternoon. 

Your  chairman  is  grateful  to  all  of  those  who  as- 
sisted in  the  formation  of  this  program  with  a spe- 
cial note  of  appreciation  to  the  committee  members, 
specialty  group  presidents,  and  program  chairmen 
and  panel"  moderators.  The  help  of  the  Executive 
Staff  of  the  KMA  makes  the  work  of  the  chairman 
a pleasure.  They  should  be  commended  for  their 
efforts. 

Any  suggestions  our  membership  may  have  for 
future  programs  are  most  welcome. 

Peter  P.  Bosomworth,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

We  have  studied  the  Report  of  the  Scientific  Pro- 
gram Committee  and  recognize  that  a great  deal  of 
effective  work  has  been  achieved  in  the  preparation 
of  this  year’s  scientific  program.  We  compliment  the 
committee  on  the  excellent  program  that  has  been 
arranged  for  this  year's  meeting. 

We  would  also  like  to  express  on  behalf  of  the 
Kentucky  Medical  Association  our  appreciation  to 
the  South  Central  Bell  Telephone  Company  for  their 
continued  sponsorship  of  the  Message  Center. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 


Report  of  the 

Scientific  Exhibits  Committee 

Since  it  is  necessary  for  our  committee  to  meet 
late  in  the  summer  to  review  all  applications  for 
presenting  scientific  exhibits  at  the  Annual  Meeting, 
it  has  become  policy  for  our  submitting  a final 
report  in  advance  of  our  meeting  so  that  it  may  be 
processed  and  distributed  with  the  other  committee 
reports. 

Our  meeting  is  being  held  this  year  on  July  17, 
at  which  time  we  will  carefully  review  all  applica- 
tions submitted  to  us  and  make  selections  of  those 
to  be  presented. 

We  anticipate  having  approximately  twenty 
scientific  exhibits  for  the  1969  meeting.  They  are 
to  be  in  place  in  the  Convention  Center  by  8:00 
a.m.,  on  Tuesday,  September  23,  and  will  not  be 
removed  until  3:30  p.m.,  on  Thursday,  September  25. 

Our  policy  of  judging  the  exhibits  is  being  con- 
tinued, and  the  judging  team  will  select  the  most 
outstanding  exhibits  with  the  first  place  award 
recipient  being  recognized  during  the  General  Ses- 
sions at  11:30  a.m.,  on  Wednesday  morning.  We 
would  like  to  see  more  of  our  members  present 
exhibits,  and  we  urge  your  consideration  of  planning 
toward  such  a project  for  next  year’s  meeting. 

Special  badges  and  ribbons  are  used  to  identify 
our  Scientific  Exhibitors,  and  they  are  eager  to 
discuss  their  exhibit  with  you.  A certificate  will  be 
awarded  each  exhibitor  in  appreciation  of  his  interest 
in  this  phase  of  continuing  medical  education. 

Our  committee  members  desire  to  take  this  op- 
portunity to  urge  all  members  attending  the  Annual 
Meeting  to  visit  the  exhibits  which  will  be  located 
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in  the  Convention  Center  between  the  technical 
exhibit  hall  and  the  General  Sessions. 

T.  R.  Marshall,  M.D.,  Chairman 
Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Scientific  Exhibits  Committee 
was  read  with  interest,  and  the  reference  committee 
extends  its  appreciation  to  the  committee  and  to  the 
exhibitors  for  their  cooperation  in  making  the  pro- 
gram a success. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 


Report  of  the 

Committee  on  Medical  Education 

The  Medical  Education  Committee  was  quite  ac- 
tive during  the  1968-69  Associational  year.  While 
only  two  meetings  were  held,  the  groundwork  be- 
tween meetings  by  the  members  was  extensive. 

One  of  the  charges  to  the  committee  is  to  study 
and  make  recommendations  on  matters  relating  to 
PL  89-239  (Heart,  Cancer  and  Stroke).  The  first  op- 
erational funds  have  been  granted  to  the  Ohio  Valley 
Regional  Medical  Program  in  the  amount  of  $935,000, 
and  the  focus  of  this  grant  is  the  continuing  edu- 
cation of  physicians  in  Heart,  Cancer  and  Stroke. 
A second  grant  has  been  applied  for  and  is  under 
consideration  at  this  time,  and  when  funded,  will 
extend  the  scope  of  the  first  grant. 

Consideration  is  now  being  given  to  subsequent 
grants  to  be  used  in  the  area  of  developing  and  ef- 
fectively utilizing  medical  manpower,  specifically 
that  manpower  concerned  with  ambulatory  (non- 
institutionalized)  patient  care. 

Your  committee  is  also  concerned  with  the 
American  Medical  Association  Education  and  Re- 
search Foundation,  and  cooperated  with  the  Ameri- 
can Medical  Association  in  a joint  appeal  for  funds 
which  will  be  used  in  Kentucky’s  two  medical  schools. 

Another  project  of  the  committee  members  was  to 
study  the  feasibility  of  establishing  a continuing  med- 
ical education  film  library  using  a moviepak  film 
format.  A poll,  to  determine  interest  in  this  project, 
was  taken  of  a number  of  physicians  across  the 
state,  and  the  response  was  favorable.  However,  upon 
further  examination  of  all  factors,  the  committee 
felt  it  best  to  wait  until  some  of  the  operational 
problems  are  worked  out  before  committing  any  fi- 
nances from  the  KMA  Post  Graduate  Education  Fund 
to  this  project.  Further  consideration  will  be  given 
to  this  program  next  year. 

In  an  attempt  to  bring  about  a closer  liaison  with 
the  students  of  both  medical  schools,  the  committee 
recommended  that  reports  from  the  SAMA  presidents 
of  each  school  be  given  directly  to  the  KMA  House 
of  Delegates.  The  KMA  Board  of  Trustees  approved 
this  recommendation,  and  the  House  will  be  asked 
to  vote  on  the  necessary  bylaws  change  at  their 
second  meeting  on  Wednesday  evening. 

As  in  the  past,  two  members  of  this  Association 
were  asked  to  be  representatives  to  SAMA  so  there 
would  be  proper  representation  at  the  Common- 
wealth s two  medical  schools.  Hoyt  D.  Gardner, 
M.D.,  was  asked  to  be  the  representative  to  the 
University  of  Louisville,  and  Donald  E.  Edger,  M.D., 
was  asked  to  be  the  representative  to  the  University 
of  Kentucky.  Their  individual  reports  will  follow  as 
an  addendum  to  this  report. 

Another  major  area  of  discussion  by  the  committee 
concerned  the  best  available  means  of  continuing  the 
education  of  today’s  busy  practicing  physicians.  As 
a result  the  suggestions  were  made  to  the  editors 
ot  the  KMA  Journal  to  publish  short,  informational 
reports  on  scientific  subjects,  similar  to  those 


published  in  the  New  England  Journal.  This  recom- 
mendation was  approved  by  the  editors,  and  the 
reports,  as  described  above,  began  appearing  in  the 
June  issue  of  the  KMA  Journal. 

Recipients  of  the  KMA  Faculty  Scientific  Achieve- 
ment Awards  were  selected. 

The  KMA  Biennial  Conference  on  Medical 
Education  was  discussed;  the  next  conference  will  be 
held  m January,  1971. 

I,  as  Chairman,  would  like  to  thank  the  members 
d , ue  “Tlttee:  Charles  F.  Blankenship,  M.D., 
Ralph  M Denham,  M.D.,  William  S.  Jordan,  Jr 
M.D.,  Elmer  G.  Prewitt,  M.D.,  Carl  H.  Scott! 
M.D.,  and  Donn  L.  Smith,  M.D.,  for  their  efforts 
and  cooperation  during  this  Associational  year. 

Walter  I.  Hume,  Jr.,  M.D.,  Chairman 


SAMA  Representative 
to  the 

University  of  Kentucky  College  of  Medicine 

fr,?-*c1?Ve  *la(*  sev?ra*  interesting,  informative  and 
avia  1 J?ontacts  Wlt,h  the  president  of  the  Student 
AMA  Chapter  at  the  University  of  Kentucky.  In 
these  days  of  student  riots,  etc.,  the  U.K.  medical 
students  are  restless,  uneasy  and  concerned,  but  not 
noting.  They  have  a great  desire  and  need  for  contact 
with  the  pnvaie  ^dor  of  medicine.  To  this  end, 
Fayette  County  Medical  Society,  this  year,  has  been 
inviting  three  students  to  each  monthly  dinner 
meeting.  The  students  have  accepted  these  invitations 
• . ei?thusiasm  and  have  gained  some  further 
insight  into  the  workings  of  organized  medicine. 

The  FCMS  meetings  and  the  KMA  Senior  Day 
Program  only  provide  a small  part  of  the  need  for 
dialogue  between  student  and  practitioner.  Hopefully 
this  need  can  be  further  met  in  the  future  by  the 
addition  of  preceptorships,  discussion  groups  and 
externships.  F 

Donald  E.  Edger,  M.D. 

KMA  Representative  to  SAMA 
University  of  Kentucky 


SAMA  Representative 
to  the 

University  of  Louisville  School  of  Medicine 

The  general  conduct  of  business  for  the  University 
of  Louisville  Chapter  has  been  a most  interesting 
year  They  served  as  host  for  the  regional  meeting 
involving  11  .other  states  which  was  held  at 
Moutter  s Inn  in  February,  with  a successful  turnout 
and  an  interesting  agenda.  This  has  been  a year  of 
student  activism  in  AMA,  and  the  restructuring  of 
both  the  administrative  staffing  and  the  general 
projects  of  the  House  of  Delegates  and  the  Board 
ot  J rustees  has  been  one  of  vigorous  undertaking. 
They  have  extended  areas  of  interest  into  neighbor- 
hood health  centers,  the  inner  city  and  wide-ranging 
concerns  such  as  medical  school  curriculum,  and  also 
the  inclusion  of  interns  and  residents  under  the 
Student  AMA  structure. 


Our  delegates,  both  from  the  University  of  Louis- 
ville and  the  University  of  Kentucky,  attended  the 
annual  meeting  of  SAMA  in  Chicago  at  the  Hilton 
Hotel  in  March,  and  one  of  our  freshman  students 
from  the  University  of  Louisville,  William  Moss,  was 
elected  district  director.  This  seems  to  be  following 
in  the  footsteps  of  his  brother,  James  Moss,  who  is  a 
past  president  of  Student  AMA. 

With  the  new  student  activism  taking  place,  it  has 
caused  a considerable  amount  of  study,  both  by  AMA 
and  many  of  the  state  societies;  but  at  this  point, 
it  is  felt  that  the  general  considerations  that  SAMA 
has  undertaken  are  new  approaches,  but  do  not  show 
any  incompatibilities  at  this  time  with  the  general 
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organizational  facets  of  AMA  protocol.  For  the 
neighborhood  health  center  at  Kansas  City,  Kansas, 
AMA  has  extended  again  an  annual  contribution  of 
$38,000.00. 

At  the  Annual  Meeting,  a junior  student  from  the 
University  of  Kansas,  Ed  Martin,  was  elected 
president. 

Since  these  are  the  coming  generations  of 
medicine,  every  physician  is  encouraged  to  give  his 
help,  advice  and  attention  to  both  the  University  of 
Louisville  and  University  of  Kentucky  Chapters  in 
order  that  we  may  give  our  experience  and  informa- 
tion to  them  to  be  utilized  in  a fashion  that  they 
will  see  fit,  and  also,  that  they  may  draw  what 
knowledge  from  this  kind  of  assistance  that  they 
mav  find  helpful. 

There  has  been  a great  concern  throughout  the 
country  regarding  revolutions  on  the  campus,  but  it 
can  be  said  that  while  our  medical  students  are 
seemingly  considerably  more  aggressive  in  many 
areas,  and  obviously  much  more  outspoken,  they  are 
still  considerably  more  appropriate  to  the  general 
approaches  to  health  care  and  general  good  citizen- 
ship, than  has  been,  apparently,  the  general  theme 
on  campuses  across  the  country.  The  fact  that  a 
professional  person  in  his  early,  formative  years  finds 
reasons  and  cause  to  offer  new  solutions  to  old  pro- 
blems, or  to  present  new  avenues  hitherto  unexplored, 
should  not  necessarily  automatically  result  in  con- 
demnation to  him  or  in  retribution  against  him 
until  all  the  information  that  he  submits  has  had 
suitable  analysis.  Conversely,  the  strength  of  the 
practice  of  medicine  should  be  closely  scrutinized  by 
our  new  and  next  generation  of  physicians  so  that 
they  may  see  that  the  sinews  of  strength  have  been 
broad,  intelligently  arrived  at  and,  by  far,  the 
majority  supported.  It  is  hoped  that  the  challenges 
of  next  year  will  be  as  interesting  and  stimulating 
as  those  of  the  past. 

Hoyt  D.  Gardner,  M.D. 

KMA  Representative  to  SAMA 
University  of  Louisville 

Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Committee  on  Medical  Educa- 
tion was  reviewed  with  care  and  interest.  We  note 
with  appreciation  the  report  of  the  Kentucky  Medi- 
cal Association’s  representative  to  SAMA  at  each  of 
the  two  institutions.  It  is  the  hope  of  the  committee 
that  it  will  become  feasible  to  establish  a continuing 
medical  education  film  library.  The  reference  com- 
mittee also  notes  that  the  reports  of  the  SAMA  presi- 
dents for  each  school  may  be  given  directly  to  the 
House  of  Delegates  without  changes  in  the  bylaws. 

We  are  grateful  to  the  Committee  on  Medical 
Education  for  its  excellent  report  which  we  accept 
as  presented. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded  and  carried  ) 

Report  of  the 

Subcommittee  on  Coronary 
Care  Units 

The  Coronary  Care  Units  Subcommittee  was 
organized  two  years  ago  at  the  request  of  representa- 
tives of  the  Kentucky  Nurses  Association  through 
the  KMA-KNA  Joint  Advisory  Committee. 

No  specific  requests  have  been  made  of  the  com- 
mittee this  year,  consequently  no  meetings  were  held. 

Henry  W.  Post,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Committee  on  Coronary  Care 
Units  was  reviewed  and  accepted  as  presented. 
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Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 

Report  of  the 
Hospital  Committee 

The  members  of  the  Hospital  Committee  have 
met  twice  this  Associational  year,  on  December  19, 
1968,  and  again  on  March  20,  1969. 

The  full-time  staffing  of  hospital  emergency  rooms 
has  increased  this  year  with  a number  of  hospitals 
initiating  activity  in  this  area  and  with  considerable 
diversification  in  their  approach  to  emergency  room 
coverage.  It  became  apparent  that  guidelines  for 
staffing  emergency  rooms  were  essential  for  the 
hospitals,  physicians  and  third  parties  concerned. 
The  committee  members  studied  this  matter  in  detail 
and  invited  representatives  of  other  affected  groups 
to  meet  with  us.  We  requested  and  receivd  from  the 
KMA  Judicial  Council  a ruling  on  the  ethical 
principles  involved. 

Our  recommendations  on  this  subject  were  ap- 
proved by  the  KMA  Board  of  Trustees  on  March  26, 
and  were  subsequently  disseminated  to  all  hospital 
chiefs  of  staff,  county  society  secretaries  and  the 
Kentucky  Hospital  Association  as  KMA  policy  on 
the  fulltime  staffing  of  hospital  emergency  rooms. 

Our  “Dry  Run”  Hospital  Accreditation  Team  visits 
have  continued  to  be  available  to  the  hospitals  in  the 
state.  As  the  passage  of  Medicare  increas'd  our 
activity  in  this  area,  we  made  additions  to  the  num- 
ber of  individuals  available  to  our  teams,  and  wish 
to  express  our  appreciation  to  these  individuals  for 
their  time  and  effort.  The  “Dry  Run”  program  is 
under  the  joint  sponsorship  of  KMA,  the  Kentucky 
Hospital  Association  and  the  Kentucky  Association 
of  Medical  Record  Librarians.  Since  the  inception 
of  this  program  in  1962,  twenty-five  dry  runs  have 
been  made  upon  request  by  Kentucky  hospitals.  In 
addition  to  “Dry  Run”  visits,  we  have  met  with 
representatives  of  hospital  staffs  and  hospital  Boards 
of  Trustees  to  assist  in  seeking  solutions  to  problems 
confronting  the  efficient  operation  of  hospitals. 

Your  Chairman  had  the  honor  of  representing 
KMA  at  the  February  10-11  meeting  of  the  Joint 
Commission  on  Revision  of  Standards  for  Hospital 
Accreditation  in  Chicago.  The  Kentucky  Hospital 
Association  is  to  be  complimented  for  their  broad- 
minded participation  in  this  conference,  and  we  in 
KMA  enjoy  a fine  working  relationship  with  KHA. 

For  the  past  two  years,  the  Department  of  Health, 
as  a result  of  Medicaid  and  Medicare,  increased  their 
activity  in  the  inspection  of  hospitals  to  attempt  the 
enforcement  of  hospital  licensure  regulations.  Our 
committee  spent  a great  deal  of  time  discussing  this 
matter,  some  of  the  current  problems,  and  the  in- 
spection methods  that  should  be  utilized.  Our  con- 
cern resulted  in  a number  of  recommendations  being 
made  to  the  KMA  Board  of  Trustees  concerning  the 
State  Health  Department  inspection  teams,  their 
method  of  operation,  the  cooperation  and  coordina- 
tion of  KMA  and  KHA  and  other  policies  concerning 
their  inspections.  The  KMA  Executive  Committee 
has  studied  these  recommendations  and  our  com- 
mittee is  currently  trying  to  determine  a feasible 
means  of  implementing  them. 

Other  matters  discussed  bv  the  committee  " ere  'he 
TB  Hospital  situation  in  Kentucky,  Comprehensive 
Health  Planning  and  the  progress  of  the  Regional 
Medical  Programs  in  Kentucky. 

We  strive  to  maintain  liaison  at  both  the  national 
and  local  levels,  and  through  the  cooperative  effort 
of  allied  groups,  to  be  of  maximum  service  to  you. 

James  B.  Holloway,  Jr.,  M.D.,  Chairman 
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Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Hospital  Committee  was  re- 
viewed and  considered.  The  reference  committee  ex- 
tends to  the  Hospital  Committee  our  appreciation 
for  its  able  report  of  what  appears  to  be  a busy 
and  productive  year.  The  committee  notes  with 
appreciation  and  interest  the  Hospital  Committee’s 
work  in  the  area  of  emergency  room  staffing.  The 
efforts  of  the  Hospital  Committee  in  the  fields  of 
hospital  accreditation  and  comprehensive  health 
planning  are  recognized  with  appreciation.  We  accept 
the  report  as  written. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded:  carried) 

Report  of  the 

Committee  on  Educational  Television 

The  KMA’s  Educational  Television  Committee  has 
met  and  is  continuing  to  meet  during  the  year  in 
hopes  that  we  can  go  on  the  state  educational  net- 
work with  several  short  programs  in  the  very  near 
future. 

Our  plans  call  for  two  long  programs  on  cancer 
subjects  before  the  year  is  out.  These  would  probably 
be  30  to  45  or  50  minutes  in  length. 

The  KMA-ETV  Committee  has  been  funded  with 
a pilot  study  grant  by  the  Kentucky  Cancer  Society, 
to  put  on  the  educational  television  network,  two 
programs  concerned  with  cancer  and  its  associated 
complications  and  treatments. 

At  this  time  two  programs  have  been  approved 
by  the  committee  and  are  in  the  process  of  being 
scheduled  for  showing  over  the  ETV  Network  in 
September.  The  first  program  will  be  on  “Cancer” 
and  the  second  will  be  on  “Sports  Medicine.” 

Excerpts  from  both  programs  have  been  incor- 
porated into  a slide  presentation  which  is  on  display 
in  the  Scientific  Exhibits  area  at  Convention  Center. 

William  P.  VonderHaar,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Educational  Television  Com- 
mittee was  read  and  discussed.  The  reference  com- 
mittee hopes  that  the  programs  to  be  produced  by 
the  Educational  Television  Committee  will  become 
known  to  the  physicians  of  the  state  by  appropriate 
notification  and  communication.  The  reference  com- 
mittee commends  the  committee  for  its  efforts  in  the 
area  of  education  and  accepts  its  report  as  presented. 

Mr.  Speaker.  I move  the  adoption  of  this  section  of 
the  report. 

(Seconded  and  carried) 

Report  of  the 

Disaster  Medical  Care  Committee 

The  Disaster  Medical  Care  Committee  met  on  only 
one  occasion  this  year,  but  the  committee  was 
active  in  continuation  of  previous  projects  and  the 
development  of  new  projects. 

Time  was  spent  with  the  Kentucky  Hospital 
Association  Committee  in  the  investigation  and 
development  of  an  emergency  hospital  communica- 
tions system. 

In  conjunction  with  the  Kentucky  Highway 
Department  and  the  Kentucky  Hospital  Association, 
signs  were  placed  along  the  interstate  system 
indicating  hospitals  with  effective  emergency  medical 
service. 

The  Kentucky  Medical  Association  Disaster  Medi- 
cal Care  Committee  has  been  working  on  a demon- 
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stration  project  for  the  training  of  ambulance 
attendants  for  southeastern  Kentucky.  Members  of  the 
Association  will  serve  on  the  faculty. 

Attention  of  the  Association  was  directed  to  a 
movie,  much  of  which  was  made  in  Kentucky  by  the 
American  College  of  Surgeons  on  emergency 
ambulance  service,  organization  and  operation. 

A meeting  was  jointly  sponsored  by  the  KMA  and 
the  Kentucky  Hospital  Association  on  hospital 
emergency  planning  and  civil  disorders. 

In  addition  to  the  above,  the  Disaster  Medical 
Care  Committee  continues  its  interest  in  Medical 
Self-Help  Training  and  as  of  April  30,  1969,  a total 
of  267.898  Kentuckians  had  completed  Medical 
Self-Help  Training  in  more  than  9,000  courses.  This 
training  is  designed  to  assist  individuals  in  an 
emergency  situation  in  caring  for  themselves  until 
medical  aid  can  be  rendered. 

The  committee  also  maintains  liaison  with  the 
Public  Health  Service  and  the  Division  of  Health 
Mobilization  and  they  have  advised  us  that  contracts 
have  been  negotiated  with  40  hospitals  in  Kentucky 
for  affiliation  with  a 200  bed  Package  Disaster 
Hospital  or  participation  in  the  Hospital  Reserve 
Disaster  Inventory  Programs  or  both. 

At  the  present  time,  according  to  the  Public 
Health  Service,  the  Kentucky  emergency  medical 
stock  pile  consists  of  190,000  patient  care  days  in 
the  PDH  Program  and  102,000  patient  days  of 
supplies  in  the  HRDI  Program. 

William  T.  Rumage,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Committee  on  Disaster  Medi- 
cal Care  was  reviewed.  The  reference  committee  was 
impressed  by  the  large  number  of  Kentuckians  who 
have  completed  medical  self-help  training  in  the 
many  courses  offered.  The  members  of  the  reference 
committee  express  the  hope  that  the  Disaster  Medi- 
cal Care  Committee  will  report  in  the  future  on  the 
feasibility  of  setting  requirements  for  ambulance  at- 
tendants throughout  the  state.  The  reference  com- 
mittee compliments  this  committee  on  its  very  active 
and  effective  program  in  disaster  medicine. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Seconded  and  carried) 

Report  of  the 

Cancer  Coordinating  Committee 

You  may  recall  that  last  year,  the  Cancer  Co- 
ordinating Committee  directed  its  efforts  in  the  area 
of  the  coordination  of  cancer  follow-up  and  reporting 
in  the  fourteen  approved  Kentucky  hospital  cancer 
registries  and  the  State  Cancer  Registry. 

The  committee  has  not  found  it  necessary  to  meet 
during  this  Associational  year;  however,  we  antici- 
pate more  activity  during  the  next  year. 

Condict  Moore,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Cancer  Coordinating  Com- 
mittee was  read  and  accepted  as  presented. 

Mr.  Speaker.  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 

Resolution  F 

Fayette  County  Medical  Society 

WHEREAS,  interns  at  one  time  were  licensed  in 
the  State  of  Kentucky  and  are  not  now  currently 
licensed;  and 
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WHEREAS,  by  granting  a limited  license  to  in- 
terns graduated  from  qualified  American  or  Canadian 
medical  schools  would  considerably  simplify  the 
patient  record  keeping  and  patient  prescription  prob- 
lems created  by  lack  of  such  license;  be  it 

RESOLVED,  that  interns  in  the  State  of  Kentucky, 
at  the  time  of  their  appointment,  be  granted  a 
limited  license  in  accordance  with  the  following  re- 
vision of  the  licensing  laws  applicable  to  physicians 
in  the  State  of  Kentucky. 

“The  limited  license  shall  entitle  the  licensee  to 
perform  duties  of  an  Intern  in  a hospital  located  in 
the  Commonwealth  of  Kentucky  and  authorize  the 
licensee  to  sign  birth  and  death  certificates,  orders 
for  narcotics,  barbiturates  and  other  prescription 
drugs  provided  the  execution  of  same  involves 
duties  within  the  scope  of  the  limited  license.  The 
‘Limited  License — Intern’  shall  terminate  at  the  end 
of  one  year,  not  be  eligible  for  renewal  and  shall 
have  no  effect  upon  any  subsequent  licensure  to 
practice  medicine  which  may  or  may  not  be  grant- 
ed in  the  future. 

“It  is  recommended  that  the  attorney  for  the 
Kentucky  Medical  Association  be  directed  to  con- 
sult with  the  State  Board  of  Health  to  determine 
the  most  appropriate  method  to  achieve  a limited 
licensure  for  interns.  It  may  be  more  desirable  to 
seek  a change  in  the  Medical  and  Osteopathic 
Regulations  rather  than  to  amend  the  Medical  and 
Osteopathic  Practice  Laws  (KRS  311.500  — 
311.990).  It  is  further  suggested  that  appropriate 
documents  be  drawn  and  action  pursued  to  achieve 
the  appropriate  and  necessary  legal  actions.” 

Recommendations,  Reference  Committee  No.  2 

Resolution  F,  concerning  Limited  License  for 
Interns,  introduced  by  the  Fayette  County  Medical 
Society,  was  read  and  discussed  at  length.  Reference 
Committee  No.  2 recommends  the  adoption  of  this 
resolution  as  written. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 


Resolution  I 

KMA  Board  of  Trustees 

WHEREAS,  the  Louisville  General  Hospital  has 
served  long  and  well  as  the  primary  training  hospital 
of  the  University  of  Louisville  School  of  Medicine 
helping  train  many  of  Kentucky's  physicians  now 
located  throughout  the  Commonwealth,  and 

WHEREAS,  the  inadequate  and  aging  physical 
state  of  the  present  Louisville  General  Hospital  is  a 
matter  of  public  record,  and 

WHEREAS,  an  effective,  modern  teaching  hospital 
is  vital  and  necessary  in  the  training  of  those  future 
physicians  who  will  enroll  in  the  University  of 
Louisville’s  new  and  enlarged  Medical  School,  there- 
fore be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
KMA  encourage  the  building  of  a new  Louisville 
General  Hospital  to  be  the  primary  teaching  hospital 
of  the  University  of  Louisville  School  of  Medicine. 

Recommendations,  Reference  Committee  No.  2 

Resolution  I,  Support  for  University  of  Louisville 
School  of  Medicine  General  Hospital,  introduced  by 
the  KMA  Board  of  Trustees,  was  reviewed  and  con- 
sidered. The  reference  committee  recommends  the 
adoption  of  this  resolution  as  presented. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 
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Resolution  J 

KMA  Board  of  Trustees 

WHEREAS,  a certifying  Board  in  Family  Practice 
is  now  a reality,  and 

WHEREAS,  there  is  a dire  need  throughout  the 
Commonwealth  of  Kentucky  for  more  physicians  in 
Family  Practice,  and 

WHEREAS,  establishing  new  departments  of  Fam- 
ily Practice  in  our  medical  schools  obviously  needs 
financing,  therefore  be  it 

RESOLVED  that  the  KMA  endorse  the  establish- 
ment and  funding  of  educational  programs  adequate 
to  meet  the  requirements  of  the  new  Board  of 
Family  Practice. 

Recommendations,  Reference  Committee  No.  2 

Resolution  J on  Family  Practice,  presented  by  the 
Board  of  Trustees,  was  reviewed  and  discussed.  The 
reference  committee  recommends  the  adoption  of  this 
resolution  as  written. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Seconded  and  carried) 

Mr.  Speaker,  I move  the  adoption  of  the  report 
of  Reference  Committee  No.  2 as  a whole. 

(Seconded  and  carried) 

As  Chairman  of  Reference  Committee  No.  2.  I 
wish  to  express  my  thanks  to  the  members  of  the 
committee  who  are.  Doctor  Jones,  Doctor  Richards, 
Doctor  Scott,  and  Doctor  Trover.  Their  careful  and 
mature  consideration  of  the  matters  brought  before 
the  reference  committee  is  greatly  appreciated. 
Thanks  are  also  due  our  secretary.  Miss  Pat  Borders. 

REFERENCE  COMMITTEE  NO.  2 
Donn  L.  Smith,  M.D.,  Louisville  Chairman 
Max  P.  Jones,  M.D..  Pikeville 
Glen  Richards,  M D.,  Lewisport 
Carl  Scott,  M.D.,  Lexington 
Faull  Trover,  M.D.,  Madisonville 

REFERENCE  COMMITTEE  NO.  3 

James  B.  Cox,  M.D.,  Hopkinsville,  Chairman 

Reference  Committee  No.  3 considered  the  follow- 
ing reports: 

5.  Report  of  the  Chairman,  Board  of  Trustees, 
KMA-KNA  Joint  Advisory  Committee  Report  Only 

24.  Report  of  the  Committee  on  Occupational 
Health,  Physical  Medicine  and  Rehabilitation 

25.  Report  of  the  Maternal  Mortality  Study  Com- 
mittee 

31.  Report  of  the  Committee  on  Legislative  Ac- 
tivities 

32.  Report  of  the  Committee  on  Communication 
and  Health  Education 

33.  Report  of  the  Committee  on  Health  Careers 

34.  Report  of  the  Committee  on  Community  and 
Rural  Health 

35.  Report  of  the  Cults  Committee 

Resolution  A — Sewage  Systems  (Fayette  County) 

Resolution  G — Pollution  (Jefferson  County) 


KMA-KNA  Joint 
Advisory  Committee 

The  single  meeting  of  the  KMA-KNA  Joint 
Advisory  Committee  was  held  this  year  on  May  15. 
The  meeting  was  well  attended  by  representatives  of 
both  associations,  and  a cooperative  desire  to 
strengthen  liaison  between  the  two  groups  was 
evident. 

Your  chairman  had  the  honor  of  representing 
KMA  at  the  AMA  Committee  on  Nursing’s  Second 
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Annual  Conference  which  was  held  during  April  in 
Chicago.  A number  of  suggestions  offered  at  that 
meeting  were  brought  back  for  consideration  by  our 
state  joint  advisory  committee.  Hopefully,  the 
implementation  of  these  suggestions  will  enable  the 
KMA-KNA  Joint  Advisory  Committee  to  more  fully 
and  efficiently  realize  our  purposes  and  goals. 

Beginning  with  the  next  Associational  year,  we 
are  planning  to  meet  at  regular  four  month  intervals. 
We  have  requested  the  Executive  Committee  to 
recommend  the  appointment  of  committee  members 
on  a regional  basis,  which  may  necessitate  the 
enlargement  of  the  committee.  When  this  is  com- 
pleted. each  committee  member  will  be  asked  to 
work  with  a local  member  of  the  nurses’  committee 
on  problems  which  may  arise  at  the  local  level,  or 
on  tasks  assigned  them  when  the  committees  meet 
jointly.  We  also  plan  to  invite  representatives  of  the 
Kentucky  Hospital  Association  to  all  future  meet- 
ings. 

The  committee  spent  a great  deal  of  time  pre- 
paring and  discussing  statements  to  be  issued  jointly 
by  the  Kentucky  Medical  Association  and  the 
Kentucky  Nursing  Association.  These  proposed 
statements  are  offered  here  for  consideration  and 
action  by  the  House  of  Delegates: 


Joint  Statement  on  Cervical  Cancer  Detection 
and  the  Role  of  the  Registered  Nurse 

Kentucky  Medical  Association 
Kentucky  Nurses’  Association 

To  promote  good  patient  care,  and  protect  the 
physician,  the  registered  nurse,  and  the  institution 
or  agency,  the  Kentucky  Medical  Association,  and 
the  Kentucky  Nurses’  Association  recognize  the 
right  of  the  registered  nurse  to  take  cytological 
cervical  smears  for  cancer  as  one  of  the  methods  of 
determining  if  cancer  is  present,  under  the  following 
conditions: 

1.  The  nurse  has  the  necessary  special  training 
and  demonstrates  a competancy  to  perform 
the  function. 

2.  The  procedure  be  performed  under  the  su- 
pervision (direct  or  indirect)  of  a physician. 

3.  The  procedure  be  performed  in  an  agency 
or  institution  within  the  framework  of  an 
organized  clinic  or  upon  direct  order  of  a 
physician. 

4.  The  nurse  records  her  observations  for  re- 
ferral and  use  by  the  physician  in  making 
his  diagnosis. 

5.  The  physician  directly  responsible  shall  write 
an  authorization  for  the  R.N.  to  perform  this 
procedure. 

Joint  Statement  on  the  Role  of  the  Registered 
Nurse  in  Glaucoma  Screening  Tests 

Kentucky  Medical  Association 
Kentucky  Nurses’  Association 

To  promote  good  patient  care  and  protect  the 
physician,  the  registered  nurse,  and  the  institution  or 
agency,  the  Kentucky  Nurses’  Association  and  the 
Kentucky  Medical  Association  acknowledge  their 
acceptance  of  the  propriety  of  a registered  nurse  to 
take  tonometric  reading  as  a screening  procedure  for 
the  detection  of  Glaucoma,  under  the  following 
conditions: 

1.  The  nurse  has  the  necessary  special  training 
and  demonstrates  a competancy  to  perform 
the  function. 

2.  The  procedure  be  performed  under  the  su- 
pervision (direct  or  indirect)  of  a physician. 

932 


3.  The  procedure  be  performed  in  an  agency  or 
institution  within  the  framework  of  an 
organized  clinic  or  upon  direct  order  of  a 
physician. 

4.  The  nurse  records  her  observations  for  re- 
ferral and  use  by  the  physician  in  making 
his  diagnosis. 

5.  The  physician  directly  responsible  shall  write 
an  authorization  for  the  R.N.  to  perform  this 
procedure. 

Joint  Statement  on 

Tuberculin  and  Other  Skin  (Allergy)  Testing 
and 

Interpretation 

Kentucky  Medical  Association 
Kentucky  Nurses’  Association 

Tuberculin  skin  testing  has  been  recognized  as  an 
accepted  means  of  identifying  the  infected  population 
and  allergy  (skin)  testing  is  an  accepted  method  for 
identifying  allergens  and  thereby  arriving  at  appro- 
priate treatment  measures. 

To  effectively  treat  infected  or  affected  individuals, 
certain  tests  are  necessary  forerunners  of  treatment. 

Therefore,  registered  nurses  may  administer  and 
read  tuberculin  skin  tests  if  the  following  conditions 
exist: 

1.  The  nurse  has  had  competent  teaching  tech- 
niques. 

2.  The  nurse  performs  these  techniques  upon  the 
order  of  a licensed  physician  either  as  a di- 
rect written  order  or  by  standing  written 
policies  within  the  organization  or  institution 
in  which  she  is  employed. 

3.  If  there  is  a direct  line  for  communication 
and  consultation  if  any  question  arises. 

4.  If  there  are  established  practices  for  report- 
ing and  recording  positive  reactions. 

Joint  Statement 
on 

Inhalation  Therapy 

Kentucky  Medical  Association 
Kentucky  Nurses'  Association 

Modern  and  improved  systems  of  patient  care  have 
resulted  in  an  expansion  of  responsibilities  and 
functions  in  the  practice  of  nursing. 

The  registered  nurse  is  responsible  professionally 
and  legally  for  the  administration  of  medications,  or 
treatments  as  prescribed  by  the  licensed  physician. 

Inhalation  therapy  programs  are  becoming  in- 
creasingly a part  of  patient  care  in  hospitals.  .The 
organization  for  delivering  such  services  to  patients 
in  hospitals  is  under  various  administrative  structures, 
such  as  the  department  of  anesthesiology,  or  the 
pulmonary,  or  under  nursing  service.  It  is  recom- 
mended that  such  a program  be  under  a specific 
department  such  as  anesthesiology,  or  pulmonary,  or 
nursing  service  under  the  supervision  of  a qualified 
physician  of  the  active  medical  staff. 

A specitic  order  as  to  type,  interval,  duration  of 
medication  on  each  case  will  be  written  by  the  at- 
tending physician. 

To  promote  good  patient  care,  a committee  in 
each  institution  or  agency  shall: 

(a)  Decide  if  the  registered  nurse  may  perform 
the  technique. 

(b)  Determine  the  preparation  to  be  required  of 
the  registered  nurse. 

(c)  Establish  inservice  teaching. 

(d)  Establish  the  technique  or  techniques  to  be 
used. 
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Appropriately  prepared  personnel  may  administer 
inhalation  therapy  provided: 

(a)  Those  performing  inhalation  thearpy  shall 
be  required  to  demonstrate  satisfactorily: 

(1)  The  ability  to  operate  and  maintain  the 
necessary  equipment. 

(2)  Knowledge  of  the  dosage  and  effect  of 
any  solution  or  medication  used. 

(3)  Knowledge  of  how  to  clean  the  equip- 
ment and  most  important  the  sterilization 
of  the  equipment,  changing  the  solutions, 
etc. 

(b)  There  shall  be  communication  and  joint 

planning  between  the  registered  nurse  re- 
sponsible for  the  patient’s  total  nursing  care 
and  the  inhalation  therapist,  technician,  or 
other  person  before,  during  and  after  treat- 
ment. 

(c)  There  should  be  written  policies  relative  to 

paragraphs  fa)  and  (b),  and  such  policies  are 
to  be  available  to  all  involved  in  the  patient 
care.  These  policies  shall  be  established 
jointly  by  representatives  of  hospital  adminis- 
tration, the  medical,  nursing  and  inhalation 
therapy  staff. 

Joint  Statement  on 
Cardio-Pulmonary  Resuscitation 

Kentucky  Medical  Association 
Kentucky  Nurses’  Association 

Because  each  patient  must  be  given  the  best 
available  care,  and  because  nurses  deserve  legal 
protection  in  these  situations,  and  because  the  rising 
number  of  Intensive  Care  Units  and/or  Coronary 
Care  Units  now  being  established  throughout  this 
State  have  made  it  necessary,  and  because  nurses 
are  taking  a greater  responsibility  in  the  immediate 
implementation  of  emergency  treatment,  this  com- 
mittee feels  that  there  is  a critical  need  for  a policy 
statement  which  will  spell  out  two  fundamentals: 
first,  the  level  of  education  and  specialized  training 
these  nurses  must  have  achieved;  and  second,  which 
defines  the  scope  and  limitations  of  nurses’  re- 
sponsibility within  the  professional  and  legal  aspects 
of  nursing  practices. 

First,  nurses  in  charge  of  these  units  should  have 
intensive  and  comprehensive  training  in  Cardiac 
emergencies;  this  specialized  training  should  be  in 
institutions  qualified  to  give  such  training.  This 
training  should  include  the  following:  basic  electro- 
cardiography, use  of  cardiac  equipment  (monitors, 
defibrillators,  pacemakers,  etc.),  the  use  of  cardio- 
vascular drugs,  the  signs  and  symptons  of  impending 
cardiac  emergencies,  and  closed  cardiac  massage. 

All  personnel  assigned  to  these  units  should  have 
had  a course  in  closed  cardiac  massage,  mouth  to 
mouth  resuscitation,  basic  knowledge  of  the  monitor, 
and  any  non-medical  procedure  they  may  be  called 
upon  to  perform  in  an  emergency.  These  programs 
should  be  under  the  direction  and  supervision  of  the 
physician  in  charge  of  the  Intensive  Care  Unit 
and/or  Coronary  Care  Unit  and/or  the  Chief  of 
Medical  Service  and  the  unit  supervisor. 

Each  hospital  should  have  an  emergency  team 
with  trained  personnel  available  at  all  times,  and 
each  person  should  be  trained  for  a specific  duty. 
These  persons  should  be  trained  in  the  instituting 
of  immediate  emergency  procedures  and  should  be 
under  the  direction  of  the  nurse  assigned  to  su- 
pervise emergency  care  until  the  physician  arrives. 
If  no  physician  is  immediately  available,  and  from 
all  indications  death  is  imminent,  the  nurse  in 
charge  of  the  Intensive  Care  Unit  and/or  Coronary 
Care  Unit  should  be  prepared  to  defibrilate  the 
patient  and  to  initiate  emergency  drug  measures. 

Every  hospital  with  an  Intensive  Care  Unit 
and/or  Coronary  Care  Unit  and/or  emergency 
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team  must  have  written  policy  governing  the  duties 
and  responsibilities  of  those  persons  so  assigned. 
These  policies  should  be  approved  and  agreed  to 
and  signed  by  the  Medical  Staff  and  nursing  and 
hospital  administration,  and  should  be  reviewed 
jointly  at  regular  intervals.  (Basic  policies  should  not 
be  left  to  each  hospital,  but  should  be  set  up  ac- 
cording to  a joint  statement  of  the  Kentucky 
Nurses’  Association,  Kentucky  Medical  Association 
and  the  Kentucky  Hospital  Association). 

Joint  Statement  on 
Administration  of  Anesthetic 
By  a Nurse  Other  than  a 
Nurse  Anesthetist 

Kentucky  Medical  Association 
Kentucky  Nurses'  Association 

There  is  a practice  in  some  areas  of  the  state 
of  Kentucky  of  allowing  unqualified  persons  to 
administer  anesthetics.  According  to  an  article  in 
The  Journal  of  the  Kentucky  Medical  Association, 
published  in  April,  1968,  by  William  E.  Hopkins, 
M.D.,  entitled  “A  Survey  of  Current  Anesthetic 
Practice  in  Kentucky”,  which  is  a report  from  a 
questionnaire  mailed  to  all  hospitals  belonging  to  the 
Kentucky  Hospital  Association,  anesthesia  coverage 
in  parts  of  the  state  does  not  insure  safe,  quality 
patient  care  and  is  far  from  adequate. 

Only  15  of  the  76  hospitals  in  which  obstetrics 
is  practiced  indicated  that  a physician  other  than 
the  obstetrician  was  present  during  obstetrical 
anesthesia.  Obstetrical  coverage  on  the  whole  leaves 
much  to  be  desired  throughout  the  state,  except  in 
the  larger  populated  areas.  Something  is  amiss  when 
the  obstetrical  service  of  a hospital  must  depend  on 
lay  personnel  to  give  obstetrical  anesthesia.  A hos- 
pital administrator  added  this  comment,  “OB  anes- 
thesia. 24  hour  coverage,  a constant  ‘thorn’  ”,  It  is 
the  patients  in  our  smaller  hospitals  that  suffer  from 
the  lack  of  trained  anesthetists  and  anesthesiologists. 

Who  is  qualified  to  administer  anesthesia  is  a 
question  we  asked  the  Joint  Commission  on  Ac- 
creditation of  Hospitals. 

The  person  giving  the  anesthetic,  whether  he  be 
a physician  or  a C.R.N.A.  must  be  qualified  to  give 
that  anesthetic.  The  hospital  staff  must  judge  the 
person  and  determine  whether  he  or  she  is  qualified 
to  give  anesthetics.  What  the  person  is  qualified  to 
do  should  be  delineated. 

To  give  anesthetics,  the  person  must  be  qualified 
by  training  and  experience  to  give  anesthetics  and 
that  these  qualifications  have  been  carefully  investi- 
gated by  the  appropriate  authorities  in  the  hospital. 

A registered  nurse  who  gives  an  anesthetic  to  a 
patient  assumes  all  the  legal  responsibilities  that  an 
anesthesiologist,  a C.R.N.A.,  or  a physician  assumes 
in  performing  the  same  task.  The  Joint  Commission 
on  Accreditation  of  Hospitals  insists  that  in  order 
to  give  anesthetics,  the  person  must  be  qualified  by 
training  and  experience  to  give  anesthetics  and  that 
these  qualifications  have  been  carefully  investigated 
by  the  appropriate  authorities  in  the  hospitals.  The 
JACH  Manual  states  that  a hospital  should  never 
allow  anyone  but  an  anesthesiologist,  a C.R.N.A.  or 
a qualified  physician  to  give  anesthetics  in  the 
hospital. 

Malpractice  implies  negligence  in  the  care  of  a 
patient  or  failure  to  employ  methods,  agents,  or 
skill  ordinarily  considered  appropriate.  One  definition 
of  the  duty  of  the  anesthesiologist  and  the  standards 
of  care  has  been  set  forth  as  follows:  “persons 
undertaking  to  administer  anesthetics  in  the  course 
of  medical  or  dental  treatment  . . . are  not  insurers 
against  harm  nor  guarantors  of  a favorable  result, 
but  are  required  to  exercise  ordinary  or  reasonable 
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care  of  skill  under  the  circumstances;  that  is,  the 
skill  and  diligence  of  the  ordinary  person  engaged 
in  similar  practice  at  the  time,  and  in  the  locality 
where  the  defendant  undertook  to  act”. 

Proof  of  malpractice  can  be  established  in  several 
ways.  The  most  common  requirement  is  that  the 
plaintiff  produce  expert  testimony  establishing  the 
standard  of  medical  care  applicable  to  the  specialty 
involved. 

During  anesthesia,  the  anesthesiologist  must  ex- 
ercise reasonable  care  in  the  protection  of  the 
patient  against  injury.  In  the  event  that  the  anes- 
thesiologist employs  new  techniques,  equipment  or 
agents,  he  should  be  able  to  substantiate  the  fact 
that  he  is  familiar  with  these  and  understands  the 
complications  that  may  arise  from  their  use. 

Introduction  to  Anesthesia  - Dripps/Eckenhoff/ 
Vandam) 

In  view  of  the  above  information  and  looking  at 
the  preparation  and  training  of  the  registered 
nurse,  we  firmly  believe  that  it  is  wrong  for  a 
registered  nurse  who  has  not  been  certified  in  an 
approved  school  of  anesthesiology  to  give  an 
anesthetic  to  any  patient,  either  surgical  or  obste- 
trical. Professionally,  she  is  not  trained  to  execute 
the  function,  legally  she  is  not  licensed  for  this 
duty,  and  due  to  the  shortage  of  nursing  personnel, 
she  cannot  give  adequate  patient  care  if  she  is 
trying  to  be  a “physician”  too. 

Therefore,  we  state  than  an  anesthetic  should  be 
given  only  by  a qualified,  prepared  individual  such 
as  an  anesthesiologist,  a physician,  a dentist  or  a 
C.R.N.A. 

We  are  of  the  opinion  that  much  can  be  realized 
from  the  KMA-KNA  Joint  Advisory  Committee  in 
that  problems  which  may  affect  the  nursing  profes- 
sion, the  medical  profession  and  health  care  gener- 
ally, can  be  brought  out  and  discussed  openly  before 
becoming  widespread. 

The  members  of  both  committees  are  to  be 
recognized  for  their  interest  and  cooperation.  As 
Chairman  for  the  physician  committee,  I would 
especially  like  to  thank  the  physician  members  for 
their  cooperation  this  year. 

A.  Evan  Overstreet,  M.D.,  Chairman 

BOARD  ACTION:  Recommend  it  be  disapproved 
as  incapable  of  effective  implementation  at  this  time. 


Recommendations,  Reference  Committee  No.  3 

The  KMA-KNA  Joint  Advisory  Committee  Re- 
port. which  was  included  with  the  report  of  the 
Chairman  of  the  Board  of  Trustees,  was  reviewed  by 
Reference  Committee  No.  3.  Many  points  of  value 
have  been  brought  forth  by  this  hardworking  com- 
mittee. We  feel,  however,  that  before  acting  upon 
the  individual  recommendation  concerning  the  phy- 
sicians' relationship  with  ancillary  medical  personnel, 
guidelines  must  be  established. 

To  recommend  approval  of  such  far-reaching  pro- 
grams, which  affect  such  a wide  variety  of  physicians 
and  hospitals,  is  not,  in  our  opinion,  wise  at  this 
time  without  further  comprehensive  study. 

The  committee  is  grateful  to  the  KMA-KNA 
Joint  Advisory  Committee  for  their  efforts  and  en- 
courages the  continued  work  along  the  lines  previous- 
ly mentioned. 

Mr.  Speaker,  for  the  above  reasons,  I move  that  we 
accept  this  section  of  the  report  for  information  only. 

(Seconded;  carried) 


Report  of  the 

Committee  on  Occupational  Health 
Physical  Medicine  & Rehabilitation 

Your  Occupational  Health,  Physical  Medicine  & 
Rehabilitation  Committee  has  met  on  two  occasions 
during  this  Associational  year,  May  14  and  June  4. 

Last  year  this  committee  endorsed  the  Kentucky 
Department  of  Health  providing  an  Employees 
Health  Service  for  state  employees.  The  1968 
session  of  the  House  of  Delegates  requested  this  not 
be  implemented  without  the  agreement  of  the 
Franklin  County  Medical  Society.  Additional  infor- 
mation on  this  matter  is  being  sought  by  this 
committee. 

The  subject  of  “Black  Lung”  received  a lengthy 
discussion  in  both  of  our  meetings.  We  have 

recommended  to  the  Board  of  Trustees,  for  consid- 
eration at  their  August  7 Board  meeting,  that  an  ad 
hoc  committee  composed  of  representatives  of  inter- 
ested groups  be  appointed  to  study  Black  Lung. 

The  committee  has  initiated  a study  of  the 

functions  of  the  Environmental  Health  Division  of 
the  Kentucky  Department  of  Health.  Much  discussion 
has  been  held  by  committee  members  concerning  the 
need  for  at  least  part-time  consultation  with  a 

physician  on  matters  which  come  under  the 

jurisdiction  of  the  Environmental  Health  Division. 
The  committee  felt  it  was  unlikely  that  a full-time 
physician  would  be  added  to  this  division  staff,  but 
recommends  that  budgeting  of  some  state  and/or 
federal  funds  be  used  for  medical  consultation 
services  on  matters  under  the  jurisdiction  of  the 
Environmental  Health  Division  which  may  affect  the 
public  health  status  in  Kentucky. 

We  continue  to  pursue  our  interest  to  see  that  all 
injured  workers  be  rehabilitated  so  they  can  become 
requalified  for  employment.  It  is  felt  that  some 
changes  could  be  made  in  our  Workman’s  Compen- 
sation Laws  to  facilitate  this  goal.  Plans  are  being 
made  to  submit  recommendations  to  the  Board  of 
Trustees  for  possible  legislative  action  in  this  field. 

Other  matters  brought  before  this  committee  for 
consideration  this  year  included  Air  Pollution,  Water 
Pollution  and  Noise  Pollution. 

The  chairman  is  grateful  for  the  time  and  effort 
expended  by  the  committee  members  this  year. 

John  E.  Eckerle.  M.D..  Chairman 

BOARD  ACTION:  Approved.  For  the  information 
of  the  House  of  Delegates,  the  Board  of  Trustees  has 
authorized  the  appointment  of  an  ad  hoc  committee 
to  study  “Black  Lung.” 


Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Committee  on  Occupational 
Health,  Physical  Medicine  and  Rehabilitation  was  re- 
viewed. It  was  felt  by  this  committee  that  the  term 
Black  Lung  should  be  substituted  by  a more  meaning- 
ful term  such  as  Occupational  Pulmonary  Diseases. 
We  note  that  an  ad  hoc  committee  to  study  this 
problem  has  been  authorized  by  the  Board  of  Trus- 
tees. 

The  reference  committee  encourages  the  commit- 
tee to  continue  their  interest  in  legislation  affecting 
the  Workmen’s  Compensation  Laws. 

We  would  like  to  express  our  appreciation  to  this 
committee  for  its  effective  work  in  this  field  of 
occupational  medicine. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 
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Report  of  the 

Maternal  Mortality  Study  Committee 

The  Maternal  Mortality  Study  Committee  of  the 
Kentucky  Medical  Association  had  two  meetings 
since  the  last  report.  The  Committee  reviewed  and 
thoroughly  discussed  the  protocols  of  all  maternal 
deaths  that  had  occurred  in  Kentucky  through  the 
previous  year.  Each  death  was  classified  as  to 
whether  it  was  of  direct  or  indirect  obstetric  cause, 
and  any  identifiable  preventable  factors  were 
recorded. 

Selected  protocols  from  the  Committee's  files  were 
published  monthly  in  the  Journal  of  the  Kentucky 
Medical  Association,  together  with  resumes  of  the 
Committee’s  comments.  The  Committee  recommends 
that  this  page  be  continued  for  the  coming  year,  as 
it  would  seem  to  have  considerable  potential  educa- 
tional value. 

The  Committee  wishes  to  suggest  the  possibility 
of  making  available  helicopter  transfer  of  some 
emergency  obstetric  cases  from  remote  areas  to 
well  equipped  medical  centers  as  one  practical  measure 
that  could  be  taken  to  help  reduce  maternal  mortali- 
ty in  Kentucky.  It  would  be  ready  to  act  in  an  ad- 
visory capacity  to  plan  such  an  emergency  transporta- 
tion program. 

Douglas  M.  Haynes,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Maternal  Mortality  Study 
Committee  was  reviewed  by  this  committee.  We 
would  like  to  commend  the  Maternal  Mortality  Study 
Committee  members  on  their  effective  work. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 


Report  of  the 

Committee  on  Legislative  Activities 

National  Affairs 

The  Committee  on  Legislative  Activities  has  met 
on  two  occasions  this  year.  Various  bills  submitted 
to  the  current  session  of  Congress  were  reviewed. 
As  usual,  there  was  a large  plethora  submitted  hav- 
ing to  do  with  health  affairs.  There  had  been  none 
under  serious  consideration  or  necessitating  any  re- 
markable approach  in  behalf  of  either  support  or  con- 
demnation from  our  State  Medical  Association  at 
this  point.  To  date,  there  had  been  introduced  some 
5000  bills  of  which  about  1100  had  medical  connota- 
tions. 

The  Washington  Dinner  was  held  on  May  13, 
1969,  in  Washington,  D.  C.,  with  a tour  of  the 
Capitol  and  a visit  to  each  of  our  seven  representa- 
tives and  two  senators.  General  discussion,  both  for 
current  circumstances,  historical  happenings  and  pro- 
jections in  the  future,  were  carried  out  in  each  in- 
stance. This  was  the  largest  turnout  of  doctors  and 
their  wives  that  we  have  had  to  this  occasion.  The 
affair  was  concluded  with  an  evening  dinner  at  the 
Mayflower  Hotel,  where  all  of  our  representatives 
and  senators  were  present,  along  with  their  ad- 
ministrative assistants  and,  in  most  instances,  their 
wives.  It  was  generally  concluded  that  this  was  a 
most  satisfactory  meeting,  even  though  there  was 
no  real  confrontation  in  regard  to  support  or  denial 
of  any  current  legislative  projects. 

During  the  critique  in  the  afternoon  of  May  13, 
some  general  reconsiderations  of  the  Washington 
Dinner  were  undertaken.  It  was  agreed  by  everyone 
at  this  time  that  it  should  be  an  annual  affair,  that 
it  is  most  worthwhile,  and  that  our  approach  and 
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contacts  in  many  instances  will  be  quite  rewarding 
and  helpful  to  continuing  quality  health  care. 

Some  other  suggestions  were  made  in  order  to 
improve  this  dinner;  namely,  (1)  that  there  be  a 
briefing  session  on  Monday  night  preceding  the 
Congressional  Dinner  rather  than  the  early  morn- 
ing briefing  session,  (2)  that  more  information  on 
congressmen  be  sent  prior  to  the  meeting  along 
with  a biographical  sketch  of  the  individual  con- 
gressman, (3)  a map  showing  directions  around  the 
Capitol  be  provided  to  help  mobility  and  quick 
identification  of  buildings. 

As  this  is  a state  election  year  in  Kentucky,  we 
have  been  trying  to  supply  information  in  regard  to 
legislative  records  to  be  helpful  to  those  interested 
parties,  judging  the  past  performances  of  our  senators 
and  representatives  at  the  state  level.  It  was  taken 
of  note  of  the  overwhelming  success  of  recent  activi- 
ties of  KEMPAC  in  regard  to  the  state  election, 
and  it  is  felt  that  this  will  prove  helpful  also,  as 
some  of  the  leadership  evolves  to  the  national 
level. 

Appreciation  on  behalf  of  the  KMA  Committee 
on  Legislative  Activities  and  National  Affairs  is  to  be 
extended  to  Gil  Armstrong,  Jerry  Mahoney,  along 
with  thanks  to  Robert  Cox,  executive  secretary,  for 
their  outstanding  help  and  aid  to  us  during  this 
past  year. 

Hoyt  D.  Gardner,  M.D. 

Chairman  for  National  Affairs 


State  Affairs 

This  being  a year  in  which  the  Kentucky  General 
Assembly  did  not  convene,  it  was  necessary  for  the 
Committee  on  Legislative  Activities  to  meet  on  only 
two  occasions,  the  first  being  November  7,  1968, 
which  was  a joint  meeting  of  the  KEMPAC  Board 
of  Directors  and  the  KMA  Committee  on  Legisla- 
tive Activities,  and  on  June  6,  1969.  The  full  activi- 
ties and  participation  on  behalf  of  KMA  by  the 
committee  members  is  not  necessarily  reflected  by 
the  number  of  committee  meetings  held.  The  mem- 
bers of  our  committee  have  attended  meetings  other 
than  the  Legislative  Activities  Committee  meetings, 

and  the  chairmen  and  other  committee  members 

also  attended  the  Congressional  Dinner  in  Washing- 
ton and  the  AMPAC  Workshop  in  Washington, 

as  well  as  some  KMA  Trustee  District  meetings. 

Two  legislative  items  which  have  carried  over  into 
this  year  from  the  prior  year  were  House  Bill  495 
relating  to  the  Kentucky  Tuberculosis  Commission 
and  the  operation  of  the  tuberculosis  hospitals, 

and  House  Resolution  86,  dealing  with  the  composi- 
tion and  functions  of  the  State  Board  of  Health. 
Both  matters  have  been  referred  to  the  KMA  Execu- 
tive Committee,  and,  following  several  consulta- 
tions and  meetings  with  various  groups  and  indi- 
viduals concerned  with  the  problems,  a task  force 
has  now  been  formed  to  study  the  operation 
of  the  tuberculosis  hospitals  and  make  recommenda- 
tions as  to  improvements  and  desired  changes  for 
the  benefit  of  the  profession,  as  well  as  the  Com- 
monwealth. Study  is  also  underway  on  House  Resolu- 
tion 86,  and  recommendations  as  to  the  composi- 
tion and  functions  of  the  State  Board  of  Health 
will  be  submitted  to  the  Legislative  Research  Com- 
mission for  consideration. 

As  during  the  last  session  of  the  General  Assem- 
bly, it  will  once  again  be  the  concern  of  the  Com- 
mittee on  Legislative  Activities  to  present  positive 
legislation  concerning  medical  matters.  Already  act- 
ed upon  in  the  field  of  positive  legislation  is  the 
Uniform  Anatomical  Gift  Act  and  a state  law  per- 
mitting Minor’s  Consent  to  VD  Therapy. 

Our  previously  proposed  first  aid  station  remains 
under  consideration.  We  are  most  appreciative  for 
the  commitment  from  Fayette  County  to  staff  the 
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first  aid  station  if  and  when  satisfactory  space  can 
be  obtained. 

The  committee  is  most  grateful  to  the  House 
of  Delegates  for  its  action  at  the  last  Annual  Meet- 
ing requiring  all  legislative  activities  to  be  coordinat- 
ed by  and  channeled  through  the  Committee  on 
Legislative  Activities.  We  feel  that  this  is  a most 
important  consideration,  and  our  committee  will 
continue  to  place  emphasis  on  cooperation  between 
our  committee  and  all  specialty  groups  and  individual 
physicians  wishing  to  introduce  various  legislative 
proposals.  The  channeling  of  such  legislative  mat- 
ters through  a specific  committee  not  only  keeps  our 
entire  profession  informed  rather  than  a segment 
thereof,  but  also  gives  us  an  opportunity  to  study 
the  legislative  matter  under  consideration  in  an  ef- 
fort to  present  to  the  Legislature  the  best  possible 
draft  we  can  obtain  on  a particular  legislative  matter. 
To  have  broad-based  medical  support  of  a bill  also 
enhances  its  passage. 

The  committee’s  efforts  will  continue  in  the  area 
of  communication  in  an  effort  to  maintain  open 
communication  with  all  of  the  allied  professions, 
including  the  State  Department  of  Health,  the  Uni- 
versity of  Louisville  School  of  Medicine,  the  Uni- 
versity of  Kentucky  College  of  Medicine,  the  Ken- 
tucky Hospital  Association,  the  Kentucky  Dental  As- 
sociation, the  Kentucky  Pharmaceutical  Association 
and  other  allied  groups. 

Efforts  continue  to  strengthen  our  key  man  sys- 
tem, and  the  recommendations  of  local  medical 
societies  for  various  key  man  appointments  are  being 
heavily  weighed  in  the  selection  of  key  men.  This 
committee  wishes  to  emphasize  the  extreme  impor- 
tance of  the  key  man  system  and  the  absolute  neces- 
sity for  each  key  man  to  respond  each  time  he  is 
called  upon,  whether  it  be  once  every  three  months 
or  three  times  a day.  The  key  men  must  realize 
that  without  their  help  and  cooperation,  the  com- 
municative system  cannot  adequately  function  and 
the  profession  of  medicine,  as  well  as  the  Com- 
monwealth of  Kentucky,  will  be  the  losers  when 
they  do  fail  to  function.  Each  man  should  under- 
stand that  he  will  probably  be  contacted  several 
times  on  the  same  legislative  matter  as  the  situation 
might  change  in  Frankfort.  It  is  just  as  important 
for  him  to  respond  to  the  second  or  last  call  as  it 
was  for  him  to  respond  to  the  first. 

The  Committee  on  Legislative  Activities  is  also 
most  grateful  to  the  KMA  House  of  Delegates  for 
the  manner  in  which  it  has  acted  upon  legislative 
proposals  presented  before  the  House,  leaving  the 
priority  of  various  legislative  proposals  up  to  the 
Legislative  Activities  Committee,  as  well  as  the 
timetable  to  be  used  on  the  introduction  of  pro- 
posed legislative  matters.  I feel  that  this  is  an  ex- 
tremely important  consideration  and  would  urge  the 
1969  House  of  Delegates  to  take  similar  action 
leaving  the  composition,  priority  and  manner  of  in- 
troduction to  the  Committee  on  Legislative  Activi- 
ties. This  is  the  only  logical  approach  to  assume, 
and  I shall  be  delighted  to  appear  before  any  group 
or  committee  to  offer  any  additional  information  or 
further  discussion  if  any  question  should  arise. 

We  are  fortunate  in  having  obtained  a full-time 
staff  man  for  legislative  activities  since  the  last 
Annual  Meeting,  and.  although  he  will  not  have 
been  employed  by  KMA  for  a full  year  prior  to  the 
next  General  Assembly,  it  is  the  feeling  of  the  com- 
mittee that  he  will  be  of  tremendous  benefit  to  the 
Medical  Association  and  will  enable  us  to  have  two 
field  representatives  in  Frankfort  during  the  legisla- 
tive session  rather  than  one.  In  the  past  it  has  proven 
a physical  impossibility  to  adequately  cover  activi- 
ties of  both  the  Senate  a'-d  the  House  simultaneously 
during  the  legislative  sessions. 

Although  the  1967  House  of  Delegates  passed  a 
five  dollar  dues  increase  earmarked  for  legislative 


affairs,  it  is  the  feeling  of  this  committee  that  this 
amount  of  money  is  inadequate  as  was  reported  in 
our  annual  report  last  year.  We  anticipate  the 
necessity  of  a total  of  ten  dollars  per  member  dues 
increase  to  adequately  cover  the  salaries  and  ex- 
penses of  the  staff  men  concerned  with  legislative 
activities. 

Once  again  it  should  be  the  understanding  that  the 
field  men  are  responsible  only  to  their  immediate 
superiors  and  not  to  individuals  located  throughout 
the  state.  This  has  proven  to  be  a problem  in  the 
past,  and  certainly  we  would  hope  that  this  would 
not  present  itself  as  a problem  in  the  future  during 
the  General  Assembly  session.  The  field  men  have 
been  instructed  not  to  carry  out  any  recommenda- 
tions or  suggestions  presented  to  them  by  anyone 
without  first  the  approval  of  this  committee  or  its 
proper  representatives. 

Once  again  this  committee  cannot  emphasize  fre- 
quently enough  nor  loudly  enough  the  absolute 
necessity  of  physicians  participating  at  the  local 
level,  not  only  in  legislative  affairs,  but  in  primary 
and  general  elections  as  well.  So  often  the  members 
of  our  committee  hear  from  legislators  that  the 
physicians  in  their  local  area  have  not  been  in  con- 
tact with  them.  We  urge  all  physicians  to  become 
interested  in  legislative  matters  and  to  stay  abreast 
of  legislative  trends  and  effectively  communicate 
their  opinions  to  their  respective  legislators.  We 
also  strongly  urge  each  physician  to  support  the 
candidate  of  his  choice  both  financially  and  by  ac- 
tive campaigning  on  behalf  of  the  candidate.  It  is 
extremely  important  for  all  physicians  to  maintain 
rapport  with  their  legislators,  and,  even  more  so, 
for  the  key  men  so  assigned. 

In  some  areas,  local  physicians  and  their  wives 
have  hosted  a social  for  all  legislators  in  their  re- 
spective area,  whether  it  be  by  county,  senatorial 
district  or  congressional  district.  Legislators  from 
both  parties  are  invited,  and  assigned  key  men  es- 
cort their  respective  legislator  to  the  event.  This 
committee  strongly  endorses  such  events  to  improve 
rapport  with  legislators  and  urges  all  congression- 
al key  men  to  initiate  such  events  within  their  re- 
spective district,  location  and  area  involved  to  be 
determined  by  the  congressional  key  man. 

It  is  also  the  recommendation  of  this  committee 
that  the  “Quick  Action  Committee,”  composed  of 
the  KMA  President,  President-Elect,  and  Chairman 
of  the  KMA  Board  of  Trustees  be  empowered  to 
approve  legislative  decisions  presented  to  them  by 
this  committee.  It  is  absolutely  impossible  during 
legislative  sessions  to  wait  considerable  periods  of 
time  for  formal  approval  of  legislative  matters  by 
larger  committees. 

I wish  to  express  appreciation  to  those  members 
of  the  Committee  on  Legislative  Activities,  to  the 
“Quick  Action  Committee,”  to  the  KMA  Board  of 
Trustees  and  to  the  KMA  House  of  Delegates  for 
their  considered  support  and  understanding.  I am  also 
very  grateful  to  our  staff.  Bob  Cox,  Gil  Armstrong 
and  Jerry  Mahoney,  and  I must  say  that  they  have 
been  extremely  cooperative  and  of  tremendous  bene- 
fit to  the  chairman  and  to  our  committee  as  a 
whole. 

Fred  C.  Rainey,  M.D. 

Chairman  for  State  Affairs 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Committee  on  Legislative  Ac- 
tivities was  reviewed. 

National  Affairs:  The  Report  of  the  Committee 
on  Legislative  Activities,  National  Affairs,  was  re- 
viewed. This  committee  continues  to  keep  abreast  of 
the  national  political  activities,  and  its  outstanding 
work  is  to  be  commended. 

The  reference  committee  concurs  with  the  sug- 
gestion of  a briefing  session  on  Monday  evening 
prior  to  the  Congressional  Dinner.  A biographical 
sketch  of  the  individual  congressman,  along  with  a 
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map  showing  directions  around  the  Capitol,  is  also 
an  excellent  suggestion. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 

State  Affairs:  The  Report  of  the  Committee  on 
Legislative  Activities,  State  Affairs,  was  reviewed. 
It  is  recommended  that  legislative  proposals  con- 
tinue to  be  channeled  through  the  Committee  on 
Legislative  Activities.  In  addition,  we  recommend  the 
“Quick  Action  Committee,”  composed  of  the  KMA 
President,  President-Elect,  and  Chairman  of  the 
Board  of  Trustees,  be  empowered  to  approve  legisla- 
tive decisions  presented  to  them  by  this  committee. 

Although  this  has  not  been  an  active  year  for 
State  Affairs  politically,  the  reference  committee 
would  like  to  express  its  appreciation  to  the  Com- 
mittee on  Legislative  Activities. 

Mr.  Speaker.  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 


Report  of  the 

Communication  and  Health 
Education  Committee 

The  Communication  and  Health  Education  Com- 
mittee had  one  meeting  during  the  1968-1969  As- 
sociational  year.  This  meeting  was  held  January  9, 
1969,  and  the  following  items  of  business  were  given 
our  consideration,  and  appropriate  recommendations 
were  made: 

1.  KMA  Exhibits 

Recommendation  was  made  to  the  Board  of  Trus- 
tees that  exhibit  space  be  secured  at  the  1970  KEA 
Convention  to  be  used  by  the  KMA  School  Health, 
Physical  Education  and  Medical  Aspects  of  Sports 
Committee.  This  has  been  and  continues  to  be  an 
outstanding  exhibit. 

2.  New  Member  Orientation  Program 

Detailed  plans  were  made  for  the  Eighth  Orienta- 
tion Course  to  be  presented  at  the  Interin  Meeting 
in  Lexington.  The  same  format  will  be  followed,  and 
the  same  speakers  will  be  invited  to  once  again 
participate. 

All  of  these  speakers,  both  lay  and  physicians, 
are  to  be  highly  commended  for  their  devoted  and 
loyal  service  to  KMA  through  their  excellent  work 
in  this  proeram. 

3.  Health  Careers 

Five  Health  Careers  kits  were  distributed  in 
strategic  places  throughout  the  state  with  the  hope 
of  stimulating  interest  in  these  various  paramedical 
fields. 

4.  Speaker’s  Bureau 

This  committee  continues  to  supply  speakers  for 
both  lay  and  professional  talks,  on  request. 

N.  L.  Bosworth,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  3 

We  reviewed  the  Report  of  the  Committee  on 
Communication  and  Health  Education.  Comments 
were  heard  pertaining  to  the  Orientation  Program. 
It  is  the  opinion  of  the  members  of  this  reference 
committee  that  some  consideration  should  be  given 
to  reviewing  the  format  of  the  Orientation  Course 
with  special  emphasis  on  brevity  and  informality. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 
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Report  of  the 
Health  Careers  Committee 

This  year,  the  Health  Careers  Committee  continued 
its  efforts  in  full  support  of  and  in  cooperation  with 
“Health  Careers  In  Kentucky”. 

In  addition  to  revising  the  folder  on  Careers  in 
Medicine,  the  individual  members  were  involved  in 
specific  recruitment  at  the  local  and  county  levels  co- 
ordinating their  efforts  with  those  of  the  district 
committees  of  Health  Careers  In  Kentucky. 

Requests  for  information  from  students  interested 
in  medicine  are  being  channeled  by  Health  Careers 
In  Kentucky  to  both  of  the  Commonwealth’s  Medical 
Schools  as  well  as  to  the  Kentucky  Medical  Associa- 
tion. 

This  committee  will  develop  plans  to  coordinate 
its  communications  with  those  of  the  schools  to  in- 
sure the  proper  level  of  response  to  those  requests. 

Finally,  although  it  is  impossible  in  this  report  to 
recognize  by  name  the  many  individuals,  particularly 
our  Auxiliary  members  who  continue  to  work  tireless- 
ly in  the  development,  planning  and  implementation 
of  a variety  of  recruitment  programs  throughout  the 
state,  the  committee  feels  it  appropriate  that  we  use 
this  report  to  assure  them  of  their  Association’s 
gratitude. 

Joseph  Hamburg,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Committee  on  Health  Careers 
was  reviewed.  We  wish  to  thank  this  committee  for 
its  fine  contributions. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 


Report  of  the 

Committee  on  Community  and 
Rural  Health 

Your  Community  and  Rural  Health  Committee 
met  at  the  Headquarters  Office  on  March  20,  1969. 
The  initial  part  of  our  meeting  was  devoted  to  a 
review  of  the  duties  of  the  committee  for  the  infor- 
mation of  new  committee  members.  Briefly,  this 
committee  has  the  responsibility  of  continually  inves- 
tigating means  for  bettering  all  aspects  of  public  and 
mental  health  in  Kentucky,  studying  all  aspects  of 
TB  and  TB  control,  and  as  an  objective,  the 
decreasing  of  deaths  and  disabilities  caused  by 
motor  vehicles. 

During  the  week  of  May  4-10,  we  once  again 
promoted  Immunization  Week  in  Kentucky,  and 
wish  to  express  our  appreciation  for  the  cooperation 
of  the  membership  in  this  program.  In  addition,  we 
received  considerable  assistance  from  numerous  allied 
organizations,  for  which  we  are  grateful. 

In  the  past,  this  committee  has  encouraged  the 
promotion  of  Community  Health  Week  by  the 
county  medical  societies.  Next  year,  the  committee 
will  assume  the  task  of  promoting  Community 
Health  Week  in  conjunction  with  Immunization 
Week,  during  May.  Hopefully,  this  will  help  to 
emphasize  local  medical  progress,  available  health 
facilities  and  services,  and  the  individual  and 
cooperative  roles  played  by  members  of  the  com- 
munity health  team. 

In  the  area  of  Rural  Health,  Resolution  I (Home 
Health  Care)  was  referred  to  us  for  implementation 
by  the  KMA  Executive  Committee.  This  resolution, 
passed  by  the  1968  KMA  House  of  Delegates, 
encourages  physician  interest  and  participation  in  the 
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Home  Health  Care  Program.  Your  committee  felt 
that  physicians  should  be  aware  of  this  program  and 
felt  that  the  best  method  of  implementation  was 
through  the  component  county  society  secretaries, 
who  have  now1  received  material  on  this. 

Our  committee  maintains  liaison  with  representa- 
tives and  agencies  that  have  similar  interests  in  the 
areas  of  responsibility  assigned  to  us.  This  year,  we 
have  contacted  the  Kentucky  Bar  Association  in  an 
effort  to  establish  liaison  in  the  area  of  alcoholism, 
which  is  a legal  as  well  as  a medical  problem. 

Highway  safety  continued  to  be  of  major  interest 
to  us.  Through  our  committee,  in  cooperation  with 
KMA,  the  second  three-year  Kentucky  Automotive 
Crash  Injury  Research  Program  has  recently  been 
completed.  This  study  is  concerned  with  injuries  and 
fatalities  in  late  model  automobiles.  In  addition,  we 
are  maintaining  our  leadership  in  the  Kentucky 
Driver  Limitation  Program. 

We  continue  to  vigorously  promote  the  KMA 
Automotive  Safety  Award  which  has  now'  been  pre- 
sented to  13  organizations  who  have  agreed,  or  have 
required  their  employees,  to  w'ear  seat  belts  anytime 
they  drive  a motor  vehicle. 

The  committee  also  discussed  the  Slow'  Moving 
Vehicle  Emblem  and  its  usefulness  in  helping  to  pre- 
vent highway  accidents.  It  was  taken  by  consent  to 
introduce  the  following  resolution  on  the  Slow 
Moving  Vehicle  Emblem  to  the  members  of 
the  KMA  House  of  Delegates  and  urge  its  adoption: 

WHEREAS.  The  Slow  Moving  Vehicle  (SMy) 
Emblem  has  aroused  national  interest  because  of  its 
potential  for  identifying,  on  public  roads,  slow 
moving  vehicles  with  speed  capabilities  of  less  than 
25  miles  per  hour,  which  include  vehicles  such  as 
farm  tractors  and  other  farm  vehicles,  road  main- 
tenance and  construction  equipment,  and  horse- 
drawn  vehicles;  and 

WHEREAS.  The  SMV  Emblem,  developed  from 
research  at  the  Ohio  State  University,  is  a 14  inch 
equilateral  triangle  with  a fluorescent  orange  center 
for  daytime  visibility  and  a reflective  red  border  for 
nighttime,  which  when  properly  mounted  on  the 
center  rear  of  a vehicle,  two  to  six  feet  from  the 
ground,  can  be  seen  and  identified  from  500  feet 
or  more,  both  day  and  night;  and 

WHEREAS.  The  American  Society  of  Agricultural 
Engineers  and  the  Society  of  Automotive  Engineers 
have  developed  specifications  for  physical  properties, 
dimensions,  component  materials,  and  use  of  the 
emblem:  and 

WHEREAS.  The  Board  of  Directors  of  the 
National  Safety  Council  approved  a Policy  Statement 
on  the  SMV  Emblem  which  formally  confirms  full 
Council  support  for  the  promotion  and  use  of  the 
SMV  emblem,  urges  that  every  effort  be  made  to 
encourage  emblem  use  on  slow  moving  vehicles,  and 
to  educate  the  public  to  recognize  it  as  identifying 
a slow  moving  vehicle:  and 

WHEREAS.  Even  though  a number  of  states 
have  passed  enabling  legislation  on  the  use  of  the 
emblem  and  progress  is  being  made,  increased 
emphasis  is  needed  to  secure  national  adoption  and 
use  of  the  emblem;  therefore  be  it 

RESOLVED.  That  the  Kentucky  Medical  Associa- 
tion officially  endorse  the  SMV  Emblem  and  the 
objectives  for  which  it  stands;  and  be  it  further 

RESOLVED.  That  the  Kentucky  Medical  Associa- 
tion. in  cooperation  with  county  medical  societies, 
promote  the  use  of  the  emblem  on  slow  moving 
vehicles  and  help  to  educate  the  public  to  recognize 
it  as  identifying  these  vehicles. 

Because  of  our  varied  duties,  the  Community  and 
Rural  Health  Committee  is  composed  primarily  of 
physicians  who  have  chaired  KMA  Committees  in 
the  past  on  the  specific  subject  areas  which  have 
been  assigned  to  us;  that  is,  mental  health,  public 
health,  tuberculosis  and  highway  safety.  I am  deeply 


indebted  to  these  committee  members  for  their 
participation  and  leadership  in  their  areas  of 
responsibility  this  past  year. 

Ralph  D.  Lynn,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  3 

We  reviewed  the  Report  of  the  Committee  on  Com- 
munity and  Rural  Health.  We  commend  this  com- 
mittee on  its  interest  in  automotive  safety. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 


Report  of  the 
Committee  on  Cults 

This  has  been  an  active  year  for  the  Committee 
on  Cults.  Kentucky  was  well  represented  at  the 
AMA/National  Health  Council  Fourth  National 
Congress  on  Health  Quackery  held  in  Chicago  on 
October  2-3,  1968.  The  meeting  w'as  attended  by 
state  officials,  representatives  of  the  Kentucky  State 
Department  of  Health,  by  the  chairman  for  State 
Affairs  of  the  KMA  Committee  on  Legislative 
Activities,  the  chairman  of  the  KMA  Committee  on 
Cults  and  one  KMA  staff  member. 

The  committee  has  met  on  two  occasions,  on 
December  11,  1968.  and  February  12,  1969.  Studies 
were  made  of  potential  quackery  in  the  treatment 
of  dyslexia  by  the  unqualified  and  the  sale  of 
hearing  devices  by  non-specialists.  Reports  of  the  in- 
formation obtained  have  been  provided  to  the  ap- 
propriate medical  specialty  groups. 

The  committee  constantly  surveys  cult  advertising 
and  is  pleased  to  report  that  there  has  been  a 
marked  reduction  each  year  since  the  passage  of  the 
legislation  restricting  advertising  or  soliciting  by 
practitioners  of  the  healing  arts  passed  by  the  1966 
session  of  the  Kentucky  General  Assembly.  In  a 
1968  circuit  court  case  in  Fayette  County,  chiro- 
practic advertising  was  denied  and  the  constitution- 
ality of  the  law  was  upheld  (Rose  versus  the  Lex- 
ington Herald  Leader  and  the  State  of  Kentucky). 

The  recommendation  has  been  made  by  the  com- 
mittee that  consideration  be  given  to  legislation 
which  would  limit  the  use  of  human  x-ray.  A sug- 
gested draft  along  this  line  has  been  submitted  to 
the  KMA  Committee  on  Legislative  Activities. 

In  January  of  this  year  two  reports  were  issued, 
independent  of  the  medical  profession,  on  chiro- 
practic practitioners.  The  United  States  Department 
of  Health,  Education  and  Welfare  conducted  an 
exhaustive  study  of  the  chiropractic  profession  and 
concluded  that  chiropractors  who  claim  they  can 
cure  disease  by  spinal  adjustments  are  so  poorly 
educated  that  they  cannot  adequately  diagnose  or 
appropriately  treat  human  disease.  The  Department 
has  recommended  that  chiropractic  services  not  be 
covered  under  the  Medicare  Program. 

The  National  Council  of  Senior  Citizens,  which 
represents  more  than  two  million  health  care  con- 
sumers, has  also  called  for  the  continued  rejection  of 
all  attempts  to  include  chiropractors  under  Medicare. 
The  Council  labeled  chiropractic  a cult. 

There  is  no  doubt  that  medical  quackery  repre- 
sents a tremendous  loss  to  our  economy,  in  addition 
to  the  health  hazard  it  imposes  on  the  public. 
Members  of  the  Committee  on  Cults  are  most 
cognizant  of  their  responsibility  to  the  Association 
and  the  public. 

David  B.  Stevens.  M.D.,  Chairman 
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Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Cults  Committee  was  reviewed. 
We  wish  to  encourage  this  committee  to  continue 
its  outstanding  work  on  this  most  important  sub- 
ject. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Seconded;  carried) 

Resolution  A 

Fayette  County  Medical  Society 

WHEREAS,  this  community  must  protect  its  health 
and  must  be  responsible  for  the  protection  of  those 
whose  water  supplies  are  downstream;  and 

WHEREAS,  evidence  is  available  that  many  pres- 
ent local  sewage  systems  are  being  operated  in- 
adequately and  causing  pollution;  and 

WHEREAS,  permits  for  sewage  systems  are  being 
granted  by  state  authorities  without  prior  approval  of 
the  local  Board  of  Health;  be  it 

RESOLVED,  that  the  Fayette  County  Medical  So- 
ciety, through  the  Legislative  Committee  of  the  Ken- 
tucky Medical  Association,  work  through  legislation 
to  add  control  by  the  local  Board  of  Health  of  present 
and  future  sewage  systems. 

Recommendations,  Reference  Committee  No.  3 

Resolution  A,  Sewage  Systems,  introduced  by  the 
Fayette  County  Medical  Society,  was  reviewed.  The 
committee  recommends  approval  of  this  resolution. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Seconded  and  carried) 


Resolution  G 

Jefferson  County  Medical  Society 

WHEREAS,  the  Kentucky  Medical  Association 
has  always  concerned  itself  with  the  health  and  well- 
being of  the  citizens  of  Kentucky,  and 

WHEREAS,  air  and  water  pollution  are  present 
in  our  state  and  constitute  a grave  danger  to  the 
well-being  of  the  total  population,  and 

WHEREAS,  measures  to  better  this  condition  have 
not  met  with  noteworthy  success,  therefore  be  it 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion create  a standing  committee  charged  with  as- 
sisting in  correcting  air  and  water  pollution  through 

1 ) Helping  establish  standards  necessary  to  guar- 

antee air  and  water  suited  to  human  use. 

2)  Giving  full  support  in  areas  of  legislation. 

regulation,  and  education  so  that  proper  mea- 
sures may  be  effectively  implemented  and  their 
necessity  for  acceptence  recognized  by  all. 

Recommendations,  Reference  Committee  No.  3 

Resolution  G,  Pollution,  introduced  by  the  Jeffer- 
son County  Medical  Society,  was  reviewed.  The 
committee  recommends  approval  of  this  resolution. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 

Mr.  Speaker,  I move  the  adoption  of  the  report 
of  Reference  Committee  No.  3 as  a whole. 

(Seconded  and  carried) 

Mr.  Speaker,  I would  like  to  thank  the  members 
of  my  committee  for  their  assistance  and  on  their 
behalf  to  thank  our  secretary,  Mrs.  Bobbie  Coogle. 

REFERENCE  COMMITTEE  NO.  3 
James  B.  Cox,  M.D.,  Hopkinsville,  Chairman 
Cecil  Grumbles,  M.D.,  Louisville 
David  A.  Hull,  M.D.,  Lexington 
John  S.  Oldham,  M.D.,  Owensboro 
Charles  B.  Stacy,  M.D.,  Pineville 
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At  this  time.  Doctor  Greathouse  introduced 
John  C.  Quertermous,  M.D.,  Chairman  of 
the  KEMPAC  Board  of  Directors,  to  present 
his  annual  report  to  the  members  of  the 
House  concerning  KEMPAC  activities.  Doctor 
Quertermous  summarized  the  year's  accom- 
plishments, calling  special  attention  to  the  fact 
that  membership  in  KEMPAC  is  at  such  an 
all-time  high  that  Kentucky  has  an  opportuni- 
ty to  win  national  honors.  He  then  made  the 
following  motion  which  was  seconded  and 
passed : 

“That  the  KMA  House  of  Delegates  reaffirm  its 
belief  in  the  objectives  of  KEMPAC  and  AMPAC 
and  recommend  100  per  cent  participation  by  doc- 
tors and  their  wives;  that  the  House  also  reaffirm 
KMA  policy  that  there  be  county  society  billing  in 
order  to  encourage  this  participation;  and  finally 
that  the  House  give  a vote  of  endorsement  and  en- 
couragement of  the  KEMPAC  organization  to  con- 
tinue its  worthwhile  political  efforts  on  behalf  of  our 
free  enterprise  system  and  the  freedom  of  the  art 
and  science  of  medicine.” 

REFERENCE  COMMITTEE  NO.  4 

Edward  N.  Maxwell,  M.D.,  Louisville, 
Chairman 

Reference  Committee  No.  4 considered  the  fol- 
lowing reports: 

13.  Report  of  the  Kentucky  Physicians  Mutual, 
Inc.,  Board  of  Directors 

22.  Report  of  the  Advisory  Committee  to  Blue 
Shield 

23.  Report  of  the  Advisory  Committee  to  Blue 
Cross 

36.  Report  of  the  Senior  Day  Committee 

37.  Report  of  the  Committee  on  School  Health, 
Physical  Education  and  Medical  Aspects  of  Sports 

38.  Report  of  the  Advisory  Committee  to  Woman’s 
Auxiliary 

44.  Report  of  the  Ad  Hoc  Study  Committee  for 
Improved  Community  Health 

5.  Report  of  the  Chairman,  Board  of  Trustees, 
Ad  Hoc  Committee  on  Insurance  Forms  Only 

Resolution  C — Insured  Ambulatory  Diagnostic 
Benefits  (John  Berry,  Fayette  County) 

Resolution  D — Kentucky  Physicians  Mutual  “A” 
(Fayette  County) 

Resolution  E — Kentucky  Physicians  Mutual  "B” 
(Fayette  County) 

Resolution  H — Kentucky  Physicians  Mutual  “C” 
(Fayette  County) 

Resolution  L — Usual,  Customary  and  Reasonable 
Fees  (E.  B.  Schoenbachler,  Jefferson  County) 

Report  of  the 
Board  of  Directors 
Kentucky  Physicians  Mutual 

This  year  marks  the  20th  anniversary  of  Blue 
Shield  in  Kentucky,  and  as  Chairman  of  the  Board 
of  Directors  of  Kentucky  Physicians  Mutual,  it  is 
a privilege  and  a pleasure  for  me  to  make  this 
annual  report  to  you.  We  reached  a major  mile- 
stone this  year  in  enrolling  our  millionth  member. 

In  the  20  years  of  our  existence  in  Kentucky,  we 
have  paid  over  $101,700,000  to  doctors  and  pro- 
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cessed  over  3,200,000  claims.  In  the  past  12  months 
our  payments  amounted  to  $12,600,000. 

As  of  June  30,  Blue  Shield  membership  was 
1,013,982,  which  is  a net  gain  of  4 percent  in  the 
last  12  months.  There  are  299,887  members  now 
enrolled  in  Major  Medical  or  Extended  Benefits.  In 
the  same  period,  972  additional  employers  enrolled 
their  employees  and  dependents  voluntarily  in  Blue 
Shield,  making  a total  of  10,338  companies  enrolled. 
Over  168,000  members  increased  their  protection, 
which  means  that  they  are  now  paying  higher 
dues.  There  are  53,000  people  65  years  of  age  and 
over  who  are  now  enrolled  in  our  “Over  65  Program” 
to  fill  voids  in  Medicare.  Effective  January  1,  the 
government,  because  of  financial  problems,  increased 
deductibles  for  people  65  and  over,  and  I am  pleased 
to  advise  you  that  we  were  able  to  absorb  these 
increases  on  behalf  of  our  members  with  no  in- 
crease in  rates. 

Our  Plan  is  sound  financially  and  has  reserves  of 
$10.56  per  member.  We  continue  to  operate  with 
one  of  the  lowest  overhead  costs  per  member  of 
the  74  Blue  Shield  Plans  in  America.  Of  the  Plans 
with  more  than  a million  members  operating  on  a 
statewide  basis,  we  rank  second  in  low  cost  of 
operation  per  member. 

During  the  past  year,  we  formed  on  a statewide 
basis  a distinguished  Consumer  Advisory  Committee. 
The  members  voluntarily  give  of  their  time  to  work 
with  us  to  improve  the  program  and  our  public 
relations.  We  also  established  a College  Student 
Plan  and  an  experimental  prepaid  drug  program. 

Many  firms,  large  and  small,  and  unions  as  well 
as  individuals  are  now  demanding  paid-in-full  pro- 
grams for  covered  services,  with  adequate  peer 
review,  and  are  willing  to  pay  the  necessarily 
higher  dues  for  such  a program.  This  offers  us  a 
tremendous  opportunity  to  strengthen  and  expand 
the  voluntary  system  and  help  channel  voluntarily 
more  money  into  the  health  system  and  provide  a 
way  for  thousands  more  people  to  be  in  a financial 
position  to  pay  doctors  their  usual  and  customary 
fees.  It  is  also  a positive  vote  of  confidence  in 
doctors.  In  the  past  nine  months,  under  the  usual, 
customary  and  reasonable  program,  we  processed 
over  41,000  claims.  Of  these  41,000  claims,  follow- 
ing the  mechanism  approved  by  the  KMA  Claims 
Review  Committee,  we  are  proud  to  report  that  it 
was  necessary  for  Blue  Shield  to  refer  less  than 
one-half  of  one  percent  to  peer  review  committees. 
As  requested  by  the  Kentucky  Medical  Association, 
on  July  14  we  began  offering  the  doctors  of  Ken- 
tucky the  opportunity  to  participate  or  to  not 
participate  in  this  program. 

The  Kentucky  Medical  Association,  20  years  ago, 
started  Blue  Shield  for  the  people  to  help  solve  a 
socioeconomic  problem,  to  help  people  voluntarily 
budget  for  health  care  and  to  be  in  a better 
position  to  meet  their  financial  responsibility  to 
their  doctors.  There  were  other  objectives,  also:  to 
try  to  help  prevent  the  socialization  of  medicine  and 
further  government  encroachment,  to  strengthen  the 
voluntary  free  enterprise  system.  This  is  a never- 
ending  fight,  and  today  we  are  still  in  the  forefront. 
The  furore  over  Medi  aid  has  increased  chances  that 
Congress  may  turn  as  soon  as  next  year  to  attempt 
to  establish  compulsory  federal  health  insurance.  A 
congressional  task  force  recently  urged  such  a pro- 
gram. A national  powerful  labor  leader  has  formed 
a committee  of  one  hundred  to  lobby  for  it. 

We  need  the  unde-standing  and  support  of  the 
doctors  of  Kentucky  as  well  as  that  of  the  general 
public  in  all  of  our  efforts.  These  are  very  crucial 
times.  We  fear  that  government  regulation  of  fees 
may  be  only  a few  months  off  unless  medicine 
demonstrates  that  it  has  a working  mechanism  for 
adequate  peer  review.  Kentucky  medicine  is  now 
developing  this  mechanism  and  is  again  demon- 


strating its  responsibility.  It  is  vital  that  it  work  to 
the  satisfaction  of  not  only  the  doctors  of  Kentucky 
but  to  members. 

Our  voluntary  system  for  prepayment  is  strong; 
it  is  vital;  it  is  growing.  We  have  many  dedicated 
people  in  and  out  of  the  profession  who  give  of 
their  time  to  make  it  work.  We  are  extremely 
grateful  to  all  of  them.  We  know  that  what  we  are 
doing  and  that  our  objectives  are  in  the  best  interest 
of  the  people,  the  medical  profession  and  our 
voluntary  system.  We  wish  to  extend  to  the  mem- 
bers of  the  entire  medical  profession  of  Kentucky 
and  to  the  staff  of  the  Kentucky  Medical  Association 
our  sincere  thanks  for  their  cooperation  and  contri- 
bution in  helping  make  this  another  successful 
year. 

Garnett  Sweeney,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  Report  of  the  Kentucky  Physicians  Mutual, 
Inc.,  Board  of  Directors  documented  the  growth  and 
increasing  protection  of  policies  offered  by  Kentucky 
Physicians  Mutual.  We  are  pleased  to  note  that  the 
Plan  is  sound  financially,  with  adequate  reserves. 
The  demand  for  paid-in-full  policies  with  peer  re- 
view is  apparently  increasing.  The  danger  of  com- 
pulsory federal  health  insurance  as  an  alternative 
to  these  plans  is  pointed  out,  and  the  necessity  for 
strong  support  of  our  voluntary  prepayment  system 
by  the  doctors  is  documented.  Reference  Committee 
No.  4 recommends  that  this  report  be  adopted. 

Mr.  Speaker.  I move  the  adoption  of  this  section 
of  the  report.  (Seconded.) 

During  the  discussion,  a motion  was  made  and 
seconded  that  this  report  be  amended  to  state  that 
the  Report  of  the  KPM  be  accepted  for  information 
only.  A division  of  the  House  was  called  and  the 
amendment  was  defeated  by  a 67  to  33  margin.  The 
original  motion  as  stated  was  adopted. 

Report  of  the 

Advisory  Committee  to  Blue  Shield 

The  Advisory  Committee  to  Blue  Shield  met  on 
April  24,  1969,  with  the  KMA  President,  Chairman 
of  the  Board  of  Trustees,  the  Chairman  of  the  KMA 
Claims  Review  Committee,  and  county  review  com- 
mittee chairmen,  officials  of  the  Fayette  County 
Medical  Society,  and  representatives  of  Blue  Shield 
in  attendance. 

The  1968  Report  of  this  committee  to  the  House 
of  Delegates  was  reviewed  with  special  attention 
given  to  the  resolution  contained  therein  reaffirming 
support  of  the  usual  and  customary  principle  and 
calling  for  the  establishment  of  peer  review  com- 
mittees at  the  county  and  state  levels. 

Representatives  ot  the  Blue  Shield  staff  reported 
that  as  of  our  meeting  date,  1 1 county  societies  had 
established  peer  review  committees  and  four  more 
were  in  the  process  of  doing  so.  The  committee  was 
pleased  to  learn  that  of  all  claims  submitted  under 
the  usual  and  customary  program,  it  was  necessary 
for  less  than  one-half  of  one  percent  to  be  sent 
through  the  review  mechanism.  This  means  that 
over  99Vi  percent  of  all  claims  submitted  were  paid 
routinely. 

We  also  enthusiastically  received  a report  indicat- 
ing that  a new  milestone  was  reached  in  February 
of  this  year  when  the  one  millionth  member  of  the 
Kentucky  Blue  Shield  became  a reality.  The  con- 
tinuous efforts  of  Blue  Shield  to  up-grade  coverage 
of  subscribers  has  resulted  in  a decrease  from  nearly 
40  percent  to  only  26  percent  of  those  who  still 
maintain  coverage  on  the  Standard  contract. 

At  the  March  26  meeting  of  the  KMA  Board  of 
Trustees,  members  of  the  Fayette  County  Medical 
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Society  questioned  whether  or  not  the  usual  and 
customary  program  as  adopted  by  the  House  of 
Delegates  had  been  fully  explained  to  Kentucky 
physicians  so  that  they  would  be  knowledgeable  that 
through  the  peer  review  mechanism,  those  payments 
made  were  to  be  payment  in  full  for  the  services 
covered  under  this  program.  Additionally,  it  was 
felt  that  there  should  be  some  mechanism  available 
for  any  physician  who  might  not  desire  to  participate 
in  this  program.  Since  the  original  resolution  was 
introduced  by  this  committee,  the  entire  matter  was 
referred  back  to  us  tor  clarification.  We  are  grateful 
to  the  Fayette  County  members  for  their  willingness 
to  attend  our  meeting  and  again  reiterate  those  points 
they  had  presented  to  the  Board  for  interpretation. 

A full  and  lengthy  discussion  was  held  at  our 

session.  We  initially  reviewed  the  background  for 
introducing  last  year’s  resolution  which  pointed  out 
in  the  preamble  that: 

“The  demands  for  paid  in  full  coverage  for 

physicians’  services  has  been  growing  rapidly  in 
the  last  few  years.  This  demand  has  been  ac- 

celerated by  the  advent  of  Medicare  and  Medicaid, 
and  by  the  adoption  by  large  national  employers  of 
the  principle  of  payment  of  usual  and  customary 
fees.  This  principle  of  payment  is  also  generally 
enthusiastically  endorsed  by  the  medical  profes- 
sion not  only  in  Kentucky  but  all  over  the  nation.” 
Following  adoption  of  the  resolution  by  the  House 
of  Delegates,  the  KMA  Claims  Review  Committee 
was  appointed  and  county  review  committees  were 
activated.  Information  concerning  the  usual  and 
customary  program  and  the  guidelines  for  imple- 
menting it  were  then  distributed  to  KMA  members 
through  direct  mailings,  the  KMA  Journal,  and  the 
county  society  secretaries.  Additional  promotional 
efforts  were  initiated  within  the  Blue  Shield  head- 
quarters. 

Part  of  the  discussion  emphasized  that  if  our 
volunteer  system  does  not  create  methods  for  the 
prepayment  of  medical  care  as  demanded  by  the 
public,  this  role  will  be  fulfilled  within  the  govern- 
ment circles. 

At  the  close  of  our  meeting,  and  with  the  advice 
and  consent  of  the  President  and  Chairman  of  the 
Board,  who  were  both  in  attendance,  it  was  agreed 
that  no  new  policies  were  being  initiated  as  a result 
of  this  meeting  but  merely  more  detailed  methods 
of  implementation  were  being  clarified.  With  this 
in  mind,  the  following  statement  of  policy  was 
adopted  with  the  understanding  that  Blue  Shield 
is  being  asked  to  proceed  with  the  implementation 
of  those  matters  contained  in  this  statement  relative 
to  its  operation.  While  this  is  not  a new  policy  state- 
ment, we  do  urge  the  concurrence  of  the  Board  of 
Trustees  and  the  House  of  Delegates: 

“The  KMA  Board  of  Trustees  has  received  a 
communication  from  the  Fayette  County  Medical 
Society  questioning  whether  or  not  the  Usual  and 
Customary  concept  previously  adopted  in  1968  by 
the  KMA  House  of  Delegates  is,  in  fact,  a paid-in- 
full  program. 

After  reviewing  last  year's  report  of  the  KMA 
Advisory  Committee  to  Blue  Shield  and  the  informa- 
tion disseminated  to  Kentucky  physicians  since  its 
approval,  it  is  the  opinion  of  this  committee  that 
this  does  represent  a paid-in-full  program  for 
covered  services. 

1.  The  public  is  rapidly  increasing  its  demands 
for  paid-in-full  type  surgical-medical  programs  which 
will  permit  an  individual  to  prepay  for  the  full  cost 
of  covered  services. 

2.  It  is  the  official  policy  of  the  National  Associa- 
tion of  Blue  Shield  Plans  that  all  individual  Blue 
Shield  Plans  must  have  available  this  type  of  Usual 
and  Customary  program. 

3.  The  American  Medical  Association  officially 
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endorses  and  promotes  the  Usual  and  Customary  con- 
cept for  payment  of  physicians  fees  by  all  third 
parties. 

4.  Without  the  paid-in-full  concept.  Usual  and 
Customary  has  no  meaning  other  than  that  of  being 
just  a high-priced  indemnity  program  which  cannot 
be  sold  in  the  marketplace. 

5.  In  order  to  make  the  program  operative,  certain 
requirements  are  necessary.  This  committee  recom- 
mends that  the  Usual  and  Customary  and  paid-in- 
full concept  be  one  and  the  same  with  the  following 
requirements  recognized: 

a.  Physicians  can  signify  their  support  of  the 
Usual  and  Customary  concept  by  being  a ‘partici- 
pating’ physician  and  by  signing  an  agreement 
to  that  efject. 

b.  A physician  who  does  not  accept  this  con- 
cept could  elect  to  not  sign  a participating  physi- 
cian agreement. 

c.  Participating  physicians  would  agree  to  ac- 
cept as  payment  in  full  allowances  made  by  Blue 
Shield's  Usual  and  Customary  program  for  covered 
services  using  guidelines  established  by  the  KMA 
Claims  Review  Committee.  Peer  review  committees, 
which  are  a part  of  these  guidelines,  will  make  the 
final  recommendations  for  reasonable  allowances 
on  cases  that  cannot  be  processed  routinely.  Pay- 
ments will  be  made  direct  to  the  participating 
physician. 

d.  Blue  Shield's  allowances  for  covered  services 
rendered  by  non-participating  physicians  will  be 
determined  using  the  same  guidelines  as  for  par- 
ticipating physicians  except  payment  for  covered 
services  will  be  made  direct  to  the  subscriber." 

6.  It  is  recommended  that  the  KMA  Board  of 
Trustees,  working  in  cooperation  with  Blue  Shield, 
institute  an  immediate  and  continuing  multi-phasic 
program  of  education  to  assist  the  profession  and 
the  public  in  the  explanation  and  implementation  of 
the  Usual  and  Customary  program. 

7.  It  is  further  recommended  that  the  Board  of 
Trustees  reaffirm  the  position  taken  by  the  1968 
House  of  Delegates  and  that  it  urge  the  Blue  Shield 
staff  to  continue  marketing  the  Usual  and  Customary 
program  under  the  present  guidelines,  working  toward 
obtaining  individual  participating  physicians  agree- 
ments.” 

Your  committee  continues  to  feel  this  matter  to 
be  of  prime  importance  to  the  medical  profession 
of  Kentucky.  We  further  feel  that  it  is  in  the  best 
interest  of  the  individual  physician  and  the  profession 
for  physicians  to  participate  fully  in  the  program  and 
are  confident  this  will  be  accomplished  as  KMA 
members  become  more  knowledgeable  of  the  program. 

In  our  committee  role,  we  strive  to  reflect  the 
policies  of  this  association  and  to  provide  assistance 
in  the  up-grading  of  Blue  Shield  coverage  for  all 
Kentuckians. 

The  18  members  of  this  committee  have  demon- 
strated their  dedication  to  duty  and  their  chairman 
is  indebted  to  them  for  their  time,  efforts,  and 
counsel. 

W.  Vinson  Pierce,  M.D.  Chairman 


BOARD  ACTION:  Approved,  with  the  recommenda- 
tion that  a sub-paragraph  (e)  be  added  to  paragraph  5 
which  would  state:  “A  peer  review  committee  with 
the  assistance  of  Blue  Shield,  shall  review  physicians’ 
fees  at  least  annually  to  insure  that  such  fees  will  not 
remain  fixed,  but  will  adjust  with  the  economy.” 

Recommendations,  Reference  Committee  No  4 

The  Report  of  the  Advisory  Committee  to  Blue 
Shield  includes  a policy  statement  which  we  believe 
adequately  summarizes  the  position  that  the  House 
of  Delegates  should  approve  with  respect  to  the 
paid-in-full,  usual  and  customary  program  for  health 
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insurance.  This  statement  is  italized  in  their  printed 
report  on  page  18  in  the  "Reports  to  the  1969 
SessioR  of  the  House  of  Delegates,”  and  reads  as 
follows: 

“ The  KMA  Board  of  Trustees  has  received  a 
communication  front  the  Fayette  County  Medical 
Society  questioning  whether  or  not  the  Usual  and 
Customary  concept  previously  adopted  in  1968  by 
the  KMA  House  of  Delegates  is,  in  fact,  a paid-in- 
full program. 

After  reviewing  last  year’s  report  of  the  KMA 
Advisory  Committee  to  Blue  Shield  and  the  informa- 
tion disseminated  to  Kentucky  physicians  since  its 
approval,  it  is  the  opinion  of  this  committee  that 
this  does  represent  a paid-in-full  program  for  covered 
services. 

1.  The  public  is  rapidly  increasing  its  demands 
for  paid-in-full  type  surgical-medical  programs  which 
will  permit  an  individual  to  prepay  for  the  full  cost 
of  covered  services. 

2.  It  is  the  official  policy  of  the  National  Associa- 
tion of  Blue  Shield  Plans  that  all  individual  Blue 
Shield  Plans  must  have  available  this  type  of  Usual 
and  Customary  program. 

3.  The  American  Medical  Association  officially 
endorses  and  promotes  the  Usual  and  Customary 
concept  for  payment  of  physicians  fees  by  all  third 
parties. 

4.  Without  the  paid-in-full  concept.  Usual  and 
Customary  has  no  meaning  other  than  that  of  being 
just  a high-priced  indemnity  program  which  cannot 
be  sold  in  the  marketplace. 

5.  In  onler  to  make  the  program  operative,  certain 
requirements  are  necessary.  This  committee  recom- 
mends that  the  Usual  and  Customary  and  paid-in- 
full concept  be  one  and  the  same  with  the  following 
requirements  recognized : 

a.  Physicians  can  signify  their  support  of  the 
Usual  and  Customary  concept  by  being  a ‘partici- 
pating’ physician  and  by  signing  an  agreement  to 
that  effect. 

b.  A physician  who  does  not  accept  this  con- 
cept could  elect  to  not  sign  a participating  physician 
agreement. 

c.  Participating  physicians  would  agree  to  ac- 
cept as  payment  in  full  allowances  made  by  Blue 
Shield's  Usual  and  Customary  program  for  covered 
services  using  guidelines  established  by  the  KMA 
Claims  Review  Committee.  Peer  review  commit- 
tees, which  are  a part  of  these  guidelines,  will 
make  the  final  recommendations  for  reasonable 
allowances  on  cases  that  cannot  be  processed 
routinely.  Payments  will  be  made  direct  to  the 
participating  physician. 

d.  Blue  Shield’s  allowances  for  covered  send'es 
rendered  by  non-participating  physicians  will  be 
determined  using  the  same  guidelines  as  for 
participating  physicians  except  payment  for  covered 
services  will  be  made  direct  to  the  subscriber. 

6.  It  is  recommended  that  the  KMA  Board  of 
Trustees,  working  in  cooperation  wi’h  Blue  Shield , 
institute  an  immediate  and  continuing  multi-pliasic 
program  of  education  to  assist  the  profession  and 
the  public  in  the  explanation  and  implementation  of 
the  Usual  and  Customary  program. 

7.  P is  further  recommended  that  the  Board  of 
Trustees  reaffirm  the  position  taken  by  the  1968 
House  of  Delegates  and  that  it  urge  the  Blue  Shield 
staff  to  continue  marketing  the  Usual  and  Customary 
program  under  the  present  guidelines,  working 
toward  obtaining  individual  participa'ing  physicians 
agreements.” 

The  Board  of  Trustees  recommends  that  the 
following  sentence  be  added  to  paragraph  5:  “(e) 
A peer  review  committee  with  the  assistance  of  Blue 
Shield,  shall  review  physicians'  fees  at  least  annually 
to  insure  that  such  fees  will  no!  remain  fixed,  but 
will  adjust  with  the  economy.”  We  note  that  such  a 
review  is  now  being  done  quarterly  by  the  staff  of 
Blue  Shield  with  quarterly  adjustments  in  the  fee 


schedule,  but  it  would  appear  advisable  to  have  the 
said  peer  review  committee  appointed  as  an  addi- 
tional safeguard.  Reference  Committee  No.  4 recom- 
mends that  this  report  be  adopted  and  implemented. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Seconded) 

A lengthy  and  thorough  discussion  ensued,  during 
which  both  the  opponents  and  supporters  of  this 
report  spoke.  A motion  was  made,  seconded  and 
carried  to  amend  the  italicized  statement  in  the  refer- 
ence committee  report  enumerated  paragraph  three 
(3)  by  adding  the  following  at  the  end  of  the 
sentence:  “and  that  any  reference  to  paid-in-full 
coverage  clearly  identify  those  services  which  are 
indeed  covered  on  a paid-in-full  basis  and  also  iden- 
tify the  circumstances  under  which  those  services 
must  be  rendered  to  all  third  parties.” 

The  question  was  called  and  the  original  motion 
as  amended  carried. 

Report  of  the 

Advisory  Committee  to  Blue  Cross 

The  Medical  Advisory  Committee  to  Blue  Cross  is 
composed  of  seventeen  physicians  which  are  ap- 
pointed from  various  areas  of  Kentucky.  Representa- 
tive members  of  this  committee  met  at  the  Head- 
quarters Office  of  Blue  Cross-Blue  Shield  in  Louis- 
ville to  review  questionable  or  controversial  claims 
submitted  by  physicians  that  dealt  with  the  need 
and/or  duration  of  hospital  care. 

During  the  eleven  months  beginning  June  1,  1968, 
through  May  1,  1969,  the  Committee  met  three  times 
and  reviewed  twenty  cases,  amounting  to  558  hospi- 
tal days.  Of  this  amount,  126  days  were  disallowed, 
representing  a saving  to  Blue  Cross  of  approximately 
$5,600.00.  In  addition,  it  is  estimated  that  approxi- 
mately $690.00  in  savings  has  accrued  to  Blue  Shield 
on  these  cases.  It  is  interesting  to  note  that  during 
the  same  period,  1 14  cases  were  reviewed  by  local 
review  committees,  amounting  to  a total  of  1,657 
hospital  days,  of  which  59  were  disallowed,  for  a 
saving  of  approximately  $2,600  to  Blue  Cross  and 
$322.00  to  Blue  Shield. 

By  continuously  monitoring  the  Blue  Cross  Plan, 
the  committee  serves  the  dual  purpose  of  furnishing 
the  public  and  the  medical  profession  with  the  most 
advantageous  coverage  possible  for  the  premiums 
paid,  while  at  the  same  time,  avoiding  abuses  to  Blue 
Cross  by  studying  and  correcting  trends  before  they 
become  abuses  and  striving  to  keep  physicians  in  the 
state  informed  and  interested  in  the  operation  of  Blue 
Cross. 

The  members  of  this  committee  are  to  be  con- 
gratulated for  their  assiduity,  dedication  and  loyalty. 
Not  only  is  their  work  educational  to  the  other  physi- 
cians in  the  state,  but  by  accepting  the  responsibility 
of  this  committee’s  work,  they  demonstrate  that  the 
Kentucky  Medical  Association  and  Blue  Cross  are 
making  an  honest  effort  to  screen  hospitalization  and 
to  keep  down  unnecessary  or  prolonged  hospital 
stays  by  patients. 

Our  entire  committee  usually  meets  once  a year 
in  conjunction  with  representatives  from  Blue  Cross 
to  discuss  the  work  of  the  committee,  and  to  make 
constructive  recommendations  to  Blue  Cross. 

George  W.  Pedigo,  M.D..  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  report  of  the  Advisory  Committee  to  Blue 
Cross  indicates  a satisfactory  operation  of  claims 
review  during  the  past  year.  By  continuously  moni- 
toring the  Blue  Cross  Plan,  the  committee  serves  to 
furnish  the  public  and  medical  profession  with  the 
most  advantageous  coverage  possible  for  the  pre- 
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miums  paid,  while  at  the  same  time  avoiding  abuses 
to  Blue  Cross.  Reference  Committee  No.  4 recom- 
mends that  this  report  be  adopted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried ) 


Report  of  the 
Senior  Day  Committee 

Your  Senior  Day  Committee  met  this  year  and 
completely  redesigned  the  format  of  the  KMA 
Senior  Day  Program.  Senior  Day,  this  year,  featured 
a joint  session  for  the  Senior  Medical  Students  of 
both  the  University  of  Louisville  and  the  University 
of  Kentucky,  and  was  held  on  March  17  at  the 
Executive  Inn,  Louisville.  The  committee  plans  to 
hold  next  year’s  joint  session  in  Lexington. 

The  length  of  the  entire  program  was  shortened 
considerably,  with  the  afternoon  sessions  featuring 
short  presentations  on  “Features  of  Organized 
Medicine”,  “Medical  Ethics  and  Courtesies”,  “Medi- 
cal Records  and  Malpractice”  and  “Medical  Legisla- 
tion and  Politics”.  Following  these  presentations,  the 
seniors  were  divided  into  four  discussion  groups  with 
the  guest  speakers  rotating  to  each  group  at  15 
minute  intervals. 

The  evening  session  of  the  program  featured  the 
Reverend  William  Slider,  Louisville.  The  Jefferson 
County  Medical  Society  hosted  the  evening  session, 
and  attendance  this  year  was  exceptional. 

As  in  the  past,  kits  of  materials  were  distributed 
to  each  student  to  help  narrow  the  communications 
gap  that  is  always  with  us.  It  is  hoped  that  these 
programs  will  be  of  some  help  to  them,  and  will 
serve  as  an  influence  to  keep  them  alert,  interested 
and  responsive  to  correspondence,  programs  and 
other  informational  services  always  readily  available 
from  the  county,  state  and  national  medical  groups. 

We  strongly  encourage  the  continuation  of  this 
program  with  the  usual  full  planning  sessions  as 
held  in  the  past. 

The  committee  is  grateful  to  the  State  Medical 
Association,  House  of  Delegates  and  the  Board  of 
Trustees  for  their  help  in  making  it  possible  for  us 
to  serve  in  this  capacity.  Appreciation  is  also 
extended  to  the  KMA  members  and  guests  who 
participated,  the  University  of  Louisville  School  of 
Medicine,  University  of  Kentucky  College  of  Medi- 
cine and  the  Jefferson  and  Fayette  County  Medical 
Societies. 

As  Chairman,  I would  also  like  to  thank  the 
members  of  the  committee:  John  Bishop,  M.D., 
Eugene  H.  Conner,  M.D.,  David  H.  Hull,  M.D., 
Robert  Johnson,  M.D.,  Max  Irvin,  M.D.,  and 
Jacqueline  Noonan,  M.D.,  for  their  excellent  cooper- 
ation in  the  preparation  of  this  program. 

Hoyt  D.  Gardner,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  report  of  the  Senior  Day  Committee  de- 

scribes a very  successful  program  held  on  March  17 
in  Louisville  for  the  senior  students  of  both  the 

University  of  Louisville  and  University  of  Kentucky 
medical  schools,  employing  lecturers,  discussion 

groups,  and  kits  of  information  concerning  features 
of  organized  medicine,  ethics,  malpractice,  records, 
legislation  and  politics.  The  report  recommends 
continuance  of  the  program  with  next  year’s  meeting 
to  be  held  in  Lexington.  Reference  Committee  No.  4 
recommends  that  this  report  be  adopted  and  im- 

plemented. 

Mr.  Speaker,  I move  adoption  and  implementation 
of  this  section  of  the  report. 

(Seconded;  carried) 
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Report  of  the 

Committee  on  School  Health, 
Physical  Education  and 
Medical  Aspects  of  Sports 

The  Committee  on  School  Health,  Physical  Edu- 
cation and  Medical  Aspects  of  Sports  met  three  times 
this  Associational  year,  on  January  23,  April  3,  and 
June  12.  As  the  committee  was  recently  expanded 
to  15  members,  we  now  enjoy  representation  in 
each  KMA  Trustee  District.  The  committee  members 
have  expressed  a keen  interest  in  the  work  and  goals 
of  this  committee  and  have  demonstrated  a desire 
and  willingness  to  work  toward  the  realization  of 
these  goals. 

We  continue  our  strong  interest  in  seeing  school 
health  committees  activated  at  the  county  society 
level,  and  urge  each  county  medical  society  to 
appoint  such  committees  next  year  with  a request 
that  the  chairman’s  name  be  submitted  to  the 
KMA  Headquarters  Office. 

Henry  B.  Asman,  M.D.,  KMA  President,  has  been 
most  cooperative  with  our  committee  this  year  by 
urging  physician  attendance  at  high  school  athletic 
events  in  their  community  in  his  visits  to  the  KMA 
Trustee  District  meetings.  He  also  sent  a letter  to 
all  county  society  presidents  which  had  no  designated 
school  health  chairman,  urging  them  to  appoint  one 
and  forward  his  name  to  the  Headquarters  Office. 

Again  this  year,  the  committee  was  privileged  to 
have  the  opportunity  to  present  an  exhibit  at  the 
1969  Annual  Meeting  of  the  Kentucky  Education 
Association  in  Louisville  last  April.  Since  the  inter- 
ests of  the  committee  have  expanded  so  much,  we 
felt  it  appropriate  to  design  our  own  exhibit  around 
drug  abuse,  sex  education  and  physical  education.  We 
were  most  grateful  to  Mr.  Richard  L.  Ross  and  other 
members  of  the  Jefferson  County  Academy  of 
Pharmacy  for  their  cooperation  during  this  meeting 
in  helping  to  staff  the  booth.  We  are  of  the 
opinion  that  this  was  one  of  the  better  exhibits  pre- 
sented by  our  committee  at  the  KEA  Convention. 

We  also  presented  an  exhibit  on  the  same  topic 
during  the  Health  Education  Workshop  which  was 
held  from  July  6 through  August  1 at  Western 
Kentucky  University  in  Bowling  Green.  Committee 
member,  Vaughn  Lee  Fisher,  M.D.,  was  very 
helpful  in  this  project  and  appeared  on  the  workshop 
program. 

Since  our  committee  membership  represents  all 
sections  of  the  state,  we  had  a thorough  discussion 
concerning  school  health  activities,  physical  educa- 
tion and  medical  aspects  of  sports  being  implemented 
at  the  local  level. 

As  a result  of  this,  the  committee  has  developed 
a set  of  guidelines  to  aid  each  local  committee  in 
establishing  a sound  school  health  program  at  the 
local  level.  Hopefully,  this  will  also  create  a stronger 
liaison  with  our  own  committee  at  the  state  level. 
In  addition,  our  committee  and  KMA  will  be  rep- 
resented next  month  at  the  Twelth  National  Con- 
ference on  Physicians  and  Schools  in  Chicago. 

This  committee  also  requested,  and  was  granted 
permission,  to  present  a 75  minute  presentation  on 
School  Health,  Physical  Education  and  the  Medical 
Aspects  of  Sports  during  the  General  Scientific 
Session  of  the  1969  KMA  Annual  Meeting.  This 
presentation  will  be  on  Thursday  morning,  Septem- 
ber 25,  at  10:45  a.m.,  and  we  urge  all  members  of 
the  House  to  attend. 

The  committee  members  noted  the  increasing 
amount  of  federal  money  available  to  the  school 
systems  and  have  devoted  special  attention  to  the 
Headstart  Programs  and  Title  I funds. 

The  Title  I program  now  authorizes  in  excess  of 
$8  million  which  can  be  spent  in  Kentucky  by  school 
officials  without  medical  guidance.  There  is  a 
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strong  need  for  participation  of  physicians  at  the 
local  level  to  help  channel  Title  I funds  so  that  they 
will  be  utilized  more  effectively  for  health  care. 
With  medical  guidance,  these  funds  could  be  used  for 
such  purposes  as  school  examinations,  preventive 
medicine,  immunization,  etc.  We  must  get  involved 
at  the  county  level  and  our  committee  urges  that 
committees  be  established  at  the  local  county 
society  level  to  give  proper  medical  guidance  to  Title 
1 and  other  such  medical  programs  spending  funds 
on  medical  services. 

We  are  continuing  our  liaison  with  the  Kentucky 
Department  of  Education  and  other  statewide 
groups  that  have  a particular  interest  in  the  health 
of  our  school-age  children. 

O.  B.  Murphy,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  Committee  on  School  Health,  Physical  Edu- 
cation and  Medical  Aspects  of  Sports  has  encouraged 
the  establishment  of  school  health  committees  at  the 
county  society  level  and  has  set  up  guidelines  for 
a sound  school  health  program.  The  committee 
urges  these  local  county  society  committees  to  give 
proper  medical  guidance  to  the  use  of  Title  I and 
other  such  funds  available  for  use  by  school  officials 
for  medical  programs.  Reference  Committee  No.  4 
recommends  that  this  report  be  adopted  and  imple- 
mented. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Seconded  and  carried) 


Report  of  the 
Advisory  Committee  to 
Woman’s  Auxiliary 

The  KMA  Advisory  Committee  to  the  Woman’s 
Auxiliary  has  not  found  it  necessary  to  meet  this 
Associational  year.  However,  we  remain  available  for 
consultation. 

We  are  of  the  opinion  that  the  committee  can  be 
a very  helpful  one,  and  should  be  continued. 

George  W.  Pedigo,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  report  of  the  Advisory  Committee  to  Wom- 
an’s Auxiliary  was  reviewed. 

Mr.  Speaker,  I move  the  acceptance  of  this  section 
of  the  report. 

(Seconded:  carried ) 

Report  of  the 

Ad  Hoc  Study  Committee  for 
Improved  Community  Health 

This  committee’s  established  purpose  was  to  assist 
local  county  societies  in  establishing  committees  of 
both  physicians  and  non-physicians  to  study  their 
community  health  situation  and  to  assist  such  com- 
mittees in  any  way  possible  by  research  information 
and  information  concerning  possible  grant  assistance, 
etc.,  so  that  those  committees  could  work  toward  the 
improvement  of  their  own  local  situation. 

During  the  previous  fiscal  year,  the  committee  had 
received  the  approval  of  the  Hardin  County  Medical 
Society  and  of  the  physicians  in  Owen  County  to 
agree  to  attempt  the  establishment  of  local  commit- 
tees to  carry  out  the  purpose  of  this  committee.  With 
the  excellent  cooperation  of  the  Department  of 
Community  Medicine  at  the  University  of  Kentucky, 


students  were  again  assigned  to  survey  these  two 
counties.  Following  this,  meetings  of  the  committee 
were  held  in  the  respective  counties. 

On  December  4,  1968,  the  majority  of  the  com- 
mittee went  to  Elizabethtown,  Kentucky,  for  a 
meeting  at  the  Hardin  Memorial  Hospital.  They 
met  with  Doctors  Bernard  Greenwell,  Thomas  J. 
Ferriell,  Jr.,  and  David  Lewis  of  the  Hardin  County 
Medical  Society;  Robert  Kane,  M.D.,  of  the  Depart- 
ment of  Community  Medicine,  University  of  Ken- 
tucky; and  Mr.  Applegate  and  Mrs.  Murphy  of  the 
KMA  staff.  Doctor  Greenwell  had  made  a careful 
study  of  the  problems  of  Hardin  County  and  re- 
ported on  these.  This,  the  reports  of  the  other  phy- 
sicians and  the  student’s  report,  were  discussed 
thoroughly.  As  a result,  the  physicians  of  Hardin 
County  felt  that  they  would  attempt  to  form  the 
local  committee  required.  However,  when  it  actually 
came  down  to  doing  this,  it  was  found  that  the 
same  non-physicians  that  they  would  have  liked  to 
have  had  on  the  committee  were  already  selected  for 
the  regional  committee  for  comprehensive  health 
planning  and  that  it  was  not  practical  to  form 
another  committee  with  the  same  people. 

On  January  15,  1969,  the  ad  hoc  committee  met 
at  the  Smith  House  in  Owenton,  Kentucky;  unfor- 
tunately, only  the  chairman  and  Doctor  Dudderar 
were  able  to  be  present  to  meet  with  Doctor 
Maurice  Bowling  and  Doctor  Oscar  Cull,  (represent- 
ing 100%  of  the  physicians  in  Owenton)  and 
Doctor  Kane  of  the  Department  of  Community 
Medicine  of  the  University  of  Kentucky.  KMA  staff 
was  represented  by  Mr.  Applegate.  The  problems  of 
Owen  County  were  gone  into  in  detail  and  both  local 
physicians  were  of  the  opinion  that  a local  com- 
mittee for  improved  community  health  would  be 
beneficial,  but  to  this  date  (June  12),  the  commit- 
tee has  never  been  formed. 

It  is,  therefore,  the  opinion  of  the  Ad  Hoc 
Study  Committee  for  Improved  Community  Health 
that  although  the  purpose  for  which  it  was 
established  by  KMA  was  a most  worthy  one,  so 
much  of  the  work  of  the  committee  overlapped  the 
Comprehensive  Health  Planning  Committee  estab- 
lished by  the  state,  under  federal  assistance,  that  it 
was  practically  impossible  for  the  physicians  in 
these  counties,  or  any  other  counties  we  might  have 
selected,  to  establish  the  type  of  committee  desired. 
We,  therefore,  recommend  to  KMA  that  this 
committee  not  be  continued  in  future  years. 

We  would  recommend  instead,  therefore,  that 
KMA  recommend  to  its  constituent  societies  that 
they  take  an  active  part  in  the  formation  of  the 
Comprehensive  Health  Planning  Councils  in  their 
respective  regions. 

The  chairman  would  like  to  express  his  apprecia- 
tion to  the  committee  members,  Donald  K.  Dudderar, 
M.D.,  Newport;  Earl  P.  Oliver,  M.D.,  Scottsville; 
Nicho'as  J.  Pisacano,  M.D.,  Lexington;  Fred  C. 
Rainey.  M.D.,  Elizabethtown  and  Russell  E.  Teague, 
M.D..  Frankfort. 

Irving  F.  Kanner,  M.D.,  Chairman 
Recommendations,  Reference  Committee  No.  4 

The  report  of  the  Ad  Hoc  Study  Committee  for 
Improved  Community  Health  indicates  that  the 
functions  planned  for  this  committee  overlap  the 
functions  already  assumed  by  the  Comprehensive 
Health  Planning  Councils  established  by  the  state 
under  federal  assistance.  It  is  recommended  that  the 
Kentucky  Medical  Association  recommend  to  its 
constituent  societies  that  they  take  an  active  part  in 
the  formation  of  the  Comprehensive  Health  Planning 
Councils  in  their  respective  regions.  Reference 
Committee  No.  4 recommends  that  this  report  be 
adopted  and  implemented. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Seconded;  carried) 
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Report  of  the 
Ad  Hoc  Committee  on 
Insurance  Forms 

The  Ad  Hoc  Committee  on  Insurance  Forms  was 
appointed  this  year  for  the  specific  purpose  of  imple- 
menting Resolution  F adopted  by  the  1968  session 
of  the  House  of  Delegates. 

Resolution  F requested  that  KMA  work  with 
the  appropriate  department  of  state  government 
and  with  insurance  companies  to  modify  the  procedure 
whereby  some  insurance  policies  require  weekly 
forms  to  be  completed  by  the  physician.  It  was  felt 
that  such  a weekly  requirement  is  unnecessary  and 
that  a just  and  realistic  program  could  be  developed. 

Your  committee  met  with  representatives  of  the 
Health  Insurance  Council  and  representatives  of  in- 
surance companies  selling  such  policies  at  which 
time  a full  discussion  was  held  concerning  this 
matter. 

Your  committee  then  submitted  a report  to  the 
Board  of  Trustees  in  March  of  this  year.  To  elimi- 
nate the  requirement  of  completing  weekly  forms, 
a letter  is  being  submitted  to  the  Health  Insurance 
Council  stating  KMA's  position  in  this  regard. 
It  will  be  pointed  out  that  one  report  at  the  end  of 
an  acute  illness,  and  second,  that  a monthly  or  six- 
week  report  should  meet  an  insurance  company’s 
needs  in  chronic  illness  cases. 

David  M.  Cox,  M.D..  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  Ad  Hoc  Committee  on  Insurance  Forms 
(included  in  the  report  of  the  Chairman,  Board  of 
Trustees)  has  submitted  a letter  to  the  Health 
Insurance  Council  pointing  out  that  one  report  at 
the  end  of  an  acute  illness  and  monthly  or  six 
week  reports  during  a chronic  illness  should  meet 
the  needs  of  insurance  companies  rather  than  that 
weekly  reports  be  required.  Reference  Committee 
No.  4 recommends  that  this  report  be  adopted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 


Resolution  C 

John  F.  Berry,  Jr.,  M.D.,  Delegate, 
Fayette  County  Medical  Society 

WHEREAS,  medical  diagnosis  is  an  integral  part 
of  the  practice  of  medicine  and  diagnostic  services 
are  physicians’  services,  and 

WHEREAS,  the  provision  of  so  called  “pre- 
admission testing"  by  Blue  Cross  Plans  involves 
provision  of  diagnostic  medical  services  to  ambula- 
tory patients,  and 

WHEREAS,  provision  of  pre-admission  testing 
under  hospital  care  insurance  limits  the  site  of 
service  to  the  hospital  and  payment  for  this  service 
to  the  hospital,  and 

WHEREAS,  these  restrictions  inhibit  attending 
physicians  in  selecting  where  and  to  whom  to  refer 
patients  for  these  medical  services,  and 

WHEREAS,  these  restrictions  discriminate  against 
the  independent  practice  of  radiology  by  physicians 
in  offices  and  in  hospitals,  and 

WHEREAS,  the  insurance  of  medical  benefits  is 
the  purpose  of  Blue  Shield  Plans  and  commercial 
medical  care  insurers,  and 

WHEREAS,  provision  of  insured  ambulatory  di- 
agnostic benefits  eliminates  some  medically  unneces- 
sary occupancy  of  hosptial  beds,  and 

WHEREAS,  ambulatory  diagnostic  benefits  are 
desired  by  patients,  have  been  recommended  by 
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spokesmen  for  government,  labor  and  management, 
and  will  be  made  available  through  pre-payment, 
and 

WHEREAS,  this  resolution  has  been  approved  by 
the  Kentucky  Chapter,  American  College  of  Radio- 
logy, therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
Kentucky  Medical  Association  requests  and  urges 
Blue  Shield  Plans  and  other  insurers  of  physicians’ 
services  in  Kentucky  to  aggresively  extend  provision 
of  ambulatory  benefits  to  those  insured,  and  be  it 
further 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion notes  that  provision  of  ambulatory  diagnostic 
benefits  by  Blue  Cross  and  insurers  of  hospitalization 
restricts  patients  and  physicians  in  freely  selecting 
where  these  medical  services  will  be  accomplished 
and  by  whom. 

Recommendations,  Reference  Committee  No.  4 

Resolution  C,  Insured  Ambulatory  Diagnostic 
Benefits  which  was  introduced  by  John  Berry, 
delegate  of  the  Fayette  County  Medical  Society,  was 
reviewed.  The  Reference  Committee  recommends 
adoption  of  Resolution  C. 

Mr.  Speaker.  I move  the  adoption  of  this  section 
of  the  report. 

( Seconded:  carried ) 


Resolution  D 

Fayette  County  Medical  Society 

WHEREAS,  Kentucky  Physicians  Mutual  has 
purported  through  its  advertisements  in  both  lay  and 
professional  areas  to  be  a non-profit  organization 
governed  by  Kentucky  physicians,  and 

WHEREAS,  in  point  of  fact,  Kentucky  Physicians 
Mutual  is  a private  corporation  accountable  only  in 
so  far  as  any  other  company  is  under  appropriate 
Kentucky  law,  and 

WHEREAS,  the  Board  of  Directors  of  Kentucky 
Physicians  Mutual,  although  composed  of  75  per  cent 
physicians,  is  self-perpetuating  with  the  nature  of  the 
organization  precluding  rapid  modification  in  mem- 
bership and 

WHEREAS,  in  terms  of  physician  directors,  the 
number  is  hardly  enough  to  be  representative  of  the 
total  physician  population  in  Kentucky  and  thus  can- 
not be  responsive  to  changes  in  attitudes  among 
Kentucky  physicians,  and 

WHEREAS,  the  Advisory  Committee  to  Blue 
Shield  of  the  Kentucky  Medical  Association  is  the 
only  focal  body  of  the  Kentucky  Medical  Associa- 
tion with  influence  upon  Kentucky  Physicians  Mutual, 
therefore  be  it 

RESOLVED,  that  Kentucky  Physicians  Mutual 
become  more  responsive  to  a broader  segment  of 
organized  medicine  through  whatever  mechanism  its 
corporate  entity  decides,  and  be  it  further 

RESOLVED,  that  the  Advisory  Committee  of 
Kentucky  Medical  Association  to  Blue  Shield  be 
modified  to  permit  better  physician  representation 
by  geographic  area  and  specialty,  preferably  by  local 
election  in  some  representative  fashion. 

Recommendations,  Reference  Committee  No.  4 

Resolution  D,  Kentucky  Physicians  Mutual  “A” 
was  introduced  by  the  Fayette  County  Medical 
Society.  This  resolution  deals  with  the  composition 
of  the  Advisory  Committee  of  KMA  to  Blue  Shield 
and  recommends  modifications  in  its  method  of 
appointment.  The  Reference  Committee  recommends 
this  resolution  not  be  adopted  on  the  grounds  that 
adequate  representation  can  be  obtained  under  the 
present  method  of  appointment  as  stipulated  in  the 
Constitution  and  Bylaws  of  the  KMA.  Chapter  VIII. 
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Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded ) 

A motion  was  made  and  seconded  that  the  follow- 
ing resolution  be  substituted  for  the  motion  before 
the  House: 

"RESOLVED:  that  the  Kentucky  Medical  Associa- 
tion Advisory  Committee  to  Blue  Shield  be  structured 
to  protect  the  interest  of  the  members  of  KMA  and 
that  members  of  the  Board  of  Directors  of  Kentucky 
Blue  Shield  not  be  permitted  to  serve  on  this  com- 
mittee but  be  encouraged  to  attend  meetings  of  the 
Advisory  Committee  as  a source  of  information  and 
be  it  further 

“RESOLVED:  that  the  members  of  the  Advisory 
Committee  be  selected  so  as  to  afford  the  fairest 
and  most  equitable  representation  of  the  various 
facets  of  the  medical  profession  in  Kentucky.” 

After  brief  discussion,  the  following  amendment 
was  moved,  seconded,  and  passed:  that  the  words 
"no  more  than  two”  be  inserted  in  the  first  Resolve 
following  the  words  "members  of  KMA  and  that” 
and  further  that  the  word  “not”  following  the 
words  “Kentucky  Blue  Shield"  be  deleted. 

The  original  substitute  motion  as  amended  carried, 
and  reads  in  its  entirety  as  follows: 

“RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion Advisory  Committee  to  Blue  Shield  be  struc- 
tured to  protect  the  interests  of  the  members  of 
KMA  and  that  no  more  than  two  members  of  the 
Board  of  Directors  of  Kentucky  Blue  Shield  be 
permitted  to  serve  on  this  committee,  but  be  en- 
couraged to  attend  meetings  of  the  Advisory  Com- 
mittee as  a source  of  information,  and  be  it  further 

“RESOLVED,  that  the  members  of  the  Advisory 
Committee  be  selected  so  as  to  afford  the  fairest 
and  most  equitable  representation  of  the  various 
facets  of  the  medical  profession  in  Kentucky.” 


Resolution  E 

Fayette  County  Medical  Society 

WHEREAS,  the  House  of  Delegates  did  not  vote 
upon  a paid-in-full  Blue  Shield  plan  in  1968,  but 
rather  a usual  and  customary  plan,  and 

WHEREAS,  neither  the  House  of  Delegates  nor 
the  membership  of  Kentucky  Medical  Association 
realized  that  Kentucky  Physicians  Mutual  held  the 
two  terms  to  be  synonymous,  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
Kentucky  Medical  Association,  the  Advisory  Com- 
mittee to  Kentucky  Physicians  Mutual,  and  any 
other  Kentucky  Medical  Association  committee  with 
interest  in  this  area  be  requested  to  reconsider  the 
entire  question  of  usual  and  customary/paid-in-full 
contracts  currently  sold  by  Kentucky  Physicians 
Mutual. 

Recommendations,  Reference  Committee  No.  4 

Resolution  E,  Kentucky  Physicians  Mutual  “B” 
was  introduced  by  the  Fayette  County  Medical 
Society.  This  resolution  calls  for  reconsideration  of 
the  entire  question  of  Usual  and  Customary  and 
paid-in-full  contracts  currently  sold  by  Kentucky 
Physicians  Mutual. 

The  Reference  Committee  feels  that  the  statement 
of  policy  included  in  Report  No.  22,  Advisory 
Committee  to  Blue  Shield  is  an  adequate  statement 
of  the  KMA  position  on  this  subject,  and  that  if 
Report  No.  22  is  adopted.  Resolution  E would  be 
out  of  order.  Reference  Committee  No.  4 rec- 
ommends that  Resolution  E not  be  adopted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 


Resolution  H 

Fayette  County  Medical  Society 

WHEREAS,  at  the  June  10,  1969,  meeting  of  the 
Fayette  County  Medical  Society  displeasure  was  ex- 
pressed with  the  Kentucky  Physicians  Mutual,  Inc., 
therefore,  be  it 

RESOLVED  that  the  Fayette  County  Medical 
Society  go  on  record  as  being  actively  opposed  to 
the  “paid-in-full”  Kentucky  Physicians  Mutual  plan 
recently  approved  by  the  House  of  Delegates  of  the 
Kentucky  Medical  Association,  and  be  it  further 

RESOLVED  that  Kentucky  Physicians  Mutual  be 
urgently  requested  to  suspend  immediately  all  prof- 
fers of  such  contracts  to  their  prospective  customers 
who  may  be  planning  to  apply  for  medical  care  in 
Fayette  County. 

Recommendations,  Reference  Committee  No  4 

Resolution  H,  Kentucky  Physicians  Mutual  “C” 
was  introduced  by  the  Fayette  County  Medical 
Society.  This  resolution  appears  to  apply  to  action 
taken  by  Fayette  County  Medical  Society  with  re- 
spect to  its  own  situation,  and  the  Reference 
Committee  questions  whether  action  by  KMA  is 
called  for.  In  any  event,  the  intent  of  the  second 
resolve  is  contrary  to  the  policy  statement  found  in 
Report  No.  22,  Advisory  Committee  to  Blue  Shield. 
Reference  Committee  No.  4 recommends  that  Res- 
olution H not  be  adopted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 


Resolution  L 

E.  B.  Schoenbachler,  M.D.,  Delegate, 
Jefferson  County  Medical  Society 

WHEREAS,  the  definition  of  “customary”  as 
proposed  and  approved  by  the  KMA  Claims  Review 
Committee  and  also  approved  by  the  KMA  Board  of 
Trustees  is  as  follows: 

Customary — A fee  is  “customary”  when  it  is 
within  the  range  of  usual  fees  charged  by  physicians 
of  similar  training  and  experience,  for  the  same 
service  within  the  same  specific  and  limited  geo- 
graphical area  (socio-economic  area  of  a metropoli- 
tan area  or  socie-economic  area),  and 

WHEREAS,  such  a definition  would  infer  and 
encourage  dual  or  variable  fee  allowances  based  on 
unfair  criteria  such  as  Board  status  or  limited 
geographical  areas,  and 

WHEREAS,  a similar  resolution  was  passed  by 
the  House  of  Delegates  of  the  Kentucky  Academy  of 
General  Practice, 

THEREFORE,  BE  IT  RESOLVED  that  the 
House  of  Delegates  of  the  Kentucky  Medical  As- 
sociation directs  that  the  definition  which  follows 
and  all  other  guidelines  shall  be  designed  to  safe- 
guard against  dual  fee  schedules  under  all  insurance 
programs  including  Medicare  and  Medicaid,  and 

BE  IT  FURTHER  RESOLVED  that  the  previous 
definition  shall  be  substituted  by  the  following: 

Customary — A fee  is  “customary”  when  it  is 
within  the  range  of  usual  fees  charged  f-r  the 
same  service  by  a physician  qualified  to  perform  that 
service  within  the  general  area  from  which  he 
practices  (To  include  at  least  one  entire  county 
area — or  additional  counties  or  proximal  portions  of 
adjacent  counties — so  as  to  include  the  range  of  fees 
for  fifty  or  more  practicing  physicians,  regardless  of 
specialty). 

Recommendations,  Reference  Committee  No.  4 

Resolution  L,  Usual,  Customary  and  Reasonable 
Fees  was  introduced  by  E.  B.  Schoenbachler,  M.D.. 
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Delegate  of  the  Jefferson  County  Medical  Society. 
This  resolution  proposes  a change  in  the  definition 
of  “customary  fee.”  The  Reference  Committee  feels 
that  the  presently  accepted  definition  quoted  in  the 
first  portion  of  the  resolution  is  acceptable  and 
widely  recognized,  conforming  to  the  definition  of 
the  American  Medical  Association,  and  that  the 
change  proposed  would  result  in  considerable  con- 
fusion with  no  significant  advantages  gained.  Ref- 
erence Committee  No.  4 recommends  that  Resolu- 
tion L not  be  adopted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
Reference  Committee  No.  4 as  a whole  as  amended. 

(Seconded  and  carried) 

I wish  to  thank  Mrs.  Ladonne  Patterson,  Doctor 
John  Hill,  Somerset;  Doctor  Hugh  Houston.  Mur- 
ray; Doctor  Robert  Houston,  Eminence,  and  Doctor 
Thomas  L.  Heavern,  Highland  Heights,  for  their 
time  and  help  on  this  committee. 

REFERENCE  COMMITTEE  NO.  4 
Edward  N.  Maxwell,  M.D..  Louisville.  Chairman 
John  Hill,  M.D.,  Somerset 
Hugh  Houston,  M.D..  Murray 
Robert  Houston,  M.D..  Eminence 
Thomas  L.  Heavern.  M.D.,  Highland  Heights 


REFERENCE  COMMITTEE  NO.  5 

Paul  J.  Parks,  M.D.,  Bowling  Green,  Chairman 

Reference  Committee  No.  5 considered  the  fol- 
lowing reports: 

26.  Report  of  the  Advisory  Committee  to  Selective 
Service 

39.  Report  of  the  Coordinating  Commission  on 
Governmental  Medical  Services 

40.  Report  of  the  Technical  Advisory  Committee 
on  Physician  Services  (Title  XIX) 

41.  Report  of  the  Advisory  Committee  on  Title 
XVIII 

42.  Report  of  the  Claims  Review  Committee 

43.  Report  of  the  Committee  on  Appalachian  and 
OEO  Programs 

Resolution  K — Drug  Combinations-FDA  (E.  B. 
Schoenbachler,  M.D.,  Delegate,  Jefferson  County) 


Report  of  the 

Advisory  Committee  to  Selective 
Service 

The  purpose  of  this  committee  is  to  try  to  maintain 
a proper  balance  between  the  distribution  of  medical 
care  to  the  citizens  of  the  state  and  to  the  Armed 
Forces. 

Call  No.  44  from  National  Selective  Service  Head- 
quarters, Washington.  D.C.,  was  made  January  23, 
1969  for  437  physicians  from  the  entire  nation.  This 
call  was  subsequently  reduced  to  246  physicians 
(233  Doctors  of  Medicine  and  13  Doctors  of  Osteo- 
pathy). 

Your  committe  met  at  KMA  Headquarters  Office 
on  February  26,  1969,  and  considered  a total  of  55 
Kentucky  physicians,  making  appropriate  recom- 
mendations to  Kentucky  State  Selective  Service  Head- 
quarters on  each  case. 

In  accordance  with  recommendations  of  Reference 
Committee  No.  5,  and  approved  by  KMA  Executive 
Committee  on  October  31,  1968,  Selective  Service 

ucky  Medical  Association  • December  1969 


Headquarters  was  requested  to  expedite  reports  to 
each  physician  considered  by  the  committee.  We  were 
assured  by  Colonel  Taylor  Davidson  and  his  staff 
that  each  physician  would  be  notified  at  once. 

Your  committee  then  discussed  Resolution  No.  37 
“Military  Deferment  for  General  Practice”,  and  un- 
animously adopted  a general  policy  of  deferment  for 
physicians  who  expressed  a desire  and  actually 
located  for  practice  in  an  area  of  critical  physician 
shortage,  as  defined  by  KMA  and  the  Rural  Scholar- 
ship Fund.  This  policy  has  already  resulted  in  one 
or  more  physicians  locating  in  such  areas. 

To  date,  no  appeals  have  been  received,  but 
several  inquiries  have  been  made  requesting  informa- 
tion concerning  critical  areas. 

The  committee  members  have  been  most  co- 
operative and  helpful.  Excellent  and  efficient  support 
has  been  rendered  by  KMA  Headquarters  staff  mem- 
bers. 

Colonel  Taylor  Davidson  and  his  Headquarters 
Staff  at  Kentucky  Selective  Service  have  been  most 
cooperative  in  all  phases  of  the  committee  work. 

In  case  of  additional  activities  by  the  committee, 
these  will  be  reported  at  a later  date  as  an  addendum 
to  this  report. 

As  chairman  of  the  committee,  I will  plan  to  ap- 
pear before  the  appropriate  Reference  Committee 
to  answer  questions  which  may  arise. 

It  has  been  a pleasure  to  work  with  the  committee 
and  to  serve  the  Association. 

Glenn  U.  Dorroh,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report 
of  the  Advisory  Committee  to  Selective  Service,  and 
Glenn  U.  Dorroh,  M.D.,  the  Chairman  of  this 
committee,  was  there  to  discuss  it.  He  and  his 
committee  are  happy  with  their  relationship  with  the 
State  Selective  Service  Headquarters  and  the  National 
Selective  Service  Headquarters.  They  have  apparent- 
ly been  working  well  together,  and  the  Kentucky 
Medical  Association  commends  them  for  this  cooper- 
ation. 

Mr.  Speaker.  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 


Report  of  the 

Coordinating  Commission  on 
Governmental  Medical  Services 

The  various  committees  of  the  Commission  have 
had  one  or  more  meetings  this  year,  and  some  of 
them  have  spent  a great  deal  of  time  in  evaluating 
the  various  programs  dealing  with  the  government 
as  a third  party  in  medicine.  Our  new  committee 
(Claims  Review)  has  been  appointed  since  the  last 
House  of  Delegates  meeting  and  is  functioning. 
Each  of  the  committees  has  made  its  report  to  this 
House  of  Delegates,  and  each  member  is  to  be  highly 
complimented  for  his  work  throughout  the  year. 

The  Appalachian  and  OEO  Programs  seem  to 
have  adequate  physician  supervision  and  are  making 
some  progress  in  ministering  to  those  who  perhaps 
were  not  receiving  adequate  medical  care  from  pri- 
vate medicine. 

The  Claims  Review  Committee  is  now  fully  or- 
ganized at  the  state  level  and  has  begun  to  work. 
A few  committees  are  functioning  on  local  levels. 
The  solution  of  problems  regarding  unusual  fees  is 
a function  of  this  committee. 

The  Committee  on  Medical  Education  is  orienting 
its  study  in  the  area  of  continuing  education  of 
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physicians,  as  it  is  believed  the  KMA  has  requested. 
The  proposal  that  some  of  this  be  done  at  the 
local  hospital  level  is,  we  believe,  a good  one. 

The  Advisory  Committee  on  Title  XVIII  has 
been  involved  in  evaluating  physician's  proper  utili- 
zation of  the  Medicare  Program  and  has  made  the 
suggestion  that  HEW  inform  the  public  better  about 
what  Medicare  actually  does  provide  and,  perhaps 
more  importantly,  what  it  does  not  provide.  Ken- 
tucky physicians  are  reminded  that  they  should  be 
very  careful  that  they  do  not  over-utilize  the 
Medicare  Program. 

The  Technical  Advisory  Committee  on  Physician 
Services  (Title  XIX)  is  still  having  a very  difficult 
time  advising  the  State  Medicaid  Program  concern- 
ing fees.  It  has  made  some  suggestions  for  reducing 
certain  services  in  order  to  stay  within  the  budget 
and  has  questioned  the  utilization  of  the  pro- 
gram by  some  physicians  in  the  state.  This  is  a 
continuingly  very  difficult  area,  and  the  committee 
is  to  be  highly  commended  for  its  long  hours,  not 
only  in  its  own  individual  work,  but  in  meeting 
with  the  Frankfort  officials  to  advise  concerning 
problems  with  the  program. 

Paul  J.  Parks,  M.D.,  Chairman 

BOARD  ACTION:  Approved  with  the  notation  that 
physicians  should  feel  free  to  use  the  KMA  Claims 
Review  Committee  mechanism. 

Recommendations,  Reference  Committee  No.  5 

The  reference  committee  heard  the  report  of  the 
Coordinating  Commission  on  Governmental  Medical 
Services  that  succinctly  reviewed  the  reports  of  its 
daughter  committees,  and  we  accept  the  report  as 
written. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 

Report  of  the 

Technical  Advisory  Committee  on 
Physician  Services  (Title  XIX) 

This  has  been  a busy  year  for  all  members  of 
the  quasi-governmental  Technical  Advisory  Commit- 
tee on  Physician  Services  (Title  XIX).  There  were 
nine  scheduled  committee  meetings  and  five  meet- 
ings of  the  Advisory  Council  for  Medical  Assist- 
ance, which  were  also  attended  by  committee  mem- 
bers. Once  again  there  was  approximately  100  per- 
cent attendance  at  all  meetings.  Representatives  of 
the  Kentucky  State  Department  of  Economic  Se- 
curity and  of  the  Medical  Assistance  Division  of  the 
Kentucky  State  Department  of  Health  have  attended 
our  committee  meetings. 

The  commitee  has  continued  to  request  the  pay- 
ment of  physicians’  usual  and  customary  fees  for 
in-hospital  services  as  previously  reported.  We 
have  been  told,  however,  that  unless  a special  session 
of  the  legislature  is  convened,  this  would  be  im- 
possible to  attain  until  the  1970  session  of  the  Ken- 
tucky General  Assembly.  The  committee  will  con- 
tinue to  emphasize  the  fairness  of  compensation 
for  in-hospital  service  coverage. 

The  committee  has  expressed  dissatisfaction 
with  the  present  handling  of  the  usual  and  customary 
concept  for  out-of-hospital  services  in  that  many 
physicians’  usual  and  customary  billing  charges  were 
returned  unpaid  with  the  statement  that  they  were 
not  within  the  range.  The  committee  advocated 
that  the  state  pay  its  reasonable  limitation  to 
these  physicians  instead  of  demanding  the  physician 
renegotiate  a rate  lower  than  his  normal  charge  to 
other  patients. 

The  Commissioners  of  Finance  and  Economic 
Security,  in  cooperation  with  Governor  Louie  B. 


Nunn  and  the  officers  of  the  Kentucky  Medical  As- 
sociation and  dealing  directly  and  not  through  our 
committee,  instituted  a rapid  payment  system  which 
should  eliminate  complaints  of  delay  in  payment. 
However,  this  is  turn  may  create  some  difficulties 
in  the  keeping  of  office  records  for  the  Internal 
Revenue  Service  and  other  purposes  in  that  the  pres- 
ent practice  is  a lump  sum  monthly  payment  with- 
out itemization  of  accounts. 

The  committee  has  made  a number  of  suggestions 
in  the  program  to  assist  in  a better  control  of  possi- 
ble over-utilization  of  the  program  by  both  patients 
and  providers  of  service. 

Clyde  C.  Sparks,  M.D.,  of  Ashland,  was  appointed 
by  Governor  Louie  B.  Nunn  to  serve  on  the  Ad- 
visory Council  for  Medical  Assistance.  E.  C.  Seeley, 
M.D.,  of  London,  is  the  Chairman  of  the  Formulary 
Subcommittee  of  the  Advisory  Council.  Harold  Mor- 
ris, M.D.,  of  Louisville,  is  the  other  physician  mem- 
ber of  this  subcommittee  which  is  composed  of 
representatives  of  dentistry,  hospitals,  medicine  and 
pharmacy. 

Title  XIX  is  facing  financial  problems  nationally 
in  most  states,  including  Kentucky.  Meetings  have 
been  held  with  the  Technical  Advisory  Committees 
of  all  providers  of  services  at  which  time  the  budg- 
etary problems  were  outlined  in  detail.  Accordingly, 
a number  of  suggestions  have  been  submitted  to 
the  program  in  Kentucky  to  help  control  utilization 
and  expenditures. 

The  Physicians’  Advisory  Committee  has  dis- 
cussed possible  ways  of  controlling  expenses.  Of  the 
possible  selections,  it  was  deemed  best  by  the  com- 
mittee that  there  be  a limit  of  two  initial  visits  or 
complete  physician  examinations  allowed  per  patient 
per  physician  per  year.  In  addition,  there  would  be 
a charge  limitation  of  three  persons  in  one  family 
being  seen  by  one  physician  in  one  day.  It  is  possi- 
ble that  these  two  items  may  save  many  thousands 
of  dollars  without  basically  altering  the  usual  and 
customary  out-of-hospital  care  of  patients. 

A number  of  other  controls  are  also  being  imple- 
mented. Recipients  are  being  issued  a medical  his- 
tory card  to  help  control  patient  over-utilization. 
Physicians  and  pharmacists  indicate  on  the  medical 
history  card  each  time  the  patients  receive  service. 

The  Kentucky  Medical  Assistance  Program  staff 
has  distributed  to  the  committee  a copy  of  a pro- 
posed medical  review  committee  structure.  It  was 
suggested  that  the  duties  would  be  initially  to  con- 
centrate on  reviewing  physician  utilization  on  a 
broader  scale  than  the  Technical  Advisory  Com- 
mittee on  Physician  Services  could  do.  It  was  pointed 
out,  however,  that  the  responsibilities  of  the  com- 
mittees may  expand  from  utilization  review  and 
quality  control  activities  as  the  program  coverage 
increases.  The  chairman  of  the  Advisory  Council 
for  Medical  Assistance  has  asked  that  recommen- 
dations be  made  at  the  September,  1969  quarterly 
meeting  of  the  Advisory  Council  to  develop  ad- 
ministrative procedures  in  the  utilization  of  the 
program.  The  committee  has  recommended  to  the 
council  and  the  KMA  Board  of  Trustees  that 
physician  utilization  committees  and  their  structure 
should  be  developed  by  KMA  with  the  thought  in 
mind  that  the  committees  could  be  the  mechanism 
to  serve  all  governmental  and  third  party  carriers. 
The  state  proposal  involved  a metropolitan,  urban 
and  rural  committee  concept.  The  establishment  of 
15  regional  out-of-hospital  utilization  review  com- 
mittees has  been  an  alternate  suggestion. 

There  are  many  unsolved  problems  in  operating 
a $50,000,000  annual  program  attempting  to  cover 
the  medical  needs  of  270,000  people.  This  committee 
has  offered  advice  after  hard  work  and  long  hours 
of  deliberation.  Some  of  the  advice  has  been  ac- 
cepted, some  has  not.  This  is  only  an  interim  re- 
port on  some  of  the  activities  of  the  committee. 
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There  can  be  no  final  report.  By  the  time  a re- 
port is  submitted,  there  will  be  a new  crisis  or 
problem  in  addition  to  unresolved  ones. 

As  chairman.  I wish  to  thank  the  dedicated 
members  of  this  committee  who  have  worked  so 
diligently  in  the  interest  of  an  improved  Medicaid 
Program  in  Kentucky.  The  work  of  this  committee 
has  been  truly  a team  effort  and  reflects  very  active 
advice  and  support  by  each  member. 

Carroll  H.  Robie,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  at  length 
the  report  of  the  Technical  Advisory  Committee  on 
Physician  Services  (Title  XIX)  and  a full  discussion 
by  its  chairman  and  the  President  of  KMA,  as  well 
as  other  interested  delegates.  The  committee  reiterates 
that  portion  of  the  report  urging  the  State  to  pay 
to  its  reasonable  limitation  usual  and  customary  fees 
for  out-of-hospital  services  under  Title  XIX. 

The  committee  takes  cognizance  of  Paragraph 
eight  in  that  there  might  be  limitations  of  day- 
visit-patient  charges  and  agrees  in  principle  with 
necessary  limitations  to  curb  physician  and  patient 
over-utilization. 

This  committee  favors  legislative  changes  in  Title 
XIX  to  initiate  token  fees  for  physician  and 
pharmacy  services  to  help  curb  patient  over-utiliza- 
tion. 

It  was  called  to  the  attention  of  the  reference 
committee  that  utilization  review  for  physicians’ 
services  has  been  discussed  by  the  Title  XIX 
Committee  and  the  Board  of  Trustees.  It  is  our 
recommendation  that  the  House  of  Delegates  instruct 
the  Board  of  Trustees  to  proceed  with  haste  in  the 
development  of  such  a mechanism. 

It  is  recognized  by  this  committee  that  previous 
recommendations  have  been  made  to  the  Medical 
Assistance  Program  that  have  not  been  implemented; 
specifically,  the  recommendation  of  last  year’s  House 
of  Delegates  that  glaucoma  medications  be  added  to 
the  approved  Medicaid  drug  list.  We  request  that  this 
be  implemented. 

The  Title  XIX  Committee  is  to  be  commended  for 
continually  trying  to  obtain  usual  and  customary 
fees  for  all  services  although  we  realize  this  cannot 
be  accomplished  until  the  Commonwealth  assumes 
its  fiscal  responsibilities. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Seconded) 

During  the  discussion,  a motion  was  made  to 
amend  the  reference  committee  report  by  adding  the 
words  “by  patients”  after  the  words  “token  fees”  in 
the  third  paragraph.  This  amendment  was  accepted 
by  the  reference  committee  chairman.  The  sentence 
would  now  read:  “This  committee  favors  legislative 
changes  in  Title  XIX  to  initiate  token  fees  by 
patients  for  physician  and  pharmacy  services  to  help 
curb  patient  over-utilization.” 

A second  amendment  to  the  reference  committee 
report  was  moved,  seconded,  and  passed  as  follows: 
That  in  the  first  paragraph,  second  sentence,  the 
words  “to  its  reasonable  limitation  usual  and  cus- 
tomary fees”  be  deleted  and  the  following  words 
substituted  therefor:  “its  reasonable  limitation  to 
those  physicians  whose  charges  are  not  within  the 
allowable  range,  rather  than  demanding  the  physician 
to  negotiate  a rate  lower  than  his  normal  charge  to 
other  patients”.  The  sentence  as  amended  reads: 
“The  committee  reiterates  that  portion  of  the  report 
urging  the  state  to  pay  its  reasonable  limitations  to 
those  physicians  whose  charges  are  not  within  the 
allowable  range,  rather  than  demanding  the  physician 
to  negotiate  a rate  lower  than  his  normal  charge  to 
other  patients  for  out-of-hospital  services  under 
Title  XIX.” 

The  original  motion  as  amended  then  passed. 
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Report  of  the 

Advisory  Committee  on  Title  XVIII 

The  committee  held  two  meetings  during  the 
year  and  the  chairman  examined  multiple  reports 
regarding  Medicare.  The  program  in  Kentucky  seems 
to  be  running  fairly  smoothly,  but  there  are  two 
areas  that  seem  to  the  committee  to  need  improve- 
ment. 

The  first  involves  the  apparent  lack  of  information 
disseminated  to  the  public  regarding  the  purpose  of 
Medicare  and  what  it  actually  provides.  It  appears 
to  this  committee  that  the  public  has  been  led  to 
believe  that  this  program  covers  many  more  services 
than  it  actually  does  and  when  the  public  learns 
otherwise,  there  is  pressure  on  review  committees 
and  individual  physicians  to  seek  coverage  for 
unauthorized  services,  especially  in  the  area  of  ex- 
tended care  facilities. 

The  second  problem  is  that  of  overutilization  by 
both  physicians  and  patients.  After  review  of 
numerous  claims,  including  a day  spent  at  the 
Metropolitan  headquarters  in  Lexington,  it  is  the 
committee’s  opinion  that  there  is  mutual  overutiliza- 
tion of  the  program  by  a few  patients  and  physicians. 
According  to  information  given  on  these  reviewed 
records,  the  committee  feels  some  physicians  are 
responding  to  patient  requests  with  overly  frequent 
visitations  and  in  some  instances,  over  treatment, 
particularly  in  respect  to  injectibles  as  well  as  perhaps 
also  in  the  use  of  laboratory  procedures. 

It  appears  to  this  committee  that  perhaps  some 
statement  of  resolution  should  come  from  the 
House  of  Delegates  to  all  physicians  in  the  Associa- 
tion to  be  sure  that  services  to  Medicare  recipients 
are  not  above  and  beyond  those  of  patients  not 
covered  by  Medicare. 

It  is  also  the  committee’s  feeling  that  the 
apparent  overutilization  would  have  one  of  two 
inevitable  effects: 

a.  Either  the  KMA  will  be  forced  to  police  in- 
dividual physician  members,  or 

b.  A nonmedical  organization  (third  party)  will 
be  involved  in  this  policing  action. 

The  committee  believes  the  policing  action,  if  such 
is  needed,  should  be  done  by  KMA  and  the 
necessary  mechanism  be  set  up  to  do  so,  if  indeed 
it  is  not  already  present  in  the  organization. 

Paul  J.  Parks,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

The  reference  committee  discussed  the  Report  of 
the  Advisory  Committee  on  Title  XVIII  and  rec- 
ommends its  adoption. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded) 

In  the  discussion  of  this  report,  a motion  was 
made  to  amend  the  reference  committee  report  by 
quoting  the  wording  in  the  last  two  paragraphs  of 
the  Report  of  the  Advisory  Committee  on  Title 
XVIII  as  a part  of  the  reference  committee  report, 
as  follows: 

“It  is  also  the  committee’s  feeling  that  the  ap- 
parent over-utilization  would  have  one  of  two 
inevitable  effects: 

“a.  Either  the  KMA  will  be  forced  to  police 

individual  physician  members,  or 

“b.  A nonmedical  organization  (third  party) 

will  be  involved  in  this  policing  action. 

"The  committee  believes  the  policing  action,  if 
such  is  needed,  should  be  done  by  KMA  and  the 
necessary  mechanism  be  set  up  to  do  so,  if  indeed 
it  is  not  already  present  in  the  organization.”  The 
amendment  was  seconded  and  carried. 

The  original  motion  as  amended  was  then  adopted. 
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Report  of  the 
Claims  Review  Committee 

This  is  the  first  Annual  Report  of  this  new 
committee.  In  implementing  the  resolution  of  the 
KMA  Advisory  Committee  to  Blue  Shield,  the  1968 
KM  A House  of  Delegates  voted  that  the  Board  of 
Trustees  appoint  a KMA  Claims  Review  Committee. 
When  this  committee  was  selected,  provisions  were 
made  so  that  the  geographic  areas  of  the  state  and 
the  respective  fields  of  practice  would  have  repre- 
sentation. The  purpose  of  this  committee  is  to 
review  claims  submitted  to  it  by  county  societies, 
physicians.  Blue  Shield  and  all  third  parties. 

The  resolution  encouraged  all  county  medical 
societies  with  20  or  more  active  practicing  physician 
members  to  establish  local  review  committees,  and 
that  counties  having  between  10  and  20  physicians 
be  invited  to  establish  their  own  review  committees. 

This  was  primarily  an  organizational  year  for  both 
the  state  and  county  committees.  A number  of 
counties  have  already  formed  committees  and  are 
meeting  regularly.  A number  of  other  counties  are 
in  the  process  of  forming  committees. 

Your  KMA  Committee  met  for  the  first  time  on 
November  21,  1968,  and  since  this  time  there  have 
been  additional  meetings  of  the  Claims  Review 
Executive  Committee. 

Our  first  concern  was  to  establish  guidelines  for 
administering  health  care  programs  based  on  usual 
and  customary  fees.  These  guidelines  were  approved 
by  the  KMA  Board  of  Trustees  at  their  December, 
1968,  meeting. 

Throughout  the  Associational  year  an  effort  has 
been  made  to  acquaint  all  the  physicians  of  the 
state  with  the  activities  of  the  committee.  In  Novem- 
ber of  1968  our  president  wrote  to  all  KMA  members 
explaining  the  claims  review  merchanism  and  en- 
closed with  the  letter  a copy  of  the  1968  resolution. 
There  have  also  been  a number  of  articles  in  the 
KMA  Journal.  The  “Insurance  Page”  of  the  KMA 
Journal  for  both  December,  1968,  and  March,  1969, 
were  devoted  to  claims  review  and  the  usual  and 
customary  approach.  In  the  February  issue  of  the 
KMA  Journal  there  was  published  a special  article 
entitled,  “Usual  and  Customary  Guidelines  Ap- 
proved.” 

By  computer  technique  Blue  Shield  is  constantly 
reviewing  its  charges  so  that  it  is  not  necessary  for 
a physician  to  notify  them  of  a change  in  fee. 
Current  information  is  updated  when  a claim  is 
received  from  a physician. 

Working  within  these  guidelines,  the  committee 
members  are  attempting  to  serve  the  profession  and 
the  individual  physician  to  the  best  of  our  ability. 
As  of  this  writing,  we  have  reviewed  29  claims 
submitted  to  us  by  all  third  parties  with  the  usual 
and  customary  programs  in  Kentucky. 

It  is  suggested  this  be  a continuous  committee 
with  one  third  of  the  members  replaced  each  year 
so  that  no  member  would  serve  more  than  three 
successive  years.  It  is  also  suggested  that  there  be 
a new  chairman  and  a vice-chairman  each  year  with 
the  vice-chairman  of  the  previous  year  becoming  the 
new  chairman. 

Roy  H.  Moore,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 evaluated  the  Claims 
Review  Committee  report  and  believes  the  committee 
is  to  be  highly  commended  by  this  Association  for 


the  difficult,  but  necessary  task  it  has  to  do.  We 
concur  in  the  desire  of  the  committee,  as  expressed 
in  the  last  paragraph  of  its  report,  that  it  be  a 
continuous  committee  with  one-third  of  the  members 
replaced  each  year  so  that  no  member  would  serve 
more  than  three  successive  years. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Seconded  and  carried) 


Report  of  the 

Committee  on  Appalachian 
and  OEO  Programs 

The  Committee  on  Appalachian  and  OEO  Pro- 
grams met  twice  during  the  Associational  Year.  At 
the  November  21,  1969,  meeting,  the  committee 
members  met  with  Harvey  Sloane,  M.D..  Director  of 
the  Park  DuValle  Neighborhood  Health  Center  in 
Louisville  and  toured  the  clinic  buildings  which  were 
then  under  construction. 

At  the  second  meeting  of  the  committee  held 
February  20,  1969,  Mary  Fox,  M.D.,  of  Hyden,  and 
Russell  Hall,  M.D.,  Prestonsburg,  Directors  of  the 
two  OEO  Programs  in  Eastern  Kentucky,  were  in- 
vited to  make  reports  on  the  programs  in  their  areas. 

Two  members  of  the  Committee  on  Appalachian 
and  OEO  Programs  are  active  participants  in  the  Ap- 
palachian Regional  Health  project  and  reported  at 
the  meeting  on  the  progress  in  their  areas. 

The  committee  obtained  written  reports  from  the 
Directors  of  each  of  the  OEO  Health  Programs  in 
Kentucky  for  publication  in  the  KMA  Journal. 

The  committee  members  were  interested  in  the 
diversity  of  approaches  these  various  programs  are 
taking  and  feel  that  KMA  should  continue  to  keep 
in  close  contact  to  observe  their  direction  in  the 
future. 

Frank  M.  Gaines,  Jr.,  M.D..  Chairman 

Recommendations,  Reference  Committee  No.  5 

The  report  of  the  Committee  on  Appalachian  and 
OEO  Programs  was  reviewed  and  accepted  as  filed. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 


Resolution  K 

E.  B.  Schoenbachler,  M.D.,  Delegate, 
Jefferson  County  Medical  Society 

WHEREAS,  recent  efforts  by  the  Food  and  Drug 
Administration  have  been  made  to  prohibit  the 
manufacture  and  sale  of  antibiotic-drug  combination 
products  such  as  Panalba,  Mysteclin-F  etc.,  and 

WHEREAS,  these  have  been  marketed  and  used 
with  efficacy  and  reasonable  safety  as  prescribed  by 
qualified  physicians.  In  actual  clinical  practice  they 
are  used  to  treat  individual  patients  with  specific  and 
sometimes  non-specific  illnesses,  often  to  prevent 
super-infections  by  fungi,  etc.,  and 

WHEREAS,  the  prohibition  of  such  products 
would  unnecessarily  interfere  with  the  private  prac- 
tice of  medicine,  and 

WHEREAS,  a similar  resolution  was  passed  by 
the  House  of  Delegates  of  the  Kentucky  Academy  of 
General  Practice, 

THEREFORE  BE  IT  RESOLVED  that  the  House 
of  Delegates  of  the  Kentucky  Medical  Association 
strongly  urges  that  the  Food  and  Drug  Administra- 
tion refrain  from  actions  to  prohibit  the  manufacture 
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and  sale  of  useful  and  reasonably  safe  combination 
products,  and 

BE  IT  FURTHER  RESOLVED  that  the  issuance 
of  drug  warnings  and  information  on  drugs  shall  be 
the  appropriate  duty  of  FDA  but  that  these  shall 
likewise  be  considerate  of  the  actual  clinical  practice 
of  private  medicine  as  well  as  research  and  academic 
factors,  and 

BE  IT  FURTHER  RESOLVED  that  copies  of 
this  resolution  be  disseminated  to  the  appropriate 
federal  agencies  and  to  the  American  and  other 
state  medical  associations  as  well  as  the  press. 

Recommendations,  Reference  Committee  No.  5 

Resolution  K,  Drug  Combinations-FDA,  introduced 
by  E.  B.  Schoenbachler,  M.D.,  Delegate  of  the 
Jefferson  County  Medical  Society,  was  reviewed, 
and  the  committee  recommends  that  Resolution  K not 
be  adopted  because  it  serves  as  an  effective  endorse- 
ment for  specific  drugs  and  remands  the  FDA  for 
actions  they  have  not  taken. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded ) 

There  was  a brief  discussion  concerning  the 
resolution  as  presented  and  the  fact  that  the  ref- 
erence committee  recommended  it  not  be  adopted. 
Then,  a motion  was  made  to  amend  the  original 
motion  with  the  following  substitute  resolution: 

WHEREAS,  many  combination  drugs  have  been 
marketed  and  used  with  efficacy  and  reasonable 
safety  as  prescribed  by  qualified  physicians,  and 

WHEREAS,  the  prohibition  of  such  products  un- 
necessarily interferes  with  the  practice  of  medicine, 
therefore  be  it 

RESOLVED  that  the  House  of  Delegates  of  the 
Kentucky  Medical  Association  strongly  urges  that 
the  Food  and  Drug  Administration  refrains  from 
actions  to  prohibit  the  manufacture  and  sale  of 
useful  and  reasonably  safe  combination  products, 
and  be  it  further 

RESOLVED  that  the  issuance  of  drug  warnings 
and  information  on  drugs  shall  be  the  appropriate 
duty  of  FDA  but  that  these  shall  likewise  be  con- 
siderate of  the  actual  clinical  practice  of  medicine 
as  well  as  research  and  academic  factors,  and  be  it 
further 

RESOLVED  that  copies  of  this  resolution  be 
disseminated  to  the  appropriate  federal  agencies  and 
to  the  American  and  other  state  medical  associations 
as  well  as  the  press. 

The  above  amendment  was  seconded  and  carried. 

The  original  motion  as  amended  was  also  adopted. 

Mr.  Speaker,  I move  the  adoption  of  the  Report 
of  Reference  Committee  No.  5 as  a whole  as 
amended. 

(Seconded;  carried) 

Mr.  Speaker,  I wish  to  express  my  appreciation 
to  the  very  fine  committee  members  who  served  with 
me  and  to  Mrs.  Doris  Crume  who  tvped  our  report. 

REFERENCE  COMMITTEE  NO.  5 
Paul  J.  Parks,  M.D.,  Bowling  Green,  Chairman 
Glenn  W.  Rrvant,  M.D..  Louisville 
John  D.  Fieldine,  Jr.,  M.D  . Warsaw 
Lowell  Martin.  M.D..  Martin 
Richard  McElvein,  M.D..  Lexington 

REFERENCE  COMMITTEE  NO.  6 

John  M.  Baird,  M.D.,  Danville,  Chairman 

Reference  Committee  No.  6 considered  the  follow- 
ing reports: 

1 1.  Report  of  the  Judicial  Council 

12.  Report  of  the  Rural  Kentucky  Medical  Schol- 
arship Fund,  Board  of  Trustees 


27.  Report  of  the  Committee  to  Study  the  Con- 
stitution and  Bylaws 

28.  Report  of  the  Interim  Meeting  Program  Com- 
mittee 

29.  Report  of  the  McDowell  House  Board  of 
Managers 

30.  Report  of  the  Memorials  Commission 

45.  Report  of  the  Committee  on  Plans  and 
Development 

Resolution  B — Membership  of  Osteopathic  Physi- 
cians (Fayette  County) 

Report  of  the 
Judicial  Council 

The  Judicial  Council  met  four  times  during  the 
1968-69  Associational  year  and  considered  22  new 
matters  in  addition  to  those  carried  over  from  the 
previous  year. 

Items  of  general  interest  to  the  profession  include 
the  following: 

1.  The  Council,  as  requested  by  the  1968  House 
of  Delegates,  reconsidered  its  ruling  on  the  ethics 
of  procedures  by  which  Blue  Shield  pays  for  the 
services  of  nurse  anesthetists,  and  issued  the  following 
statement: 

“The  Judicial  Council  has  reviewed  its  ruling 
on  the  ethical  considerations  surrounding  the 
methods  by  which  the  fees  of  nurse  anesthetists 
are  being  paid  by  Blue  Shield  and  is  of  the  opinion 
that: 

( 1 ) a member  of  an  anesthesiology  group  may 
ethically  submit  claims  for  anesthetics  administered 
by  nurse  anesthetists  employed  and  supervised 
by  his  group  and  (2)  that  if  the  operating  surgeon 
certifies  the  name  of  the  nurse  anesthetist  and  the 
type  and  duration  of  the  anesthetic  administered 
by  her,  it  would  not  be  unethical  for  a single 
physician  (designated  by  the  medical  staff  for  this 
purpose)  to  act  as  the  clearly  identified  collecting 
agent  for  all  of  the  surgeons  and  submit  claims  to 
Blue  Shield  for  all  anesthetics  administered  by 
nurses  who  are  not  employed  in  an  Anesthesiology 
Department  or  by  an  anesthesiology  group,  and 
pav  over  the  remittances  to  the  respective  nurses 
(if  self-employed)  or  (if  salaried)  to  their  em- 
ployers.” 

It  la'er  approved  an  outline  of  procedure  sub- 
mitted by  Blue  Shield  in  which  it  was  provided  that 
the  operating  surgeon  would  sign  the  claim  form 
certifying  the  name  of  the  lay  anesthetist  and  the 
type  of  anesthetic  administered  to  his  patient,  but 
payment  would  be  made  to  a physician  designated 
by  the  medical  staff  to  act  as  collecting  agent  for 
all  operating  surgeons,  who  would  distribute  the 
payments  to  the  proper  recipients. 

2.  Hospital-based  physicians  were  informed  of  the 
Council’s  continued  concern  about  their  financial 
arrangements  in  general  and  their  billing  practices  in 
particular,  and  received  representatives  of  two  special- 
ty groups  who  reported  on  the  present  degree  of 
compliance  with  the  Council’s  1966  ruling  on  this 
subject. 

Although  the  Council  remains  of  the  opinion 
that  it  is  improper  for  a physician  to  allow  a hospital 
to  bill  and  collect  for  his  services  in  any  manner 
other  than  as  the  clearly  identified  agent  of  the 
physician,  it  is  uncertain  as  to  the  extent  of  its 
power  to  enforce  its  ruling  in  the  light  of  the  recent 
consent  decree  entered  by  the  federal  court  in  the 
government’s  anti-trust  action  against  the  College 
of  American  Pathologists,  one  paragraph  of  which 
enjoined  the  College  and  all  of  its  members  “and 
other  persons  in  active  concert  or  participation  with 
ary  of  them”  from: 
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“Requiring  or  coercing  or  attempting  to  require 
or  coerce  any  person  to  adopt,  adhere  to  or 
enforce  any  criteria  established  by  defendant  with 
respect  to  (i)  the  compensation  to  be  paid  by 
any  hospital  to  any  laboratory  or  any  laboratory 
director,  or  (ii)  the  purchase  or  rental  by  a labo- 
ratory or  laboratory  director  from  a hospital  of 
space,  services,  supplies  or  equipment.” 

The  Council  intends,  during  the  coming  year,  to 
give  this  decision  continued  study  and  to  determine, 
if  possible,  its  effect  upon  the  power  of  medical 
societies  to  prevent  physicians  from  being  reduced 
to  the  level  of  tradesmen  whose  services  can  be 
bought  and  sold  in  the  market  place. 

3.  A state  agency  was  informed  that  in  the 
opinion  of  the  Council,  a physician  cannot  be  ex- 
pected to  refuse  to  see  a patient  who  comes  to  his 
office  with  frequent  complaints,  simply  because 
he  carries  a Medical  Assistance  card. 

4.  Payment  by  Blue  Shield  for  the  services  of 
podiatrists  was  deemed  to  be  ethical,  but  no  opinion 
as  to  the  legality  of  such  payments  was  expressed. 

5.  The  Commission  for  Handicapped  Children 
was  advised  that  a physician  was  ethically  bound  to 
make  his  treatment  records  on  a child  available 
to  the  Commission  for  professional  purposes,  even 
though  the  physician  had  not  been  paid  for  his 
services  by  the  parents  of  the  child. 

6.  A patient  was  informed  that  it  is  ethical  for  a 
physician  to  request  that  his  patient  sign  an  assign- 
ment of  insurance  benefits  to  the  physician,  but  that 
he  cannot  require  that  this  be  done  before  he  will 
fill  out  the  insurance  claim  forms. 

7.  A Regional  Health  Center  was  advised  that  it 
would  not  be  proper  for  it  to  employ  a psychiatrist 
on  a salary  and  then  submit  vouchers  to  the  state 
on  patients  seen  bv  him  in  such  numbers  that 
the  Center  would  collect  more  for  the  psychiatrist’s 
services  than  it  paid  him,  since  this  would  amount 
to  exploitation. 

8.  At  the  request  of  the  KMA  Hospital  Committee, 
the  following  ethical  guidelines  for  the  staffing  of 
emergency  rooms  were  issued: 

“To  be  ethically  acceptable,  any  contract  between 
physician  and  hospital  to  staff  an  emergency  de- 
partment must  follow  certain  basic  principles. 
These  principles  are  clearly  stated  in  the  Judicial 
Council  Opinions  and  Reports  of  the  AM  A 1966, 
Section  6.  page  32.  paragraph  4 which  states: 

‘A  physician  should  not  dispose  of  his  profes- 
sional attainments  or  services  to  any  hospital, 
lay  body,  organization,  group  or  individual  by 
whatever  name  called  or  however  organized, 
under  terms  or  conditions  which  permit  ex- 
ploitation of  the  services  of  the  physician  for 
the  financial  profit  of  the  agency  concerned.’ 

“From  the  legal  aspect,  a hospital,  by  law,  can- 
not practice  medicine  because  it  cannot  meet 
the  qualifications  required  by  the  state  for  that 
purpose. 

“As  long  as  these  fundamental  ethical  and 
legal  principles  are  not  violated,  it  really  makes 
little  difference  what  type  of  emergency  de- 
partment contract  is  entered  into  between  physician 
and  hospital.” 

“According  to  the  above  the  following  guidelines 
can  be  established: 

“1.  A hospital  cannot  ethically  collect  and  keep 
fees  for  the  services  of  a physician. 

“2.  It  is  strongly  urged  that  the  physician  identify 
himself  to  the  patient  by  direct  billing  to  that 
patient  for  his  services.  The  hospital  charge 
should  be  billed  separately. 

“3.  A minimal  contractual  guarantee  by  a hospital 
to  a physician  for  emergency  department  cov- 


erage is  discouraged  on  the  basis  that  if  the 
hospital  guarantees  the  payment  fo  a certain 
amount,  it  more  than  likely  will  have  some 
bargaining  power  regarding  the  receipt  of  in- 
come in  excess  of  that  amount. 

“4.  Hospitals  should  not  charge  for  physicians’ 
services  to  cover  all  or  any  part  of  the  cost  of 
operation  of  emergency  departments  even 
though  all  monies  received  over  this  cost  are 
divided  by  the  physicians  participating. 

“5.  From  time  to  time,  there  have  been  indications 
that  lead  one  to  suspect  that  hospitals  would 
cherish  the  role  of  becoming  community  health 
centers,  employing  fulltime  physicians  much 
as  they  do  nurses,  aids,  orderlies,  etc.  If  medi- 
cine is  to  remain  free  and  independent,  then 
it  must  of  necessity  choose  the  ethical  course 
that  will  keep  the  practice  of  medicine  where 
it  rightfully  belongs  - in  the  hands  of  the 
physicians.  One  plan  could  be  the  formation 
of  a professional  service  corporation  as  sug- 
gested in  the  Opinions  and  Reports  of  JC  AMA 
where  the  hospital  staff  forms  a corporation  to 
employ  physicians  to  staff  the  emergency  de- 
partment. This  would  indeed  fulfill  all  the 
ethical  requirements. 

“6.  The  Blue  Shield’s  interest  is  primarily  eco- 
nomic. However,  a code  should  be  set  up  to 
pay  for  physicians  services.  The  hospital  should 
not  be  paid  for  physicians  services  under  any 
circumstances.” 

9.  The  medical  staff  of  a hospital  was  advised  that 
in  the  opinion  of  the  Council,  it  is  good  medical 
practice  and  widely  accepted  for  properly  trained  and 
supervised  nurses  to  start  blood  transfusions. 

No  complaints  reached  the  hearing  stage  and  no 
disciplinary  action  was  taken  against  any  member 
during  the  year,  all  grievances  being  resolved  by 
mediation  and  persuasion. 

N.  Lewis  Bosworth,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

The  committee  studied  in  some  detail  the  Report 
of  the  Judicial  Council,  especially  Items  3,  4 and  8, 
on  which  there  were  comments  from  the  floor  during 
the  discussion.  The  committee  feels  that  Item  3 
should  be  clarified  somewhat  in  that  a physician  is 
not  obligated  to  see  a patient  merely  because  he 
presents  a Medical  Assistance  card,  but  once  he 
does  accept  this  person  as  a patient  for  this  parti- 
cular illness,  he  is  obligated  to  follow  through  on 
his  treatment  for  that  particular  episode  of  illness. 
The  committee  feels  strongly,  however,  that  a 
physician  cannot  be  expected  to  police  this  program, 
but  that  he  does  have  the  prerogative  of  notifying 
the  appropriate  governmental  agency  of  any  apparent 
over-utilization  on  the  part  of  the  patient. 

Item  8 was  discussed  at  length,  and  the  commit- 
tee realizes  that  a critical  situation  exists  in  the 
provision  of  physician  coverage  in  the  emergency 
room  department  of  hospitals,  and  it  is  felt  that  the 
Judicial  Council  should  continue  to  seek  a workable 
solution  to  this  problem  with  particular  care  that 
the  physician  is  not  exploited  by  the  hospital. 

The  committee  recommends  the  adoption  of  the 
Report  of  the  Judicial  Council  with  the  comments 
noted  above. 

Mr.  Speaker.  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  seconded  and  carried) 

Report  of  the 
Rural  Kentucky  Medical 
Scholarship  Fund 

At  the  23rd  annual  meeting  of  the  Rural  Kentucky 
Medical  Scholarship  Fund  held  on  May  22,  1969,  a 
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total  of  35  new  and  renewal  loans  were  approved 
amounting  to  $74,500.  The  Scholarship  Board,  in  ap- 
proving these  loans,  now  has  a record  of  having 
helped  a total  of  314  students. 

The  Fund,  which  was  established  as  a means  of 
providing  a better  distribution  of  physicians  in  rural 
Kentucky,  now  has  a total  of  147  physicians  in 
practice  in  80  counties  with  12  serving  in  “critical” 
counties.  There  are  26  recipients  in  the  armed 
services. 

There  are  now  outstanding  349  notes  to  146  bor- 
rowers for  a total  in  excess  of  $468,000,  most  of 
whom  are  either  in  medical  school,  interning  or  in 
the  armed  services.  The  Fund,  since  its  beginning, 
using  the  revolving  monies  available,  has  loaned 
over  $944,000. 

All  loans  and  contracts  are  processed  at  the  KMA 
Headquarters  Office.  Progress  reports  are  secured 
on  students  in  medical  school,  and  contact  is  main- 
tained with  interns,  recipients  in  the  armed  services, 
those  in  specialty  training  and  past  recipients  in 
practice.  The  Louisville  Trust  Company  serves  as 
the  Fiscal  Agent  for  the  Fund.  A quarterly  finan- 
cial report  is  submitted  to  the  Board  of  Trustees  of 
the  Fund. 

Loans  are  available  to  residents  of  Kentucky  who 
have  been  admitted  to  an  accredited  medical  school, 
and  who  will  agree  to  practice  in  rural  Kentucky 
for  one  year  for  each  loan  received.  Currently,  the 
Fund  will  lend  $2,500  to  applicants  who  will  agree 
to  practice  in  counties  listed  as  “critically  in  need 
of  physicians”,  or  in  the  Kentucky  Public  Health 
Service  in  an  approved  area.  One  year’s  loan  is 
waived  for  each  year  of  practice. 

Regular  loans  of  up  to  $1,500  per  year  at  an 
interest  rate  of  2%  to  maturity  permit  practice  in 
over  100  rural  counties  in  the  state.  Should  a student 
later  decide  to  practice  in  a “critical”  county,  one 
year’s  loan  will  be  forgiven  for  each  year  of  prac- 
tice. One  half  a year’s  loan  for  each  year  of  practice 
in  a “semi-critical”  area  will  be  forgiven. 

The  10  critical  counties  selected  for  1969-70,  on 
the  basis  of  information  supplied  in  April  bv  the 
Kentucky  Medical  Association  and  the  State  Board 
of  Health,  are:  Jackson,  Knott,  Crittenden,  Metcalfe, 
Lee,  Powell,  Wolfe,  Meade,  McCreary  and  Rock- 
castle. Semi-critical  areas  selected  are:  Carter- 

Lewis,  Lincoln,  Magoffin-Breathitt,  Martin,  Butler- 
Edmonson,  Clay-Owsley,  Clinton-Cumberland,  Estill, 
Owen-Gallatin  and  Bracken-Robertson. 

Twenty-one  of  the  1969-70  loan  recipients  have 
agreed  to  practice  in  counties  as  “critically  in  need 
of  physicians”,  and  one  in  the  Kentucky  Public 
Health  Service. 

The  Fund  also  has  provided  for  Establish  Practice 
Loans  as  an  assistance  to  physicians  who  will  agree 
to  establish  practice  in  a “critical”  or  “semi-critical” 
county.  The  Board  will  loan  $2,000  repayable  at  the 
rate  of  $1,000  per  year.  The  Fund  will  forgive 
$1,000  of  this  amount  for  each  year  of  practice 
in  a “critical”  county,  and  one-half  of  this  amount 
for  each  year  of  practice  in  a “semi-critical”  area. 

The  Trustees  have  elected  Billie  J.  Caudill,  M.D. 
of  Morehead,  and  Donald  Chatham,  M.D.  of  Shel- 
byville  as  new  Board  members.  Both  are  previous 
scholarship  recipients  of  the  Fund. 

The  Board  of  Trustees  is  especially  appreciative 
of  the  continued  interest  and  support  of  Governor 
Louie  B.  Nunn,  Health  Commissioner  Russell  E. 
Teague,  M.D.  and  the  Kentucky  General  Assembly. 

C.  C.  Howard,  M.D.,  Chairman 


Recommendations,  Reference  Committee  No.  6 

The  report  of  the  Rural  Kentucky  Medical 
Scholarship  Fund,  Board  of  Trustees  was  const. lereJ. 
and  it  was  noted  that  the  Trustees  had  elected 
Billie  J.  Caudill,  M.D.  and  Donald  Chatham,  M.D. 
as  new  board  members.  Both  were  previous  scho- 
larship recipients. 


The  committee  recommends  that  the  report  of  the 
Rural  Kentucky  Medical  Scholarship  Fund  be  ac- 
cepted and  commends  the  Fund  for  a job  well  done. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 


Report  of  the 
Committee  to  Study  the 
Constitution  and  Bylaws 

This  year  the  committee  met  on  June  19  for  its 
annual  session  of  studying  the  KMA  Constitution 
and  Bylaws  and  to  implement  matters  that  have 
been  referred  to  it  for  proposed  changes  in  updating 
them.  We  were  pleased  to  have  our  legal  counsel, 
Mr.  E.  Gaines  Davis,  and  representatives  of  the 
Fayette  County  Medical  Society  in  attendance. 

In  reviewing  the  Bylaws,  we  note  that  a compre- 
hensive study  of  the  Constitution  and  Bylaws 
would  be  in  order  to  modernize  them  and  to  more 
closely  align  them  with  those  of  the  American  Medi- 
cal Association.  In  the  area  of  membership  cate- 
gories, for  example,  we  feel  some  changes  are  indi- 
cated. The  committee  members  also  generally  felt 
that  eligibility  for  active  membership  might  be 
broadened  to  include  “all  physicians  who  hold  an  un- 
restricted license  to  practice  medicine  and  surgery 
in  this  state”.  This  terminology  would  permit  osteo- 
paths as  active  members  of  KMA  when  so  accepted 
by  county  medical  societies.  While  this  idea  was 
favorably  discussed  by  our  committee,  no  particular 
recommendation  is  being  made  at  this  time. 

The  Board  of  Trustees  referred  to  us  for  a recom- 
mendation the  matter  of  county  societies’  bylaws  be- 
ing updated  and  being  in  agreement  with  those  of 
KMA.  As  it  is  obvious  that  much  study  needs  to 
be  done,  we  recommend  that  next  year's  Con- 
stitution and  Bylaws  Committee  begin  its  work  early 
in  the  Associational  year  so  that  a complete  study 
can  be  undertaken  with  appropriate  changes  brought 
to  the  1970  session  of  the  House  of  Delegates. 
Following  action  by  the  House  at  that  time,  the 
county  societies  could  then  utilize  the  KMA  Con- 
stitution and  Bylaws,  as  modernized  by  the  House 
of  Delegates  in  September  1970,  as  a basis  for 
updating  all  county  society  bylaws. 

Since  we  have  no  constitutional  changes  this  year, 
our  format  for  presentation  is  (1)  present  our 
recommendations  and  reasons  for  submitting  the 
proposed  changes,  (2)  quote  the  wording  of  the 
present  section  of  the  Bylaw,  and  (3)  present  the 
proposed  amendment  to  the  Bylaw. 


Amendments  To  The  Bylaws 
RECOMMENDATION 

This  committee  is  of  the  opinion  that  Chapter  I, 
Section  2(a)  of  the  Bylaws  is  determinative  of  the 
specific  question  presented  by  Fayette  County  as  to 
whether  an  osteopath  could  be  an  active  member 
of  that  society  and  an  associate  member  of  this  As- 
sociation. That  section  requires  active  members 
of  county  societies  to  be  doctors  of  medicine. 

It  being  clear,  without  question  (as  to  the  broader 
problem)  that  a physician  who  is  an  associate  mem- 
ber of  a component  society  could  not  be  an  active 
member  of  this  Association,  we  can  perceive  no 
valid  reason  why  the  converse  should  not  apply. 
However,  we  recommend  that  a paragraph  as  indi- 
cated be  added  to  Chapter  I,  Section  2(a)  of  the 
Bylaws. 
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CHAPTER  I.  Membership 

Present  Section  2(a):  Active  Members.  The  ac- 
tive membership  of  the  Association  shall  consist 
of  the  active  members  of  the  various  component 
county  medical  societies.  To  be  eligible  for  active 
membership  in  any  component  county  society,  the 
applicant  must  be  a doctor  of  medicine  of  good 

moral,  ethical,  and  professional  standing,  who  is 

licensed  to  practice  medicine  in  Kentucky. 

Proposed  Section  2(a):  Active  Members.  The  ac- 
tive membership  of  the  Association  shall  consist 
of  the  active  members  of  the  various  component 
county  medical  societies.  To  be  eligible  for  active 
membership  in  any  component  county  society,  the 
applicant  must  be  a doctor  of  medicine  of  good 

moral,  ethical  and  professional  standing,  who  is 

licensed  to  practice  medicine  in  Kentucky.  Nothing 
contained  herein  shall  prevent  a county  society 
from  requiring  new  members  to  occupy  provisional 
status  for  a reasonable  time  after  their  admittance 
to  membership  under  any  classification. 

RECOMMENDATION 

Last  year  the  Bylaws  were  changed  authorizing 
only  one  KMA  Vice  President  instead  of  three.  We 
overlooked  a phrase  referring  to  the  Vice  Presidents 
in  Chapter  II.  Section  2 of  the  Bylaws  at  that  time 
which  is  being  corrected  by  the  following  proposed 
amendment. 

CHAPTER  II.  Annual  and  Special  Meetings  of  the 
Association 

Present  Section  2:  The  Annual  Meeting  shall  con- 
sist of  one  or  more  scientific  sessions,  at  least 
two  meetings  of  the  House  of  Delegates,  and  such 
other  gatherings  as  may  be  authorized  by  the  Board 
of  Trustees.  Each  scientific  session  shall  be  presided 
over  by  the  President  or  in  his  absence  or  disability 
or  at  his  request  by  the  President-Elect  or  one  of  the 
vice  presidents.  The  entire  time  of  the  scientific  ses- 
sions, as  far  as  may  be,  shall  be  devoted  to  papers 
and  discussions  related  to  scientific  medicine. 

Proposed  Section  2:  The  Annual  Meeting  shall 
consist  of  one  or  more  scientific  sessions,  at  least  two 
meetings  of  the  House  of  Delegates,  and  such  other 
gatherings  as  may  be  authorized  by  the  Board  of 
Trustees.  Each  scientific  session  shall  be  presided 
over  by  the  President  or  in  his  absence  or  disability 
or  at  his  request  by  the  President-elect  or  such  of- 
ficers as  the  Board  of  Trustees  may  direct.  The  entire 
time  of  the  scientific  sessions,  as  far  as  may  be,  shall 
be  devoted  to  papers  and  discussions  related  to 
scientific  medicine. 

RECOMMENDATION 

The  Board  of  Trustees  suggested  that  since  the 
Vice  President  would  become  President  of  the 
Association  in  the  event  of  the  vacancy  of  the  office 
of  President  that  he  should  serve  on  the  Executive 
Committee.  To  implement  this  change  authorizing 
eight  instead  of  seven  Executive  Committee  members, 
the  follow  ing  amendment  is  proposed. 

CHAPTER  VI.  Board  of  Trustees 

Present  Section  1:  The  Board  of  Trustees  shall  be 
the  executive  body  of  the  House  of  Delegates  and 
between  sessions  of  the  House  of  Delegates  shall 
exercise  the  powers  conferred  upon  the  House  of 
Delegates  by  the  Constitution  and  Bylaws.  The 
Board  of  Trustees  shall  consist  of  the  duly  elected 
Trustees  and  the  President,  the  President-Elect,  the 
Vice  President,  the  immediate  Past  President,  the 
Speaker  and  Vice  Speaker  of  the  House  of  Delegates, 
the  Secretary,  the  Treasurer,  and  the  Delegates  to 
the  American  Medical  Association.  The  Executive 
Committee  of  the  Board  of  Trustees  shall  consist 
of  the  President,  the  President-Elect,  the  Secretary, 
the  Chairman  of  the  Board  of  Trustees,  the  Vice 


Chairman  of  the  Board  of  Trustees,  and  two 
Trustees  to  be  elected  annually  by  the  Board  of 
Trustees.  A majority  of  the  full  Board,  to-wit,  14, 
and  a majority  of  the  full  Executive  Committee,  to- 
wit,  4,  shall  constitute  a quorum  for  the  trans- 
action of  all  business  by  either  body.  Between  ses- 
sions of  the  Board,  the  Executive  Committee  shall 
exercise  all  of  the  powers  belonging  to  the  Board 
except  those  pow'ers  specifically  reserved  by  the  Board 
to  itself. 

Proposed  Section  1:  The  Board  of  Trustees  shall 
be  the  executive  body  of  the  House  of  Delegates  and 
between  sessions  of  the  House  of  Delegates  shall 
exercise  the  powers  conferred  upon  the  House  of 
Delegates  by  the  Constitution  and  Bylaws.  The 
Board  of  Trustees  shall  consist  of  the  duly  elected 
Trustees  and  the  President,  the  President-Elect,  the 
Vice  President,  the  immediate  Past  President,  the 
Speaker  and  Vice  Speaker  of  the  House  of  Delegates, 
the  Secretary,  the  Treasurer,  and  the  Delegates  to 
the  American  Medical  Association.  The  Executive 
Committee  of  the  Board  of  Trustees  shall  consist  of 
the  President,  the  Vice  President,  the  President-Elect, 
the  Secretary,  the  Chairman  of  the  Board  of  Trus- 
tees, the  Vice  Chairman  of  the  Board  of  Trustees, 
and  two  Trustees  to  be  elected  annually  by  the 
Board  of  Trustees.  A majority  of  the  full  Board, 
to-w'it,  14,  and  a majority  of  the  full  Executive 
Committee,  to-wit,  5,  shall  constitute  a quorum  for 
the  transaction  of  all  business  by  either  body.  Be- 
tween sessions  of  the  Board,  the  Executive  Com- 
mittee shall  exercise  all  of  the  powers  belonging  to 
the  Board  except  those  powers  specifically  reserved 
by  the  Board  to  itself. 


RECOMMENDATION 

Since  the  Bylaws  have  not  delineated  the  categories 
of  membership  from  which  county  society  delegate 
strength  is  authorized,  it  seems  indicated  that  this 
matter  should  be  inserted  into  the  Bylaws.  It  has 
long  been  policy  to  count  voting  members  of  a 
county  society  when  authorizing  delegate  representa- 
tion and  that  is  the  basis  of  our  proposed  amendment. 

CHAPTER  XII.  County  Societies 

Present  Section  12:  At  the  time  of  the  annual 
election  of  officers,  each  component  society  shall 
elect  a delegate  or  delegates  to  represent  it  in  the 
House  of  Delegates.  The  term  of  a delegate  shall 
commence  on  the  first  day  of  the  regular  session  of 
the  House  following  his  election,  and  shall  end  on 
the  day  before  the  first  day  of  the  next  regular 
session.  Provided,  however,  that  component  societies 
may  elect  delegates  for  more  than  one  term  at  any 
election.  Each  component  society  may  elect  one 
delegate  for  each  25  members  in  good  standing,  plus 
one  delegate  for  one  or  more  members  in  excess  of 
multiples  of  25.  Provided,  however,  that  each  com- 
ponent society  shall  be  entitled  to  at  least  one 
delegate  regardless  of  the  number  of  active  members 
it  may  have  and  the  secretary  of  the  society  shall 
se~d  a list  of  such  delegates  to  the  Secretary  of  this 
Association  rot  later  than  45  days  before  the  next 
Annual  Meeting.  It  shall  be  the  obligation  of  a 
component  society  which  elects  delegates  to  serve 
more  than  one  year,  to  provide  the  KMA  Head- 
quarters Office  with  a certified  list  of  its  delegates 
each  year. 

Proposed  Section  12:  At  the  time  of  the  annual 
election  of  officers,  each  component  society  shall 
elect  a delegate  or  delegates  to  represent  it  in  the 
House  of  Delegates.  The  term  of  a delegate  shall 
commence  on  the  first  day  of  the  regular  session  of 
the  House  following  his  election,  and  shall  end  on  the 
day  before  the  first  day  of  the  next  regular  session. 
Provided,  however,  that  component  societies  may 
elect  delegates  for  more  than  one  term  at  any 
election.  Each  component  society  may  elect  one 
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delegate  for  each  25  voting  members  in  good  stand- 
ing, plus  one  delegate  for  one  or  more  voting 
members  in  excess  of  multiples  of  25.  Provided, 
however,  that  each  component  society  shall  be  en- 
titled to  at  least  one  delegate  regardless  of  the 
number  of  voting  members  it  may  have  and  the 
secretary  of  the  society  shall  send  a list  of  such 
delegates  to  the  Secretary  of  this  Association  not 
later  than  45  days  before  the  next  Annual  Meeting. 
It  shall  be  the  obligation  of  a component  society 
which  elects  delegates  to  serve  more  than  one  year, 
to  provide  the  KMA  Headquarters  Office  with  a 
certified  list  of  its  delegates  each  year. 

RECOMMENDATION 

The  Executive  Committee  recommended  that  the 
title  of  Executive  Secretary  of  KMA  be  changed  to 
that  of  Executive  Director  in  keeping  with  a trend 
of  both  allied  health  organizations  and  other  state 
medical  associations. 

The  Constitution  and  Bylaws  Committee  recom- 
mends that  Chapter  V,  Sections  7 and  8,  and 
Chapter  VI,  Section  9 be  amended  to  insert  the 
words  “Executive  Director”  in  lieu  of  the  words 
“Executive  Secretary”  wherever  they  appear. 

Student  AMA  Members 

Our  final  recommendation  does  not  necessitate  a 
Bylaw  change.  During  the  Associational  year,  the 
Board  of  Trustees  authorized  a representative  from 
the  University  of  Kentucky  and  the  University  of 
Louisville  SAMA  Chapters  to  present  a report  to  the 
House  of  Delegates  and  further  requested  they  be 
given  a non-voting  seat  in  the  House  of  Delegates. 

In  view  of  the  facts  that  under  the  Constitution 
(Article  VI,  Section  2)  all  delegates  to  the  House 
of  Delegates  must  be  members  of  component  socie- 
ties and  that  Chapter  III,  Section  17  of  the  Bylaws 
gives  the  House  the  authority  to  appoint  special 
committees  of  non-delegate  members  and  give  them 
the  privilege  of  the  floor,  we  recommend  that  the 
student  members  of  this  Association  who  are  en- 
rolled at  the  University  of  Kentucky  and  the  Uni- 
versity of  Louisville  be  designated  as  special  com- 
mittees of  the  House,  and  that  each  committee  be 
authorized  annually  to  elect  one  representative  to 
give  an  oral  report  to  the  House  and  to  participate 
in  the  debate  on  any  matter  pending  before  the 
House. 

Robert  L.  McClendon,  M.D..  Chairman 


Resolution  B 

Fayetfe  County  Medical  Society 

WHEREAS,  the  American  Medical  Association  at 
its  December  1968  meeting  granted  osteopathic 
physicians  the  right  to  become  active  members  of 
the  American  Medical  Association;  and 

WHEREAS,  this  was  reaffirmed  at  the  July  1969 
meeting  of  the  American  Medical  Association  leav- 
ing the  decision  to  the  individual  state  associations 
but  suggesting  that  the  applicant  be  approved  on  a 
local  basis  judged  by  the  applicant's  local  medical 
colleagues;  and 

WHEREAS,  Chapter  I,  Section  2(c)  of  the 
Kentucky  Medical  Association’s  By-Laws  now  cate- 
gorizes osteopathic  physicians  as  associate  members 
of  the  Kentucky  Medical  Association;  and 

WHEREAS,  for  the  sake  of  uniformity  of  county 
medical  societies,  state  medical  societies,  and  national 
medical  societies;  therefore  be  it 

RESOLVED,  that  all  physicians  who  hold  an 
unrestricted  license  to  practice  medicine  and  surgery 
in  this  state  and  who  possess  other  qualifications  for 
active  membership  be  eligible  for  active  membership 
in  the  Kentucky  Medicial  Association;  and  be  it 
further 


RESOLVED,  that  Chapter  I,  Section  2(a)  of  the 
Kentucky  Medical  Association’s  By-Laws  be  amended 
to  read:  "Active  Members.  The  active  membership 
of  the  Association  shall  consist  of  the  active  mem- 
bers of  the  various  component  county  medical 
societies.  To  be  eligible  for  active  membership  in 
any  component  county  society,  the  applicant  must  be 
a physician  who  holds  an  unrestricted  license  to 
practice  medicine  or  surgery  in  this  state  and  who  is 
of  good  moral,  ethical,  and  professional  standing;” 
and  be  it  further 

RESOLVED,  that,  in  order  to  comply  with  the 
suggestions  made  by  the  American  Medical  Associa- 
tion that  the  qualification  of  an  osteopathic  ap- 
plicant be  judged  on  the  local  level,  the  following 
criteria  should  be  met: 

a)  The  applicant  be  a provisional  active  member 
for  a minimum  of  one  year  and  a maximum  of 
five  years.  Depending  upon  the  decision  of  the 
county  medical  society  at  the  end  of  a provisional 
active  membership  of  five  years,  the  county 
medical  society  should  decide  whether  the  applicant 
is  acceptable  or  not  acceptable  as  an  active  mem- 
ber of  the  county  medical  society  and  the  Ken- 
tucky Medical  Association.  A yearly  review  of  the 
applicant  for  a change  in  membership  may  be 
made  and/or  recommended. 

b)  Any  physician  may  be  refused  membership  if 
he  fails  to  meet  the  other  basic  requirements  that 
are  expected  of  doctors  of  medicine. 

Recomrrendotions,  Reference  Committee  No  6 

The  report  of  the  Committee  to  Study  the  Con- 
stitution and  Bylaws  and  Resolution  B — Membership 
of  Osteopathic  Physicians  introduced  by  Fayette 
County,  were  considered  together.  The  committee  ap- 
proved the  report  of  the  Committee  to  Study  the 
Constitution  and  Bylaws  with  the  exception  that  the 
proposed  amendment  to  Chapter  I,  Section  2(a)  of 
the  bylaws,  should  read  as  follows: 

“Active  Members.  The  active  membership  of  the 
Association  shall  consist  of  the  active  members  of 
the  various  component  medical  societies.  To  be 
eligible  for  active  membership  in  any  component 
society,  the  applicant  must  be  a physician  who  holds 
an  unrestricted  or  limited  license  to  practice  medi- 
cine and  surgery  in  this  state,  and  who  is  of  good 
moral,  ethical  and  professional  standing.  Nothing 
contained  herein  shall  prevent  a component  society 
for  requiring  new  members  to  occupy  provisional 
status  for  a reasonable  time  after  their  admittance 
to  membership  under  any  classification.” 

Therefore,  with  this  amendment  to  the  report  of 
the  Committee  to  Study  the  Constitution  and  By- 
laws, we  feel  that  Resolution  B should  be  disapproved. 

Mr.  Speaker,  I move  the  adoption  and  imple- 
mentation of  this  section  of  the  report. 

( Seconded ) 

The  Chairman  of  the  Board,  Lee  Hess,  M.D.,  was 
recognized  to  present  a motion  from  the  Board  on 
this  report. 

Doctor  Hess  stated  that  the  Board,  at  its  Sep- 
tember 24,  1969,  meeting  voted  to  recommend  to 
the  House  of  Delegates  that  assuming  the  amend- 
ment offered  by  the  reference  committee  concerning 
"Active  Members”  would  be  adopted,  that  Chapter 
I,  Section  2(c)(3)  should  be  deleted,  and  he  so 
moved. 

Following  further  discussion,  during  which  a 
motion  was  made  to  amend  Chapter  I Section  2(c) 
by  deleting  the  words  “be  ineligible  for  active  mem- 
bership and”.  Doctor  Hess  withdrew  his  motion. 
The  motion  was  seconded  and  carried. 

Continuing  his  report  from  the  Board,  Doctor 
Hess  stated  that  the  Board  members  are  of  the 
opinion  that  Chapter  XII,  Section  12  should  con- 
tain assurances  that  multi-county  societies  will  not 
lose  any  of  their  delegate  representation.  He  then 
moved  that  Chapter  XII,  Section  12  be  amended  as 
follows: 
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"At  the  time  of  the  annual  election  of  officers, 
each  component  society  shall  elect  a delegate  or 
delegates  to  represent  it  in  the  House  of  Delegates. 
The  term  of  a delegate  shall  commence  on  the  first 
day  of  the  regular  session  of  the  House  following  his 
election,  and  shall  end  on  the  day  before  the  first 
day  of  the  next  regular  session.  Provided,  however, 
that  component  societies  may  elect  delegates  for 
more  than  one  term  at  any  election.  Each  compo- 
nent society  may  elect  delegates  for  more  than  one 
term  at  any  election.  Each  component  society  may 
elect  one  delegate  for  each  25  voting  members  in  good 
standing,  plus  one  delegate  for  one  or  more  voting 
members  in  excess  of  multiples  of  25.  Provided, 
however,  that  each  component  society  shall  be  en- 
titled to  at  least  one  delegate  regardless  of  number 
of  voting  members  it  may  have  and  that  each  multi- 
county  society  shall  be  entitled  to  the  same  number 
of  delegates  as  its  component  societies  would  have 
had.  The  secretary  of  the  society  shall  send  a list 
of  such  delegates  to  the  Secretary  of  this  Association 
not  later  than  45  days  before  the  next  Annual 
Meeting.  It  shall  be  the  obligation  of  a component 
society  which  elects  delegates  to  serve  more  than  one 
year,  to  provide  the  KMA  Headquarters  Office  with 
a certified  list  of  its  delegates  each  year.” 

This  motion  was  seconded  and  carried. 

The  original  motion  as  amended  was  then  adopted. 


Report  of  the 
Interim  Meeting 
Program  Committee 

The  Interim  Meeting  Program  Committee  met 
November  13,  1968,  at  the  Continental  Inn  in  Lex- 
ington to  plan  the  1969  session  to  be  held  in  that 
location.  The  facilities  of  the  Continental  Inn  were 
inspected,  and  a review  of  the  1968  meeting  was 
made  prior  to  considering  plans  for  1969. 

It  was  agreed  to  design  the  format  of  the  program 
similar  to  that  of  the  previous  year  and  plans  for 
the  promotion  of  attendance  were  agreed  upon  with 
the  Woman’s  Auxiliary  lending  appropriate  support. 
Details  were  finalized  for  the  three  sessions  scheduled 
which  were  the  opening  dinner  session  to  feature 
Governor  Louie  B.  Nunn,  the  following  morning's 
general  session,  and  the  closing  luncheon  meeting. 
Coordination  of  the  Orientation  Program  and  other 
related  meetings  held  in  conjunction  with  the  Interim 
Meeting  was  authorized. 

“The  Challenge  We  Face  in  1969"  was  the  theme 
selected  with  the  understanding  that  the  subjects  to 
be  highlighted  would  be  Comprehensive  Health  Plan- 
ning and  Health  Manpower.  Speakers  were  then 
chosen  for  individual  and  panel  presentations. 

We  are  pleased  that  a record  336  physicians, 
Auxiliary  members,  and  guests  registered  for  the 
meeting,  and  your  committee  wishes  to  express  ap- 
preciation to  the  Fayette  County  Medical  Society 
and  the  Woman’s  Auxiliary  for  their  cooperative 
efforts  in  helping  make  this  program  a success. 

Henry  B.  Asman,  M.D.,  Chairman 

Rocorrmcnc’ations,  Reference  Committee  No.  6 

The  committee  studied  the  Interim  Meeting  Pro- 
gram Committee  report  and  recommends  its  adoption 
as  submitted. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 


Report  of  the 

McDowell  House  Board  of  Managers 

In  the  course  of  four  meetings  of  the  Board  of 
Managers  held  at  the  McDowell  House  during  the 
year,  various  repairs  and  improvements  have  been 
authorized.  A deteriorated  furnace  has  been  replaced 
with  a combination  furnace  and  air-conditioning  unit 
which  employs  the  same  ducts.  This  will  aid  in 
preservation  of  the  House  and  its  antique  furnishings 
as  well  as  the  comfort  of  visitors.  A large  retaining 
wall  on  the  back  side  of  the  property  has  collapsed 
and  is  being  replaced.  The  interior  of  the  House  has 
been  repainted  under  the  expert  guidance  of  Mr. 
lames  Cogar.  Constant  improvements  in  restoration 
add  to  the  authenticity  of  the  Shrine.  Descendants 
of  Adeline  McDowell  Deaderick  (one  of  Doctor 
McDowell’s  daughters)  have  presented  her  portrait 
to  the  House. 

During  the  year  an  estimated  5,000  visitors  have 
been  in  the  House,  a continuing  increase.  Included 
was  Doctor  Richard  Hanley,  chief  surgeon  of  the 
Middlesex  Hospital  in  London,  England.  Doctor  Han- 
ley was  most  impressed  with  the  McDowell  story 
and  the  restoration  of  the  House,  as  is  everyone. 

The  availability  of  the  House  for  council  and 
committee  meetings  of  the  Association  should  be 
kept  in  mind.  The  interest  and  constant  help  of  the 
state  and  various  county  auxiliaries  are  important 
factors  in  the  success  of  the  House.  These  organiza- 
tions are  urged  to  use  the  House  for  their  meetings. 
Slides  of  the  House  may  be  obtained  and  the  com- 
mittee members  are  available  to  aid  in  any  county 
or  state  meetings. 

The  committee  recommends  that  the  Board  of 
Trustees  authorize  the  formatio  of  a McDowell 
House  Foundation,  to  which  donations  and  bequests 
may  be  given  as  an  endowment  fund  for  the  upkeep 
of  the  House. 

I want  to  take  this  opportunity  to  thark  the 
Board  of  Managers  for  their  continuing  interest, 
hard  work  and  time  in  behalf  of  McDowell  House. 
They  are:  Robert  C.  Bateman,  M.D.,  Danville;  B. 
B.  Baughman,  M.D.,  Frankfort;  Mr.  Sterling  Coke, 
Lexington;  Mr.  James  Cogar,  Harrodsburg;  Mr. 
George  Grider,  Danville;  Blaine  Lewis,  M.D.,  Louis- 
ville; Richard  H.  Segnitz,  M.D.,  Lexington;  Mr.  Earl 
P.  Slone,  Lexington;  Mr.  Enos  Swain,  Danville;  and 
Francis  Massie.  M.D..  Lexington. 

Laman  A.  Gray,  M.D.,  Chairman 

BOARD  ACTION:  Approved  with  the  exception  that 
the  Board  recommends  deferring  action  on  the  forma- 
tion of  the  Foundation  until  such  time  as  legal  counsel 
has  had  an  opportunity  to  study  a method  by  which 
this  should  be  done.  It  is  further  understood  that 
when  such  action  does  take  place  it  will  be  at  the 
expense  of  the  McDowell  House  funds. 

Recommendations,  Reference  Committee  No.  6 

The  committee  studied  the  report  of  the  McDowell 
House  Board  of  Managers,  and  it  was  noted  that 
the  Board  of  Managers  proposed  the  formation  of 
the  McDowell  House  Foundation,  to  which  donations 
and  bequests  might  be  given  as  an  endowment  fund 
for  the  upkeep  of  the  House. 

The  committee  recommends  the  adoption  of  this 
report  with  the  reservation  expressed  by  the  Board 
of  Trustees  which  was  that  the  formation  of  the 
foundation  be  deferred  until  legal  counsel  could  de- 
termine whether  the  same  result  could  be  accom- 
plished by  the  creation  of  a tax-exempt  fund  within 
KMA  (such  as  the  Postgraduate  Medical  Education 
Fimd),  and  with  the  further  understanding  that  when 
such  action  does  take  place,  it  will  be  at  the  ex- 
pense of  the  McDowell  House  Board  of  Managers. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  carried) 
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Report  of  the 
Memorials  Commission 

The  Memorials  Commission  met  once  during  the 
past  year,  on  April  17,  1969,  at  the  KMA  Head- 
quarters. 

The  Commission  takes  pleasure  in  acknowledging 
receipt  of  several  books  from  members  of  our 
Association.  William  W.  Hall,  M.D.  of  Owensboro, 
sent  us  a copy  of  Henry  Miller’s  Principles  and 
Practice  of  Obstetrics,  Philadelphia,  1858,  and  James 
M.  Stevenson  of  Brooksville  presented  our  Associa- 
tion with  a copy  of  Lewis  Collins’  History  of 
Kentucky.  These  books  are  available  for  use  in  the 
bookcase  in  the  President’s  Office  at  Headquarters. 

Your  chairman,  at  the  kind  invitation  of  Mrs. 
William  McBeath,  President  of  the  KMA  Auxiliary, 
met  with  Mrs.  McBeath  and  Mrs.  C.  D.  VanArsdall, 
Jr.  in  Harrodsburg  to  examine  the  exhibits  of  instru- 
ments, books,  and  other  equipment  used  by  early 
Kentucky  physicians.  These  materials  had  been  col- 
lected by  the  KMA  Auxiliary  over  a number  of 
years  and  the  Doctor’s  Shop  at  the  state  park  in 
Harrodsburg  had  been  originally  operated  by  mem- 
bers of  the  Auxiliary  of  KMA.  Since  it  has  become 
a state  park  the  contents  of  the  shop  have  been 
assumed  to  be  state  property.  The  Auxiliary  is  to 
examine  the  possibilities  of  the  KMA  Auxiliary 
reacquiring  or  borrowing  some  of  its  former  proper- 
ties so  they  may  be  placed  in  the  museum  at  Head- 
quarters. 

The  Commission  is  still  in  search  of  copies  of 
Transactions  of  the  KMA  and  is  now  in  the  pro- 
cess of  determining  the  feasibility  and  cost  of  ob- 
taining microfilm  copies  of  extant  Transactions  from 
various  libraries.  In  this  manner  it  is  hoped  we  may 
assemble  at  least  one  complete  file  of  these  important 
records  of  our  Association. 

The  Commission  will  have  an  exhibit  at  the  KMA 
meeting  memorializing  Lewis  S.  McMurtry,  M.D. 
and  also  presenting  some  information  on  “Home 
Medical  Guides”  which  were  immensely  important 
throughout  early  years  of  settlement  of  this  country. 

At  the  suggestion  of  J.  Duffy  Hancock,  M.D.,  an 
effort  is  being  made  to  change  the  name  of  Janet 
Avenue  to  the  name  of  some  famous  Kentucky 
physician.  The  Commission  suggested  Dr.  William 
L.  Sutton,  Dr.  Irving  Abell,  or  Dr.  Ephraim  Mc- 
Dowell as  names  more  appropriate  for  the  street 
address  of  the  KMA  Headquarters. 

Eugene  H.  Conner,  M.D.,  Chairman 
Recommendations,  Reference  Committee  No.  6 

The  committee  reviewed  the  Report  of  the 
Memorials  Commission  and  recommends  its  adoption. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded;  carried) 


Report  of  the 
Committee  on  Plans 
and  Development 

The  KMA  Plans  and  Development  Committee 
came  into  existence  this  year  as  a result  of  a motion 
approved  by  the  Board  of  Trustees  on  September  26, 
1968,  which  stated  that: 

“The  Board  of  Trustees  create  a Committee  on 
Plans  and  Development  as  a permanent  committee 
of  the  Association,  and  direct  the  Chairman  of  the 
Board,  after  due  consideration  and  consultation 


with  the  members  of  the  Board,  to  determine  the 
most  desirable  size  and  makeup  of  this  committee 
and  the  advisability  of  including  representatives 
of  academic  medicine,  industrial  and  institutional 
medicine,  the  younger  group  of  physicians  in 
private  practice  and,  perhaps,  representatives  of 
SAMA,  as  well  as  those  members  who  are  more 
experienced  in  the  organizational  and  administrative 
operations  of  the  Association”. 

At  a later  date,  the  Board  decided  that  this  com- 
mittee would  be  composed  of  12  members  who  would 
have  rotating  terms  of  three  years,  plus  a representa- 
tive from  each  of  the  medical  schools,  and  SAMA 
for  a total  of  16. 

Our  first  meeting  was  held  on  March  6 at  which 
time  our  complete  membership  had  not  been  ap- 
pointed, and  we  were  charged  with  the  responsibility 
of  expanding  our  committee  from  eight  to  16  mem- 
bers. This  session  was  strictly  for  organizational  pur- 
poses, and  we  were  pleased  to  have  the  KMA  Presi- 
dent Henry  B.  Asman,  M.D.,  in  attendance  to  present 
to  us  the  long-range  goals  and  areas  of  responsibility 
being  assigned  to  us.  The  committee  members  were 
asked  to  submit  projects  and  proposals  for  future 
consideration. 

Our  second  and  final  meeting  of  the  year  was  also 
of  an  organizational  nature  and  was  held  on  April 
10.  It  was  unanimously  agreed  that  no  definitive 
recommendations  could  be  presented  during  this  first 
year  of  operation,  but  ground  work  could  be  laid  for 
a productive  future. 

Some  discussion  was  held  during  this  session  con- 
cerning administrative  matters  such  as  lightening  the 
load  of  the  president,  specialty  group  cooperation, 
and  executive  staff  assignments.  Organizationally,  we 
discussed  methods  to  increase  interest  and  participa- 
tion in  KMA  affairs,  health  planning,  multi-county 
medical  societies,  the  involvement  of  young  physicians 
in  KMA,  and  similar  subjects. 

It  is  felt  that  as  the  committee  enters  into  the 
next  Associational  year  more  background  material 
will  be  available  and  progress  can  be  made  toward 
fulfilling  our  goals. 

Since  our  projects  are  all  encompassing,  we  sin- 
cerely solicit  the  opinions  of  all  KMA  members  on 
any  matter  relating  to  present  or  future  activities  of 
our  Association. 

George  A.  Sehlinger,  M.D.,  Chairman 


Recommendations,  Reference  Committee  No.  6 

The  committee  reviewed  the  report  of  the  Com- 
mittee on  Plans  and  Development.  There  were  no 
recommendations  from  the  committee  on  this  report. 
The  committee  approved  the  report  as  presented. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Seconded  and  passed) 

Mr.  Speaker,  I move  the  adoption  of  the  report 
of  Reference  Committee  No.  6 as  a whole  as 
amended. 

(Seconded;  carried) 

Mr.  Speaker,  I wish  to  thank  the  members  of  the 
committee  for  their  attendance  and  help  in  the 
preparation  of  this  report,  and  especially.  I wish  to 
thank  our  legal  counsel,  Mr.  E.  Gaines  Davis,  for 
his  able  assistance  at  this  time. 

REFERENCE  COMMITTEE  NO.  6 
John  M.  Baird,  M.D.,  Danville,  Chairman 
John  F.  Berry,  M.D.,  Lexington 
Elbert  G.  Christian.  M.D.,  Louisville 
William  D.  Epling,  M.D..  Berea 
John  Rypstra.  M.D.,  London 
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Unfinished  Business 

Doctor  Greathouse  recognized  Lee  C.  Hess, 
M.D.,  Chairman  of  the  Board  of  Trustees  for 
the  final  report  of  the  Board,  which  read  as 
follows: 

The  KMA  Bylaws  provide  that  the  Judicial  Coun- 
cil be  composed  of  five  members,  four  of  these 
members  to  be  elected  by  the  House  of  Delegates 
with  terms  staggered  so  that  one  member  will  be 
elected  each  year.  The  KMA  Secretary,  who  is 
elected  by  the  House,  automatically  serves  as  a 
member  of  the  Council. 

According  to  the  Bylaws,  Chapter  VII.  Section  I, 
“to  be  eligible  for  membership  on  the  Judicial 
Council,  a nominee  shall  possess  at  least  one  of 
the  following  qualifications:  (1)  Have  served  one 
term  as  an  officer,  trustee,  or  as  Delegate  to  the 
AMA,  or  (2)  Have  served  five  years  as  a member 
of  the  House  of  Delegates.” 

The  Bylaws  provide  that  the  Board  of  Trustees 
shall  nominate  at  least  one  candidate  for  each 
vacancy  and  that  additional  nominations  may  be 
made  from  the  floor. 

The  term  of  N.  Lewis  Bosworth.  M.D.,  Lexington, 
expires  with  this  meeting.  The  Board  of  Trustees  has 
unanimously  voted  to  nominate  Doctor  Bosworth  to 
succeed  himself  for  a four  year  term. 

Doctor  Hess  moved  the  adoption  of  this  report. 
The  motion  was  seconded  and  carried. 


Election  of  Officers 


The  Speaker  called  for  the  Report  of  the 
Nominating  Committee  from  its  Chairman, 
Fred  C.  Rainey,  M.D.,  Elizabethtown.  Doctor 
Rainey  read  the  following  list  of  nominations 
for  the  positions  noted: 


President-elect 

(Western) 


John  C.  Quertermous,  M.D., 
Murray 


Vice  President 
(Eastern) 


David  A.  Hull,  M.D., 
Lexington 


Secretary 


S.  Randolph  Scheen.  M.D., 
Louisville 


Treasurer  Keith  P.  Smith,  M.D., 

Corbin 

AMA  Delegate  George  F.  Brockman.  M.D., 

Greenville 


AMA  Alternate  Daryl  P.  Harvey,  M.D., 

Delegate  Glasgow 

AMA  Delegate  Charles  C.  Rutledge,  M.D., 

Hazard 


AMA  Alternate  David  B.  Stevens,  M.D., 

Delegate  Lexington 

Following  the  presentation  of  each  nomi- 
nation, the  Speaker  called  for  nominations 
from  the  floor.  Since  no  additional  nomina- 
tions were  received,  it  was  moved  and  sec- 
onded that  the  nominees  be  elected.  Motion 
carried. 

Doctor  Quertermous,  the  President-Elect, 
was  escorted  to  the  podium  and  received  a 
standing  ovation. 
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The  following  nominations  for  the  office  of 
trustee  and  alternate  trustee  were  also  sub- 
mitted by  Doctor  Rainey  on  behalf  of  the 
various  district  nominating  committees: 


Fifth  District 
Alternate 
Sixth  District 
Alternate 
Eighth  District 
Alternate 
Eleventh  District 
Alternate 
Fifteenth  District 
Alternate 


John  S.  Llewellyn,  M.D., 
Louisville 

Lloyd  G.  Yopp,  M.D.. 
Louisville 

Paul  J.  Parks,  M.D., 
Bowling  Green 

Carlisle  V.  Dodson,  M.D., 
Russellville 

Lee  C.  Hess,  M.D., 

Florence 

Carl  J.  Bruggemann.  M.D., 
Covington 

Douglas  H.  Jenkins,  M.D.. 
Richmond 

Hugh  Mahaffey,  M.D.. 
Richmond 

E.  C.  Seeley,  M.D., 

London 

Harold  L.  Bushey,  M.D., 
Barbourville 


The  same  procedure  followed  in  the  elec- 
tion of  the  general  officers  was  followed  in 
the  election  of  the  trustees  and  alternate 
trustees.  There  were  no  additional  nomina- 
tions from  the  floor,  and  the  above-named 
nominees  were  elected. 


Nominations  For 
Kentucky  Physicians  Mutual,  Inc. 
Board  of  Directors 

The  following  list  of  nominees  for  the  Board 
of  Directors,  Kentucky  Physicians  Mutual, 
Inc.,  was  submitted  and  received  for  informa- 
tion only. 


John  Dickinson.  M.D..  Glasgow 
John  D.  Gordinier.  M.D.,  Louisville 
William  W.  Hall.  M.D..  Owensboro 
Coleman  Johnston,  M.D..  Lexington 
Richard  J.  Rust,  M.D.,  Newport 
Garnett  Sweeney,  M.D..  Liberty 
Wyatt  Norvell.  M.D..  New  Castle 
Peter  P.  Bosomworth.  M.D.,  Lexington 
Henry  B.  Asman,  M.D.,  Louisville 
Hoyt  Gardner,  M.D..  Louisville 
Charles  Moran.  M.D..  Louisville 
Richard  Grise,  M.D..  Bowling  Green 
Lee  C.  Hess,  M.D.,  Florence 
John  Quertermous,  M.D.,  Murray 
George  Brockman.  M.D.,  Greenville 
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Election  of  1970 
Nominating  Committee 

Elected  to  serve  as  the  Nominating  Com- 
mittee for  the  1970  Annual  Meeting  were  the 
following  physicians: 

W.  E.  Becknell,  M.D.,  Manchester 
Clyde  Brassfield,  M.D.,  Elizabethtown 
Thomson  R.  Bryant.  M.D.,  Lexington 
W.  Faxon  Payne,  M.D.,  Hopkinsville 
W.  Fielding  Rubel,  M.D.,  Louisville 

Walter  L.  Cawood,  M.D.,  Ashland,  was  in- 
stalled as  President,  with  the  oath  of  office 
being  administered  by  the  Chairman  of  the 
Board  of  Trustees,  Lee  C.  Hess,  M.D.  Presi- 
dent Cawood  then  presented  the  Past  Presi- 
dent’s Plaque  to  the  retiring  president,  Henry 
B.  Asman,  M.D.,  expressing  appreciation  on 
behalf  of  the  members  of  KMA,  for  his  loyal. 


dedicated  and  untiring  efforts  for  this  Associ- 
ation. 

Doctor  Asman  invited  all  members  and 
guests  to  a reception  in  his  suite  honoring 
the  new  President  immediately  following  ad- 
journment of  the  House. 

The  new  President-Elect,  John  Ouerter- 
mous,  M.D.,  made  brief  remarks  to  the  mem- 
bers of  the  House,  thanking  them  for  their 
confidence  in  electing  him  to  this  position. 

Doctor  Scheen  announced  that  the  Board  of 
Trustees  would  hold  its  reorganization  meet- 
ing on  Thursday,  at  12:00,  in  Parlor  A at 
the  Kentucky  Hotel  and  urged  the  newly 
elected  Board  members  to  attend. 

Speaker  Greathouse  adjourned  the  second 
session  of  the  1969  House  of  Delegates  at 
11:10  p.m.,  thanking  the  delegates  for  their 
time,  attention  and  efforts. 
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HERE  ARE 
THE  COLD  FACTS: 


ISOCLOR  promptly  and  effectively  combats 
symptomatic  miseries  of  the  common 
cold  and  influenza 


ISOCLOR  helps  patients  face  the  cold  facts 

ISOCLOR 


Isoclor  provides  quick,  long  lasting  relief  of  respiratory 
congestion  and  discomfort  brought  on  by  common 
colds,  influenza,  and  allergies.  Isoclor  contains  chlor- 
pheniramine maleate  — one  of  the  most  potent  and 
safest  antihistamines.  And  pseudoephedrine  HCI  — a 
decongestant  bronchodilator  providing  effective  and 
long  lasting  relief  for  the  entire  respiratory  tract.  Both 
work  to  extend  the  range  of  relief. 

COMPOSITION:  Each  tablet  or  2 teaspoonfuls  of  liquid  contains: 


Chlorpheniramine  Maleate 4 mg. 

Pseudoephedrine  HCI 25  mg. 

Each  isoclor  Timesule  contains: 

Chlorpheniramine  Maleate 10  mg. 

Pseudoephedrine  HCI 65  mg. 


In  a special  pellet  form  providing  both  prompt  and  sustained  effect. 
INDICATIONS:  For  symptomatic  relief  of  colds,  hay  fever,  allergic 
conjunctivitis,  perennial  rhinitis  of  allergic  origin  and  sinusitis. 
Opens  nasal,  sinus  and  bronchial  passages  orally. 


CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sympathc 
mimetic  agents.  Severe  hypertension  or  severe  cardiac  disease 
PRECAUTIONS:  Use  with  caution  in  patients  suffering  with  hy ' 
perthyroidism.  Patients  susceptible  to  the  soporific  effects  i 
chlorpheniramine  should  be  warned  against  driving  or  operatir 
machinery  should  drowsiness  occur. 


CAUTION:  Federal  law  prohibits  dispensing  without  prescriptio 
SUPPLIED:  Tablets:  Bottles  of  100  and  1000.  Liquid:  4 oz.  bottle 
pints,  and  gallons;  Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION: 

Tablets 

Liquid 

Timesule 

Adults 

1 q,  4 h. 

2 tsp.  q.  34  h. 

1 q.  12  h 

Children  6-12  years 

1 tsp.  q.  3-4  h. 

40-50  pounds 

%-l  tsp.  q.  3-4  h. 

30-40  pounds 

V2-3/4  tsp.  q.  3-4  h. 

20-30  pounds 

1/4 46  tsp.  q.  3-4  h. 

15-20  pounds 

Va-V4  tsp.  q.  3-4  h. 

ARNAR-STONE  LABORATORIES,  INC. 

QUALITY- RESEARCH -SERVICE 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
Mount  Prospect,  Illinois  60056 


InnerSites... 


In  Cystitis. ..Azo  GantanoP 
focuses  analgesic-antibacterial 
activity  where  it  counts 


Blood  and  urine: 
therapeutic  antibacterial 
levels  within  2 hours 
for  up  to  12  hours 


Gantanol  (sulfamethoxazole)  pro- 
duces prompt  and  prolonged 
therapeutic  levels,  in  both  blood 
and  urine,  with  convenient  b.i.d. 
dosage.  Clinical  response  is  usu- 
ally obtained  within  24  to  48 
hours.  The  wide  antibacterial 
spectrum  of  Gantanol  includes 
E.  coli  and  a variety  of  other 
susceptible  gram-negative  and 
gram-positive  pathogens  in  uri- 
nary tract  infections. 


Interstitial  fluids: 
ready  diffusion  of 
antibacterial 


Gantanol  (sulfamethoxazole)  is 
readily  diffused  into  interstitial 
fluids  to  provide  efficient  anti- 
bacterial activity  at  foci  of  infec- 
tion. This  distribution,  plus  con- 
tinuous antibacterial  levels  in 
blood  and  urine,  has  afforded 
effectiveness  in  the  majority  of 
infections  in  which  it  has  been 
used. 


The  mucosa: 
specific  analgesia 
usually  within  30  minutes 


Azo  (phenazopyridine  HCI)  ef- 
fects specific  mucosal  analgesia, 
relieving  the  dysuria,  discomfort 
and  burning  which  are  virtually 
always  a part  of  acute  urinary 
tract  infections. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Urinary  tract  infections  with 
associated  pain  or  discomfort  when  due 
to  susceptible  organisms;  prophylacti- 
cally  in  urologic  surgery,  catheterization 
and  instrumentation. 

Contraindicated  in  sulfonamide-sensitive 
patients,  pregnant  females  at  term,  pre- 
mature infants,  newborn  infants  during 
the  first  three  months  of  life,  glomerular 


Roche 

LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


nephritis,  severe  hepatitis,  uremia  and 
pyelonephritis  of  pregnancy  with  gastro- 
intestinal disturbances. 

Warnings:  Use  only  after  critical  appraisal 
in  patients  with  liver  damage,  renal  dam- 
age, urinary  obstruction  or  blood  dys- 
crasias.  If  toxic  or  hypersensitivity 
reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  closely  intermittent 
or  prolonged  therapy,  blood  counts  and 
liver  and  kidney  function  tests  should  be 
performed. 

Precautions:  Observe  usual  sulfonamide 
therapy  precautions  including  mainte- 
nance of  an  adequate  fluid  intake.  Use 
with  caution  in  patients  with  histories  of 
allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  fol- 
lowed closely  since  renal  impairment 


may  cause  excessive  drug  accumulation. 
Occasional  failures  may  occur  due  to 
resistant  microorganisms.  Not  effective 
in  virus  and  rickettsial  infections. 
Adverse  Reactions:  Headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis, 
pancreatitis,  blood  dyscrasias,  neurop- 
athy, drug  fever,  skin  rash,  Stevens- 
Johnson  syndrome,  injection  of  the  con- 
junctiva and  sclera,  petechiae,  purpura, 
hematuria  or  crystalluria  may  occur,  in 
which  case  the  dosage  should  be  de- 
creased or  the  drug  withdrawn. 

Azo  Gantanol 

(Each  tablet  contains  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI.) 


Roniacol 
Timespan 

(nicotinyl  alcohol  tartrate) 


✓ 
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Because  peripheral  vasodilatu 

is  needed  now... 

and  must  often  be  continued 


Roniacol  Timespan  (nicotinyl  alcohol  tartrate) 
can  make  a significant  contribution  to  effective 
treatment  of  peripheral  vascular  disorders.  It  is 
directed  specifically  toward  improvement  of 
peripheral  blood  flow,  relief  of  ischemic  symp- 
toms, and  the  long-term  management  of  these 
conditions. 

Specific  pharmacologic  action— Roniacol  (nico- 
tinyl alcohol)  acts  selectively  by  relaxing 
smooth  muscle  of  peripheral  blood  vessels. 
Onset  of  action  is  smooth  and  gradual,  rarely 
causing  severeflushing. 

Relative  freedom  from  side  effects— Side  effects 


that  may  occur  occasionally  with  Roniacol  J 
seldom  require  discontinuation  of  therapy! 

Prolonged,  continuous  drug  release— Pro-  j 

longed  peripheral  vasodilation  is  provided 
sustained-release  Roniacol  Timespan  (nice 
alcohol  tartrate)  Tablets.  Part  of  the  drug  b 
comes  available  immediately,  the  remaind 
continuously  over  a period  of  up  to  12  hoi 
and  dilation  of  constricted  peripheral  vess 
usually  maintained.  Thus,  with  a single  do;  Qt 
medication,  patients  can  enjoy  the  benefit  re 
increased  peripheral  blood  flow  in  ischerr 
extremities  for  up  to'12  hours. 


mooth  peripheral  vasodilation  from  initial 

osage...extended  with 

mple,  well-tolerated,  b.i.d.  dosage 


; prolonged  action  of  Roniacol  Timespan 
rotinyl  alcohol  tartrate)  together  with  its 
er  benefits  offer  a therapeutically  practical 
asure  in  the  long-term  management  of 
ipheral  vascular  disease-advantages 
ecially  important  for  older  patients. 

!ore  prescribing,  please  consult  complete 
duct  information,  a summary  of  which 
aws: 

ications:  Conditions  associated  with 
cient  circulation;  e.g.,  peripheral  vascular 
ase,  vascular  spasm,  varicose  ulcers, 
ubital  ulcers,  chilblains,  Meniere's  syn- 
ne  and  vertigo. 


Caution:  Roche  Laboratories  endorses  caution 
in  the  administration  of  any  therapeutic  agent 
to  pregnant  patients. 

Side  Effects:  Transient  flushing,  gastric 
disturbances,  minor  skin  rashes  and  allergies 
may  occur  in  some  patients,  seldom  requiring 
discontinuation  of  the  drug. 

Dosage:  1 or  2 Timespan  Tablets— 150  mg 
nicotinyl  alcohol  in  the  form  of  the  tartrate 
salt— bottles  of  50  and  500. 

IMxlRoche 
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Art  is  a conception  of  peripheral  vasodilation. 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


i 


A realistic 
approach 
to  pain 
relief 


‘Empirin’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
oi  pain  relief 


'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe.  N.Y. 
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Dr.  Long  Announces  Candidacy 
For  AMA  President-Elect 

Robert  C.  Long,  M.D.,  Louisville,  will  be  a candi- 
date for  the  office  of  President-Elect  of  the  American 

Medical  Association,  ac- 
cording to  officials  of  the 
Kentucky  Medical  Asso- 
ciation who  met  on  Oc- 
tober 28  to  announce  this 
decision.  The  election  will 
be  held  at  the  1970  AMA 
Annual  Meeting  in  Chi- 
cago on  June  21-25. 

During  his  more  than 
20  years  in  the  private 
practice  of  medicine.  Doc- 
tor Long  has  been  closely 
associated  with  his  County  Medical  Society,  the 
Kentucky  Medical  Association  and  the  American 
Medical  Association.  His  long  list  of  activities  is 
indicative  of  his  preparation  for  organized  medicine's 
most  demanding  and  important  position. 

Doctor  Long  is  a fourth  generation  physician.  His 
father,  grandfather  and  great-grandfather  practiced 
medicine  in  Kentucky  over  a period  of  many  years. 
His  father  was  President  of  the  Jefferson  County 
Medical  Society  in  1929. 

Having  earned  his  A.B.  and  M.D.  degrees  from 
the  University  of  Louisville,  Doctor  Long  served  his 
internship  at  Louisville  General  Hospital  lying-in 
first  year  residency  at  Chicago,  and  thereafter  entered 
the  Armed  Forces  of  the  United  States  where  he 
served  with  high  distinction.  As  a flight  surgeon  in 
the  Army  Air  Force,  he  was  decorated  with  the 
Bronze  Star  during  service  in  China  and  then  dis- 
charged as  a Major  in  1946. 

Doctor  Long  was  a member  of  the  KM  A Board 
of  Trustees  for  more  than  10  years.  During  this 
period,  he  served  as  a member  of  the  AMA  House 
of  Delegates  from  1956  through  1963.  In  that  year 
he  was  elected  to  the  Board  of  Trustees  of  AMA  and 
has  served  continuously  since  that  time. 

Recently,  Doctor  Long  accepted  the  chairmanship 
of  AMA’s  Committee  on  Health  Care  for  the  Poor. 
Also,  during  1969  he  began  serving  as  President  of 
the  AMA  Education  and  Research  Foundation. 
Along  with  his  many  years  of  service  to  his  county, 
state  and  national  medical  associations,  he  has  found 
time  to  serve  his  own  specialty  group.  A Diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecology 
since  1950.  Doctor  Long  has  been  chairman  of  the 
Committee  on  Medical  Service  Plans  of  District 


Five  of  the  American  College  of  Obstetrics  and 
Gynecology. 

At  its  October  28  meeting,  the  leadership  of  KM  A 
enthusiastically  reaffirmed  its  endorsement  of  Doctor 
Long’s  candidacy  and  pledged  its  full  support  to- 
ward his  election  next  June  as  President-Elect  of 
the  American  Medical  Association. 

J.  Ed  McConnell  To  Speak  At 
1970  Interim  Meeting 

“Kentucky  Medicine  in  the  Seventies”  is  the  theme 
for  the  1970  Interim  Meeting  of  the  Kentucky  Medi- 
cal Association,  reports  Walter  L.  Cawood,  M.D., 
KMA  president  and  chairman  of  the  Interim  Meeting 
Program  Committee.  The  Meeting  will  be  held  April 
8 and  9 at  Kentucky  Dam  Village  State  Park,  Gil- 
bertsville. 

J.  Ed  McConnell,  president  of  Kentucky  Physicians 
Mutual.  Inc.  and  Blue  Cross  Hospital  Plan.  Inc.,  will 
be  the  featured  speaker  at  the  April  9 luncheon.  One 
of  Kentucky's  most  sought- 
after  speakers,  both  from 
within  and  outside  the 
state,  was  employed  by 
Blue  Cross  in  1942  and  has 
served  that  organization  as 
assistant  director,  vice  pres- 
ident and  executive  vice 
president. 

Delivering  the  keynote 
address  at  the  evening  ses- 
sion on  April  8 will  be  a 
top  official  of  the  Ameri- 
can Medical  Association. 
The  topic  will  be  "Health 
Care  in  the  Seventies.” 

Other  topics  for  the  two-day  program  are  "Peer 
Review”  with  guest  speakers  giving  the  national  pic- 
ture, the  consumer’s  viewpoint,  and  Kentucky’s  guide- 
lines on  this  subject,  and  "Physician’s  Assistants"  with 
a panel  presentation  featuring  recognized  authorities 
from  both  the  state  and  national  levels  who  will  speak 
on  the  role  of  the  physician  assistant.  The  names  of 
the  speakers  will  appear  in  the  January  issue  of  The 
Journal. 

Planned  in  connection  with  the  Interim  Meeting 
are  an  Orientation  Program  for  new  members  of 
KMA  and  a meeting  of  the  Woman’s  Auxiliary  to 
KMA.  Doctor  Cawood  urges  all  physicians  to  make 
their  reservations  early  and  to  read  the  December 
Communicator  for  further  reservation  details. 


Mr.  McConnell 
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KMA  Surpasses  2400  Mark  With 
Addition  of  22  New  Members 

For  the  first  time  in  its  history,  the  Kentucky 
Medical  Association  reports  2400  active  members. 
Including  inactive,  associate,  emeritus,  service,  re- 
tired and  transfer  members,  the  total  membership 
is  2768.  according  to  records  of  the  membership 
department  as  of  November  25. 

Twenty-two  physicians  have  recently  joined  KMA 
as  active  members.  Four  new  members  from  Louis- 
ville are  Joanne  D.  Corum,  M.D.,  Gordon  L.  Gut- 
mann.  M.D..  David  S.  Nightingale,  M.D.,  and  Wil- 
liam M.  Schreiber.  M.D. 

New  members  from  Lexington  include  Robert  P. 
Belin,  M.D.,  William  S.  Bost,  Jr.,  M.D..  Glenn  E. 
Flair.  M.D.,  Daniel  C.  MacDougall,  M.D.,  John  E. 
Plumlee,  M.D.  and  Matthew  C.  Shaw,  M.D. 

Paducah  physicians  joining  KMA  recently  include 
Charles  E.  Hogancamp,  M.D..  Glenn  E.  Hogancamp, 
M.D.,  J.  Jeff  Johnson,  M.D.,  and  Elmer  W.  Ylitalo, 
M.D. 

Other  new  members  are  Jim  K.  Goodrum,  M.D., 
Bowling  Green;  Allen  J.  Hamon,  M.D.,  Carlisle; 
William  P.  McElwain.  M.D.,  Frankfort;  Frederick 
E.  DePriest,  M.D.  and  Lincoln  M.  de  Sousa,  M.D., 
both  of  Harlan;  Joseph  D.  Alter,  M.D.  and  Marshall 
Tad  Morgan.  M.D.,  both  of  Hazard,  and  Tom  Evans, 
Jr..  M.D.,  Henderson. 

Dr.  C.  Kenneth  Peters  Elected 
As  KEMPAC  Board  Chairman 

C.  Kenneth  Peters,  M.D.,  Louisville,  was  elected 
chairman  of  the  KEMPAC  Board  at  its  annual  meet- 
ing November  13.  Doctor  Peters  succeeds  John  C. 
Quertermous,  M.D.,  Murray,  KMA  President-Elect. 

Elected  as  KEMPAC  secretary-treasurer  was  R. 
Burke  Casper.  M.D.,  Louisville.  New  Board  members 
are  John  S.  Oldham,  M.D.,  Owensboro  (2nd  Con- 
gressional District  representative);  Carl  J.  Bruegge- 
mann.  M.D..  Covington  (4th);  John  P.  Hill,  Jr., 
M.D.,  Somerset  (5th);  Carl  H.  Scott,  M.D.,  Lexing- 
ton (6th),  and  Max  D.  Jones,  M.D.,  Pikeville  (7th). 

Membership  in  KEMPAC  is  at  an  all-time  high, 
according  to  records  in  the  KEMPAC  office. 

Book  On  Chiropractic  Available 
To  Kentucky  Physicians 

Copies  of  the  book  entitled  At  Your  Own  Risk, 
the  case  against  chiropractic,  by  Ralph  Lee  Smith, 
are  now  available  to  Kentucky  physicians  at  fifty 
cents  a copy,  if  purchased  from  the  KMA  Head- 
quarters Office,  according  to  David  B.  Stevens,  M.D., 
chairman  of  the  Committee  on  Cults. 

This  independently  written,  privately  published 
book  is  being  used  as  a major  tool  in  medicine's 
attempt  to  inform  the  public,  and  especially  the  legis- 
lators, about  chiropractic. 

It  was  suggested  by  the  Committee  on  Cults  that  a 
number  of  physicians  would  want  to  make  the  book 
available  to  their  patients  by  displaying  it  in  their 
waiting  rooms. 
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Attending  the  first  planning  conference  for  the  1975 
revision  of  the  United  States  Pharmacopeia  were  (left  to 
right)  : E.C.  Seeley,  M.D.,  London,  KMA  delegate  to  the 
U.S.P.  convention;  William  M.  Heller,  Ph.D.,  Executive 
Director  of  the  U.S.P.,  Washington,  D.C.,  and  Joseph  V. 
Sw'ntosky,  Ph.D.,  dean  of  the  University  of  Kentucky 
College  of  Pharmacy. 

Dr.  Seeley  Represents  KMA  At 
U.S.P.  Conference  Oct.  20 

A conference  concerning  the  United  States  Phar- 
macopeia was  conducted  by  the  College  of  Pharma- 
cy of  the  University  of  Kentucky  on  October  20. 
Composed  of  representatives  from  both  pharmacy 
and  medicine  in  Kentucky,  the  conference  was  the 
first  of  its  kind  ever  held  in  the  150-year  history  of 
the  United  States  Pharmacopeia  Convention. 

E.  C.  Seeley,  M.D.,  London,  represented  the  Ken- 
tucky Medical  Association  at  the  conference.  Other 
representatives  of  medicine  were  Charles  W.  Goro- 
detsky, M.D.,  U.K.  College  of  Medicine;  Donald  E. 
Knapp,  Ph.D.,  D.D.S.,  U.K.  College  of  Dentistry; 
Russell  E.  Teague.  M.D.,  Kentucky  Department  of 
Mental  Health  and  Harold  O.  Klingele,  M.D.,  Uni- 
versity of  Louisville  School  of  Medicine. 

The  purpose  of  the  U.S.P.  conference  was  to 
attempt  to  find  ways  of  making  the  U.S.P.  have 
greater  usefulness  in  pharmaceutical  and  medical 
practice.  Such  information  will  guide  in  planning 
the  1975  revision  of  the  U.S.P. 

KNA  Elects  1st  President-Elect 
At  63rd  Annual  Convention 

The  Kentucky  Nurses  Association  chose,  for  the 
first  time,  a president-elect  at  their  63rd  Annual 
Convention,  held  October  22-24  at  the  Kentucky 
Hotel.  Louisville. 

Mrs.  Effie  Kemp.  Paducah,  former  KNA  vice 
president,  will  serve  as  the  Association's  president- 
elect for  the  1969-70  year.  Mrs.  Ruth  Spurrier,  elected 
KNA  President  for  a two-year  term  in  1968,  pre- 
sided at  the  convention. 

The  theme  of  the  three-day  meeting  was  “Unity” 
and  topics  discussed  included  “Cardiac  Emergencies,” 
"How  to  Work  with  Older  People,”  “Professional 
Nursing  and  the  Social  Interest,”  and  “Freedom  to 
Achieve.” 

Miss  Louise  Jimm,  Lexington,  was  elected  vice 
president  and  Miss  Mary  Margaret  Walters,  Louis- 
ville, was  named  KNA  secretary. 
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KMA  Committees  and  Commissions  for  the  1969-70  Associational  Year 


ANNUAL  MEETING  ACTIVITIES 

Scientific  Program  Committee 

Allan  M.  Lansing,  M.D..  Louisville,  Chairman 
Walter  L.  Cawood,  M.D..  Ashland 
John  C.  Quertermous,  M.D..  Murray 
Peter  P.  Bosomworth,  M.D.,  Lexington 
R.  Glenn  Greene,  M.D.,  Owensboro 
Ralph  M.  Denham,  M.D.,  Louisville 
J.  Sankey  Williams.  M.D.,  Nicholasville 


Scientific  Exhibits  Committee 

T.  R.  Marshall,  M.D.,  Louisville.  Chairman 
J.  William  Hollingsworth,  M.D.,  Lexington 
Benjamin  B.  Jackson,  M.D.,  Louisville 
Arnold  C.  Williams,  M.D..  Lexington 


Awards  Committee 

Richard  F.  Grise,  M.D.,  Bowling  Green,  Chairman 
William  A.  Blodgett,  M.D..  Louisville 
Frank  L.  Duncan.  M.D.,  Monticello 
C.  Wayne  Franz,  M.D.,  Ashland 
Douglas  E.  Scott,  M.D.,  Lexington 


MEDICAL  EDUCATION  AND  HOSPITALS 

Committee  on  Medical  Education 

Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  Chairman 

Douglas  M.  Haynes,  M.D.,  Louisville 

William  S.  Jordan.  Jr.,  M.D.,  Lexington 

Frank  R.  Lemon,  M.D.,  Lexington 

Elmer  G.  Prewitt,  M.D.,  Corbin 

Carl  H.  Scott,  M.D..  Lexington 

William  J.  Temple,  M.D.,  Covington 


Subcommittee  on  Coronary  Care  Units 

Henry  W.  Post.  M.D.,  Louisville,  Chairman 
M.  Cary  Blaydes.  M.D.,  Lexington 
Robert  L.  Hast,  M.D.,  Owensboro 
William  B.  Russell,  M.D.,  Bowling  Green 
Gerard  A.  Weigel,  M.D.,  Somerset 


Hospital  Committee 

James  B.  Holloway,  M.D.,  Lexington,  Chairman 

Clyde  M.  Brassfield,  M.D.,  Elizabethtown 

Carl  J.  Brueggemann,  M.D.,  Covington 

John  E.  Cotthoff,  M.D.,  Hopkinsville 

Royce  E.  Dawson,  M.D.,  Owensboro 

Lewis  Dickinson,  M.D.,  Glasgow 

James  L.  Ferrell,  M.D..  Paris 

Ellis  A.  Fuller,  Jr„  M.D.,  Louisville 

W.  Fielding  Rubel.  M.D.,  Louisville 

Okey  H.  Sanford,  M.D.,  Ashland 

Warren  E.  Sloan,  M.D.,  Paducah 

Oscar  W.  Thompson,  Jr.,  M.D.,  Pikeville 

Cordell  H.  Williams,  M.D.,  Hazard 


Committee  on  Educational  Television 

Thomas  L.  Heavern,  Jr.,  M.D.,  Highland  Heights, 
Chairman 

R.  K.  Brown,  M.D..  Georgetown 
Kearney  B.  Daniel,  Jr.,  M.D.,  Danville 
John  B.  Floyd,  Jr..  M.D.,  Lexington 
Douglas  M.  Haynes,  M.D.,  Louisville 


Eli  Khouri,  Jr.,  M.D..  Paducah 
Frank  R.  Lemon.  M.D.,  I.exington 
James  B.  Tolliver,  M.D.,  Whitesburg 
William  P.  VonderHaar.  M.D.,  Louisville 


Technical  Advisors 

Frank  Miller,  Program  Director,  WAVE,  Louisville 
Victor  A.  Sholis,  WHAS,  Louisville 
Leonard  Press,  Director,  ETV  for  Kentucky, 
Lexington 


Disaster  Medical  Care  Committee 

William  T.  Rumage,  Jr.,  M.D.,  Louisville,  Chairman 

Howell  J.  Davis,  M.D..  Owensboro 

George  E.  Estill,  M.D..  Maysville 

Richard  D.  Floyd,  M.D.,  Lexington 

Donald  C.  Haugh,  M.D..  Mayfield 

E.  Truman  Mays,  M.D.,  Louisville 

Robert  E.  Reichert,  M.D.,  Covington 

John  A.  Ritter,  M.D..  Harlan 


Cancer  Coordinating  Committee 

Condict  Moore.  M.D..  Louisville,  Chairman 
John  W.  Ambach.  Sr.,  M.D..  Louisville 
C.  Melvin  Bernhard.  M.D.,  Louisville 
Robert  H.  English,  M.D.,  Henderson 
Edward  J.  Fadell.  M.D..  Louisville 
Robert  H.  Greenlaw.  M.D.,  l.exington 
William  R.  Jewell,  M.D.,  Lexington 
Frank  R.  Pitzer,  M.D.,  Hopkinsville 
Benjamin  F.  Roach,  M.D.,  Midway 
Ralph  M.  Scott,  M.D.,  Louisville 
G.  Robert  Tanner,  M.D.,  Ft.  Thomas 
Robert  C.  Tate,  M.D.,  Louisville 


MEDICAL  SERVICES 

Advisory  Committee  to  Blue  Shield 

Kenneth  P.  Crawford.  M.D.,  Louisville,  Chairman — 
Pediatrics 

Walter  R.  Brewer,  M.D.,  Lexington — Urology 
Marvin  A.  Bowers,  Jr.,  M.D.,  Louisville — 
Anesthesiology 

Charles  O.  Bruce,  Jr„  M.D..  Louisville — 
Ophthalmology 

Thomas  J.  Ferriell,  Jr..  M.D..  Elizabethtown — 
General  Practice 

James  A.  Holbrook,  M.D..  Prestonsburg — 

General  Practice 

W.  Donald  Janney.  M.D.,  Covington — Radiology 
C.  Nicholas  Kavanaugh,  Jr.,  M.D.,  Lexington- 
Internal  Medicine 

J.  Keith  Linville,  M.D.,  Central  City — 

Internal  Medicine 

James  T.  McClellan,  M.D..  Lexington — Pathology 
Robert  L.  McClendon,  M.D..  Louisville — - 
Internal  Medicine 

Willis  P.  McKee,  M.D.,  Shelbyville — Surgery 
William  K.  Massie,  Jr.,  M.D.,  Lexington — 
Orthopedic  Surgery 

Okey  H.  Sanford,  M.D..  Ashland — General  Practice 
David  C.  Shipp,  M.D.,  Louisville — Proctology 
Edwin  P.  Solomon,  M.D.,  Louisville — 

Obstetrics  & Gynecology 
Harvey  R.  St.  Clair,  M.D.,  Louisville — Psychiatry 
Wellington  B.  Steward,  M.D..  Lexington — Pathology 
Garnett  J.  Sweeney,  M.D.,  Liberty — General  Practice 
John  C.  Weeter,  M.D.,  Louisville — Plastic  Surgery 
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Advisory  Committee  to  Blue  Cross 

George  W.  Pedigo,  M.D..  Louisville.  Chairman 

Dwight  L.  Blackburn.  M.D.,  Berea 

Robert  M.  Blake,  M.D..  Maysville 

Milton  Comer,  M.D.,  Louisville 

James  R.  Dade.  M.D..  Hopkinsville 

Robert  L.  Davis,  M.D..  Winchester 

Marvin  B.  Dillon,  M.D.,  Paris 

Richard  F.  Grise,  M.D.,  Bowling  Green 

James  B.  Holloway.  M.D.,  Lexington 

James  M.  Keightley,  M.D.,  Harrodsburg 

Esten  S.  Kimbel,  M.D..  Frankfort 

Howard  B.  McWhorter,  M.D..  Ashland 

Theodore  T.  Myre,  M.D..  Paducah 

Sam  A.  Overstreet,  M.D.,  Louisville 

James  R.  Schrand.  M.D..  Florence 

John  J.  Sonne,  M.D.,  Bardstown 


Committee  on  Occupational  Health 
Physical  Medicine  & Rehabilitation 

John  E.  Eckerle.  M.D.,  Louisville,  Chairman 
William  K.  Massie,  Jr.,  M.D.,  Lexington 
Joseph  E.  Kutz,  M.D.,  Louisville 
Thomas  M.  Marshall,  M.D.,  Louisville 
Walter  L.  O’Nan.  M.D.,  Henderson 
John  E.  Trevey,  M.D.,  Lexington 


Maternal  Mortality  Study  Committee 

John  A.  Petry,  M.D.,  Fern  Creek,  Chairman 
John  W.  Ambach,  Sr.,  M.D.,  Louisville 
Glenn  W.  Bryant,  M.D..  Louisville 
Joe  M.  Bush,  M.D.,  Mt.  Sterling 
James  R.  Collins,  M.D..  Lexington 
Joseph  F.  Daugherty,  M.D.,  Florence 
Preston  V.  Dilts,  Jr.,  M.D.,  Lexington 
William  C.  Durham,  M.D.,  Louisville 
Donald  E.  Edger,  M.D.,  Lexington 
Lewis  Francis,  M.D.,  Lexington 
John  D.  Handley,  M.D.,  Hodgenville 
Edwin  H.  Hanekamp,  M.D.,  Owensboro 
Douglas  M.  Haynes,  M.D..  Louisville 
Robert  L.  Houston,  Jr.,  M.D.,  Eminence 
George  C.  McClain,  M.D.,  Benton 
Clarence  J.  McGruder,  M.D.,  Henderson 
R.  D.  Pitman,  M.D.,  Williamsburg 
Jere  C.  Robertson,  M.D.,  Hopkinsville 
John  H.  Siehl,  M.D.,  Covington 
James  F.  Williamson,  M.D.,  Ashland 
Walter  M.  Wolfe,  Jr.,  M.D.,  Louisville 
John  W.  Greene,  M.D.,  Lexington 
Robert  J.  Griffin,  M.D.,  Lexington 


MISCELLANEOUS  ACTIVITIES 

Advisory  Committee  to  Selective  Service 

Glenn  U.  Dorroh,  M.D.,  Lexington,  Chairman 

Sam  A.  Overstreet,  M.D.,  Louisville.  Vice  Chairman 

George  P.  Archer,  M.D.,  Prestonsburg 

Willard  M.  Buttermore,  M.D.,  Corbin 

Sydney  G.  Dyer,  M.D.,  LaCenter 

J.  Duffy  Hancock,  M.D.,  Louisville 

Alvin  D.  Poweleit,  M.D.,  Covington 

Russell  E.  Teague,  M.D.,  Frankfort 

L.  O.  Toomey,  M.D.,  Bowling  Green 

Tom  F.  Whayne,  M.D..  Lexington 

George  H.  Widener,  Jr.,  M.D.,  Paducah 

Walter  M.  Wolfe,  M.D.,  Louisville 

Marcus  G.  Randall,  D.D.S.,  Louisville 

L.  S.  Shirrell.  D.V.M.,  Frankfort 

Miss  Celestia  Uftring,  R.N.,  Louisville 


Committee  to  Study  the  Constitution  and  Bylaws 

Robert  L.  McClendon,  M.D.,  Louisville.  Chairman 

Matthew  C.  Darnell,  Jr.,  M.D.,  Lexington 

Edwin  R.  Davis,  M.D.,  Hopkinsville 

Mitchel  B.  Denham,  M.D.,  Maysville 

Lawrence  T.  Hiltz,  M.D.,  Covington 

Max  P.  Jones,  M.D.,  Pikeville 

R.  J.  Phillips,  M.D.,  Owensboro 

Michael  D.  Thomas,  M.D.,  Somerset 

Charles  A.  Webb,  M.D.,  Ashland 

Interim  Meeting  Program  Committee 

Walter  L.  Cawood,  M.D.,  Ashland,  Chairman 
John  C.  Quertermous,  M.D.,  Murray 
William  W.  Hall,  M.D.,  Owensboro 
Thornton  E.  Bryan,  Jr.,  M.D.,  Cadiz 
Mrs.  Hoyt  Gardner,  President.  Woman's  Auxiliary, 
Louisville 

Gabe  A.  Payne,  Jr.,  M.D.,  Hopkinsville 

Committee  on  Plans  and  Development 

Thornton  E.  Bryan,  M.D.,  Cadiz,  Chairman  (1970) 
Henry  B.  Asman,  M.D.,  Louisville  (1972) 

Robert  M.  Blake,  M.D.,  Maysville  (1971) 

Carl  J.  Brueggemann,  M.D.,  Covington  (1970) 
Douglas  M.  Haynes,  M.D.,  Louisville 
Frank  R.  Lemon,  M.D.,  Lexington 
Robert  N.  McLeod,  Jr.,  Somerset  (1971) 

Dan  A.  Martin,  M.D.,  Madisonville  (1970) 

Paul  J.  Parks,  M.D.,  Bowling  Green  (1972) 

Robert  E.  Pennington,  M.D.,  London  (1972) 

William  J.  Sandman,  Jr.,  M.D.,  Louisville  ( 1970) 
George  A.  Sehlinger,  M.D..  Louisville  (1972) 

John  G.  Stober,  Sr.,  M.D.,  Louisville  (1971 ) 

John  E.  Trevey,  M.D.,  Lexington  (1971) 

UK  SAM  A President,  Mr.  Paul  S.  Armstrong, 
Lexington 

UL  SAMA  President,  Mr.  Allen  Tonkin.  Louisville 


McDowell  House  Board  of  Managers 

Laman  A.  Gray,  M.D.,  Louisville,  Chairman 
Robert  C.  Bateman,  M.D.,  Danville 

B.  B.  Baughman,  M.D.,  Frankfort 
Mr.  Sterling  Coke,  Lexington 

Mr.  James  L.  Cogar,  Harrodsburg 
Mr.  George  Grider,  Danville 
Eugene  H.  Conner,  M.D.,  Louisville 
Blaine  Lewis,  Jr.,  M.D.,  Louisville 
Richard  H.  Segnitz,  M.D.,  Lexington 
Doctor  Earl  P.  Sloane,  Lexington 
Mr.  Enos  Swaine,  Danville 

Memorials  Commission 

Eugene  H.  Conner,  M.D..  Louisville,  Chairman 
D.  P.  Hall,  M.D.,  Louisville 
J.  Duffy  Hancock,  M.D.,  Louisville 
Francis  M.  Massie,  M.D.,  Lexington 
M.  David  Orrahood,  M.D..  Owensboro 
James  M.  Stevenson,  M.D.,  Brooksville 

LEGISLATIVE  ACTIVITIES 

Committee  on  Legislative  Activities 

Hoyt  D.  Gardner,  M.D.,  Louisville,  Chairman, 
National  Affairs 

Fred  C.  Rainey,  M.D..  Elizabethtown.  Chairman, 
State  Affairs 

Harold  B.  Barton,  M.D.,  Corbin 

C.  Melvin  Bernhard,  M.D.,  Louisville 
Daryl  P.  Harvey,  M.D.,  Glasgow 
David  A.  Hull,  M.D.,  Lexington 
John  P.  Stewart,  M.D.,  Frankfort 


heavenly  relief 
for  unearthly  cough 
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ASTRO 


Benylin 

EXPECTORANT 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


Appearances  may  be  deceiving 


It  may  be  tetracycline 
but  it’s  not  ACHROMYCIN  V 

Tetracycline  HC1 

unless  it  bears  this  signature. 


250  mg.  and  100  mg.  capsules 


Contraindications:  Hypersensitivity  to  tetracyclines. 
Warning:  In  renal  impairment,  since  liver  toxicity  is  possible, 
lower  doses  are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations.  Photodynamic 
reaction  to  sunlight  may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  exposure; 
discontinue  treatment  if  skin  discomfort  occurs. 
Precautions:  Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and  may 
cause  dental  staining  during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy,  early  childhood). 


Side  Effects:  Gastrointestinal— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema, 
anaphylaxis.  Intracranial— bulging  fontanels  in  young 
infants.  Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


530-9 


symptoms  of  mixed  anxiety-depression  are  rarely  clear-cut.. 
but  they  are  often  a clear  indication  For 

Mellaril" 

(thioridazine) 

25  mg.  t.i.d. 


effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 
Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 
Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuropsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  Skin— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other— A single  A 
case  described  as  parotid  swelling. 

SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  SANDOZ  69-384 


GOVERNMENTAL  MEDICAL  SERVICES 


COMMUNICATION  AND  PUBLIC  SERVICE 

Committee  on  Orientation 

Carl  Cooper,  Jr.,  M.D.,  Bedford,  Co-chairman 

C.  Wyatt  Norvell,  M.D.,  New  Castle,  Co-chairman 

Glenn  F.  Baird,  M.D.,  Florence 

Winston  L.  Burke,  M.D.,  Lexington 

Robert  C.  Long,  M.D.,  Louisville 

Harvey  A.  Page,  M.D.,  Pikeville 


Coordinating  Commission  on  Governmental 
Medical  Services 

Edward  N.  Maxwell,  M.D.,  Louisville,  Chairman 
Marvin  A.  Bowers,  Jr.,  M.D.,  Louisville 
Thomson  R.  Bryant,  Jr.,  M.D.,  Lexington 
Frank  M.  Gaines,  Jr.,  M.D.,  Louisville 
Walter  I.  Hume,  Jr..  M.D.,  Louisville 


Committee  on  Health  Careers 

Joseph  Hamburg,  M.D.,  Lexington,  Chairman 
Mohammad  Atik,  M.D.,  Louisville 
C.  Wayne  Franz,  M.D..  Ashland 
Mrs.  Rose  Gardner,  Louisville 
Hal  E.  Houston,  Jr..  M.D..  Murray 


Committee  on  Community  and  Rural  Health 

John  M.  Baird,  M.D.,  Danville,  Chairman 
William  K.  Keller,  M.D.,  Louisville 
Stephen  B.  Kelley.  M.D.,  Somerset 
Adam  Miller,  M.D.,  Lexington 
George  R.  Tanner,  M.D.,  Ft.  Thomas 
Jesse  W.  Tapp,  M.D.,  Lexington 
Thomas  S.  Wallace,  Jr..  M.D.,  Louisville 

Committee  on  School  Health,  Physical  Education 
& Medical  Aspects  of  Sports 

O.  B.  Murphy,  M.D.,  Lexington,  Chairman 
Charles  D.  Clark,  M.D.,  Murray 
Guy  C.  Cunningham,  M.D.,  Ashland 
Samuel  W.  Gehring,  M.D..  Flemingsburg 
Vaughn  Lee  Fisher,  Jr.,  M.D.,  Bowling  Green 
Richard  F.  Greathouse,  M.D.,  Louisville 
William  B.  Haley,  M.D.,  Paducah 
Robert  A.  Hall,  M.D.,  Paintsville 
James  K.  Hurlocker,  M.D.,  Harlan 
Leslie  W.  Langley,  M.D.,  Elizabethtown 
V.  Wayne  Lowe,  M.D.,  Madisonville 
Noble  T.  MacFarlane,  Jr.,  M.D..  Lexington 
Robert  N.  McLeod,  M.D.,  Somerset 
William  A.  McManus,  M.D.,  Owensboro 
James  F.  Siles,  M.D.,  Covington 
Alec  Spencer,  M.D.,  West  Liberty 
Ronald  E.  Waldridge.  M.D.,  Shelby vil le 


Cults  Committee 

David  B.  Stevens,  M.D..  Lexington,  Chairman 
Morris  M.  Garrett,  M.D.,  Covington 
Harold  D.  Haller,  M.D.,  Louisville 
Martin  Z.  Kaplan,  M.D.,  Louisville 
Charles  R.  Rogers,  M.D.,  Ashland 
James  G.  Sills,  M.D.,  Hardinsburg 
James  O.  Willoughby,  M.D..  Bowling  Green 


Senior  Day  Committee 

Hoyt  D.  Gardner,  M.D.,  Louisville,  Chairman 
Walter  I.  Hume,  Jr.,  M.D.,  Louisville 
Richard  B.  McElvein,  M.D.,  Lexington 
Myron  G.  Sandifer,  M.D.,  Lexington 
Eugene  H.  Conner,  M.D.,  Louisville 
Jacqueline  A.  Noonan,  M.D.,  Lexington 
Ji-toong  Ling.  M.D..  Louisville 


Advisory  Committee  to  Woman’s  Auxiliary 

Henry  B.  Asman,  M.D.,  Louisville,  Chairman 
George  F.  Brockman.  M.D.,  Greenville 
Robert  E.  Pennington,  M.D.,  London 


Technical  Advisory  Committee  on 
Physician  Services  (Title  XIX) 

Thomson  R.  Bryant,  Jr.,  M.D.,  Lexington,  Chairman 

Wallas  N.  Bell,  M.D.,  Sturgis 

Lawrence  U.  Gilliam,  M.D.,  Corbin 

Robert  T.  Longshore,  M.D.,  Covington 

.1.  Sankey  Williams,  M.D..  Nicholasville 


Advisory  Committee  on  Title  XVIII 
(Social  Security  Act) 

Edward  N.  Maxwell,  M.D.,  Louisville,  Chairman 

James  B.  Cox,  M.D.,  Hopkinsville 

Irving  F.  Kanner.  M.D.,  Lexington 

W.  A.  Litzenberger,  M.D.,  Elizabethtown 

Robert  E.  Smith,  M.D.,  Covington 

Charles  B.  Spalding,  M.D.,  Bardstown 

Max  E.  Wheeler.  M.D..  Ashland 


Claims  & Utilization  Review  Committee 

Marvin  A.  Bowers,  Jr.,  M.D.,  Louisville,  Chairman — 
Anethesia 

W.  Burford  Davis,  M.D.,  Louisville — Thoracic  Surgery 
Orville  T.  Evans,  M.D..  Lexington — Proctology 
Stuart  E.  Harlowe,  M.D..  Louisville — Urology 
Maurice  Kaufmann,  M.D.,  Lexington — Allergy 
H.  Burl  Mack,  M.D..  Pewee  Valley — General  Practice 
Roy  A.  Martin.  M.D.,  Louisville — Otolaryngology 
Andrew  M.  Moore,  M.D.,  Lexington — 

Plastic  and/or  Reconstructive  Surgery 
Roy  H.  Moore,  Jr.,  M.D.,  Louisville — General  Surgery 
M.  David  Orrahood,  M.D.,  Owensboro — Pathology 
Robert  M.  Runge,  M.D.,  Covington — 

Orthopaedic  Surgery 

Harvey  R.  St.  Clair,  M.D.,  Louisville — Psychiatry 
S.  R.  Scheen.  M.D.,  Louisville — 

Dermatology  and/or  Syphilology 
Ludwig  H.  Segerberg,  M.D.,  Louisville — 

Neurology  and/or  Neurosurgery 
James  E.  Skaggs,  Jr.,  D.D.S.,  Louisville — Oral  Surgery 
Orson  P.  Smith,  Jr.,  M.D.,  Louisville — Radiology 
Edwin  P.  Solomon,  M.D.,  Louisville — 

Obstetrics  and/or  Gynecology 
Robert  S.  Tillett,  M.D.,  Louisville — Internal  Medicine 
Faull  S.  Trover,  M.D.,  Madisonville — Pediatrics 
Charles  F.  Wilson,  M.D.,  Pikeville — Ophthalmology 


Committee  on  Appalachian  and  OEO  Programs 

Frank  M.  Gaines,  Jr.,  M.D.,  Louisville,  Chairman 

James  A.  Baumgarten.  M.D..  Owensboro 

Jesse  Bell,  M.D..  Louisville 

Harold  L.  Bushey,  M.D.,  Barbourville 

James  A.  Holbrook,  M.D.,  Prestonsburg 

Garner  E.  Robinson,  M.D.,  Ashland 

Walter  H.  Stepchuck,  M.D.,  Evarts 

Cordell  H.  Williams,  M.D.,  Hazard 

Harvey  Sloane.  M.D..  Louisville 
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AD  HOC  COMMITTEES 

Ad  Hoc  Committee  on 
Comprehensive  Health  Planning 

George  F.  Brockman.  M.D.,  Greenville,  Chairman 

William  W.  Hall,  M.D.,  Owensboro 

Rex  E.  Hayes,  M.D.,  Glasgow 

Lee  C.  Hess,  M.D..  Florence 

Andrew  M.  Moore,  M.W.,  Lexington 

Charles  C.  Rutledge.  M.D..  Hazard 

George  A.  Sehlinger,  M.D.,  Louisville 


KMA-KNA  Joint  Advisory  Committee 

A.  Evan  Overstreet,  M.D.,  Louisville,  Physician’s 
Chairman 

Kenneth  Crawford,  M.D.,  Louisville 
Frank  M.  Gaines.  Jr.,  M.D.,  Louisville 
Charles  R.  Perry,  M.D.,  Covington 
Charles  N.  Tarkington,  M.D.,  Lexington 
Samuel  D.  Weakley,  Jr.,  M.D.,  Louisville 
Tom  F.  Whayne,  M.D.,  Lexington 


Ad  Hoc  Committee  to  Study  the  Problem 
of  Occupational  Pulmonary  Disease 

John  E.  Eckerle,  M.D.,  Louisville,  Chairman 
William  H.  Anderson,  M.D.,  Louisville 
Mitchel  B.  Denham,  M.D.,  Maysville 
William  C.  Hambley,  M.D.,  Pikeville 
Joseph  H.  Humpert,  Lakeside  Park 
Edward  N.  Maxwell.  M.D.,  Louisville 
J.  Kent  Trinkle,  M.D.,  Lexington 


Ad  Hoc  Committee  on  Finance 

Henry  B.  Asman,  M.D..  Louisville,  Chairman 
George  F.  Brockman,  M.D.,  Greenville 
Ballard  W.  Cassady,  M.D.,  Pikeville 
Lee  C.  Hess,  M.D.,  Florence 
Keith  P.  Smith.  M.D..  Corbin 


Committee  on  Air  and  Water  Pollution 

(to  be  appointed) 


Special  Medicine  and  Religion 
Representative  to  AMA 

J.  Campbell  Cantrill,  M.D.,  Georgetown 


SAMA  Representatives 

University  of  Louisville — 

Hoyt  D.  Gardner,  M.D.,  Louisville 
University  of  Kentucky — 

Donald  Edger,  M.D.,  Lexington 


Twelfth  Norton  Seminar 
To  Be  Held  Dec.  18 

Norton  Memorial  Infirmary  will  hold  its  Twelfth 
Annual  Medical  Seminar  on  December  18,  according 
to  James  R.  Peterdorf,  vice-president  of  the  Infirm- 
ary. 

“Thyroid-Parathyroid”  will  be  the  theme  of  the 
day-long  session,  in  which  hospital  staff  members 
and  other  physicians  will  participate. 

Guest  speaker  for  the  program  will  be  James  A. 
Pittman,  M.D.,  director,  division  of  endocrinology 
and  metabolism.  University  of  Alabama,  Birming- 
ham. Doctor  Pittman  will  speak  on  “Thyroid  Nodules 
and  Cancer”  and  “Graves  Disease:  It’s  Nature  and 
Treatment.” 


1970  Officers  Elected  At 
Annual  MLA  Meeting 

Elliott  H.  Morse,  librarian.  College  of  Physicians 
of  Philadelphia,  was  elected  president  of  the  Medical 
Library  Association  during  its  Annual  Meeting  in 
Louisville,  October  26-30. 

Other  officers  elected  were  Donald  Washburn,  di- 
rector, Bureau  of  Library  and  Indexing  Service. 
American  Dental  Association,  vice  president  and 
president-elect;  Sylvia  Haabala,  reference  librarian. 
Mayo  Clinic,  secretary,  and  Ann  E.  Kerker,  librarian. 
School  of  Veterinary  Medicine,  Purdue  University, 
treasurer. 

The  1970  Annual  Meeting  of  the  Medical  Library 
Association  will  be  held  in  New  Orleans,  May  17-22. 

Rural  Health  Conference  Set 
April  9-10  in  Milwaukee 

“Let’s  Put  you  in  Comm-U-nity  Health”  is  the 
theme  for  the  23rd  National  Conference  on  Rural 
Health  to  be  held  April  9-10  at  the  Pfister  Hotel  and 
Tower,  Milwaukee,  Wise. 

Clifford  M.  Hardin.  Ph.D..  Secretary  of  Agricul- 
ture, will  deliver  the  keynote  address,  “The  Chal- 
lenge for  Rural  America”  at  the  two-day  session 
which  is  sponsored  by  the  Council  on  Rural  Health 
of  the  American  Medical  Association. 

Other  participants  will  deal  with  the  impact  of 
drugs  and  student  unrest  on  health,  meeting  the 
health  needs  of  the  rural  poor,  emergency  medical 
services  and  pollution’s  effect  on  America. 

Public  Health  Assn.  Elects  Two 

Charles  F.  Blankenship,  M.D.,  Frankfort,  was 
elected  chairman  of  the  Kentucky  Association  of 
Public  Health  Physicians  at  a September  25  meeting 
during  the  KMA  Annual  Session.  Margaret  A. 
Limper.  M.D.,  Louisville,  was  named  secretary  of  the 
specialty  group.  A vice  president  will  be  elected  at 
a later  meeting. 
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3n  jWemoriam 


TRACY  I.  DOTY,  M.D. 

Pikeville 

1902-1969 

Tracy  I.  Doty,  M.D.,  67,  a general  practitioner 
from  Pikeville,  died  August  23.  Death  was  attributed 
to  a coronary  thrombosis.  Doctor  Doty  graduated  in 
1927  from  the  University  of  Louisville  Medical 
School. 


patients  freedom  of  movement,  thus  promo- 
ting their  comfort  and  recovery. 

The  authors  are  grateful  to  Drs.  Ted. 
Lynch,  Sam  Smith,  Sam,  Evan  and  Robert 
Overstreet  who  allowed  their  patients  to  be 
utilized  in  this  project.  (Cases  1 & 2). 

Generic  and  Trade  Name  of  Drugs 

Sodium  cephalothin- — Keflin 
hydrocortisone  sodium  succinate — Solu 
Cortef. 

dcslanoside — Cedil  anid-D 
nandrolone  phenpropionate — Durabolin 


JOHN  P.  GENTILE,  M.D. 

Jeffersonville,  Ind. 

1900-1969 

John  P.  Gentile,  M.D.,  69,  health  officer  for  the 
New  Albany-Floyd  County  Health  Department,  died 
September  28  in  New  Albany.  Doctor  Gentile,  a 1926 
graduate  of  the  Louisville  Medical  College,  was  sec- 
retary of  the  New  Albany  Board  of  Health  in  1937, 
then  became  head  of  the  New  Albany-Floyd  County 
Health  Department  in  1964.  In  World  War  II  he 
served  four  years  as  an  Army  physician.  He  is  a 
former  president  of  the  Floyd  County  Tuberculosis 
Association. 


HENRY  C.  BURKHART,  M.D. 

Harlan 

1899-1969 

Henry  C.  Burkhart,  M.D..  69.  a general  practitioner 
in  Harlan  since  1929,  died  September  29.  Death  was 
attributed  to  arteriosclerotic  heart  disease.  A 1928 
graduate  of  the  Chicago  Medical  School,  Doctor 
Burkhart  was  a member  of  the  Southern  Medical 
Association,  Kentucky  Academy  of  General  Practice 
and  American  Academy  of  General  Practice. 


Percutaneous — Weakley  and  Mays 

(Continued  from  page  906) 

puncture  of  the  subclavian  vein  avoids  the 
antecubital  cutdown  and  expedites  the  moni- 
toring of  central  venous  pressure.  It  allows 
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[ Full  speed  ahead, 
j Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


Gotta  make  a 
pit  stop  to  take 
my  cough  syrup. 

L A 


Cough  Caltners 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM’  Glyceryl  guaiaco- 
late,  50  mg  , Dextromethorphan  hydrobromide,  7.5  mg. 
A H Robins  Company,  Richmond,  Virginia  23220 
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Committee  on  Educational  Television 


KMA  Committee  Reports 


Claims  and  Utilization  Review  Committee 

Marvin  A.  Bowers,  Jr.,  M.D.,  Louisville,  Chairman 

KMA  Headquarters  Office  October  30,  1969 

The  KMA  Claims  and  Utilization  Review  Com- 
mittee held  its  first  meeting  of  the  Associational  year 
on  October  30,  1969.  Members  of  the  Advisory  Com- 
mittee on  Title  XVIII  and  the  Technical  Advisory 
Committee  on  Physician  Services  (Title  XIX)  were 
invited  as  guests  to  the  meeting.  Also  invited  were: 
Mr.  Donald  R.  Smith,  Manager  of  the  Medicare 
Office,  Metropolitan  Life,  Lexington;  Claude  M. 
Eberhart,  M.D.,  Associate  Medical  Director,  Metro- 
politan Life,  New  York;  Mr.  Charles  Parker.  Chair- 
man of  the  Kentucky  Health  Insurance  Council  and 
representative  of  Travelers  Insurance  Company,  Louis- 
ville; Mr.  Bruce  McKinney,  Supervisor  of  Part  B, 
Medicare,  Railroad  Retirement  Board  of  Beneficiaries, 
Travelers  Insurance  Company.  Louisville;  Mr.  Francis 
Batridge,  Metropolitan  Life  Insurance  Company, 
Louisville;  and  Mr.  Tom  Stroud.  Medicare  Division. 
Kentucky  Physicians  Mutual,  Inc.,  Louisville. 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tuberciF 
lin  testing  with  the  white  LEDERTINE™  Applicator 
a routine  part  of  your  physical  examinations? 

L TUBERCULIN 
(r  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

4SB>  lederle  laboratories 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 
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Thomas  L.  Heavern,  Jr.,  M.D., 

Highland  Heights,  Chairman 

KMA  Headquarters  Office  November  5,  1969 

The  KMA  Educational  Television  Committee  met 
recently  to  make  plans  for  the  next  PANMED  pro- 
gram schedule.  Beginning  in  January,  the  second 
phase  of  the  medically  oriented  program  series  will 
be  broadcast  over  the  Kentucky  Educational  Tele- 
vision Network.  Included  on  the  13  program  series 
are  two  programs  on  cancer  and  two  on  heart 
disease. 

The  next  physician-oriented  program  will  be  “Clin- 
ical Use  of  Cardiac  Pacemakers”  and  will  be  shown 
throughout  on  the  KETV  Network  at  9:30  p.m., 
Wednesday,  January  7,  1970,  and  in  the  Louisville 
area  over  Channel  15  at  10:00  p.m.,  January  12, 
1970. 


Scientific  Program  Committee 

Allan  M.  Lansing,  M.D.,  Louisville,  Chairman 

KMA  Headquarters  Office  November  5,  1969 

The  Scientific  Program  Committee  met  recently  to 
plan  the  General  Scientific  Sessions  for  the  1970  KMA 
Annual  Meeting.  The  program  this  year  will  consist 
of  a blend  of  individual  presentations,  panel  discus- 
sions and  a film,  and  the  popular  “Crackerbarrel 
Session”  will  be  repeated  again  this  year. 

The  chairman  of  the  Scientific  Program  Committee 
and  KMA  President,  Walter  L.  Cawood,  M.D.,  will 
meet  with  the  sixteen  specialty  groups  that  cooperate 
in  the  annual  meeting  on  Thursday,  December  18, 
to  plan  their  section  of  the  program. 


Hydroxyurea — Yarbro  and  Leavell 

(Continued  from  page  901) 

17.  Colsky,  J.,  Greenspan,  E.  M , and  Warren,  T N.  Hepatic 
Fibrosis  in  Children  with  Acute  Leukemia  after  Therapy  with 
Folic  Acid  Antagonists.  Arch.  Path.  59/1 98-206,  1955. 

18.  Hutter,  R.  V.  P.  et  al.  Hepatic  Fibrosis  in  Children  with 
Acute  Leukemia.  Cancer.  73/288-307,  I960. 

19.  Coe,  R.  O.,  and  Bull,  F.E.  Cirrhosis  Associated  with 
Methotrexate  Treatment  of  Psoriasis.  J.A.Al.A.  206: 1515-1520, 
1968. 

20.  Haim,  S.,  and  Alroy,  G.  Methotrexate  in  Psoriasis.  1: 
1165,  1967. 

21.  Dresler,  W.  F.  C.,  and  Stein,  R.  Uber  den  Hydroxylharn- 
staff.  Justus  Liebig’s  Ann.  Chem.  Pharm.  750/242-252,  1869 

22.  Kennedy,  B.  J.,  and  Yarbro,  J.  W.  Metabolic  and  Thera- 
peutic Effects  of  Hydroxyurea  in  Chronic  Myelogenous  Leukemia 
J.A.M.A.  795/1038-1043.  1966. 

23.  Yarbro,  J.  W.,  Kennedy,  B.  J.,  and  Barnum,  C.  P. 
Hydroxyurea  Inhibition  of  DNA  Synthesis  in  Ascites  Tumor. 
Proc.  Nat.  Acad.Sci.  53/1 033-1 035,  1965. 

24.  Kennedy,  B.  J.,  and  Yarbro,  J.  W.  Hydroxyurea  in 
Chronic  Myelogenous  Leukemia.  Trans  .Assoc.  Am.  Phy.  78: 
391-399,  1965. 

25.  Yarbro,  J.  W.  Unpublished  Observations. 

26.  Weinstein,  G.  D.,  and  Van  Scott,  E.  J.  A M. A.  Annual 
Convention,  New  York,  1965. 

27.  Smith.  H.  C.,  Boutwell,  R.  K.,  Potter,  V.  R.  Effects  of 
Hydroxyurea  on  DNA  and  RNA  Synthesis  in  Normal  Skin 
Liver  and  Thymus.  Can.  Res.  28: 2217-2227,  1968. 
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no  ui 


purpose 


it  works 

(usually 
for  10  to  12 
hours*) 


tussjonex  suspension/tablets:  Each  teaspoonful  (5  cc.)  or 
tablet  of  TUSSIONEX  contains  5 mg.  hydrocodone  (Warning: 


as  cation 


exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  — oral  Rx  where  state  laws  permit. 
indications:  Coughs  associated  with  respiratory  infections 


and  bronchogenic  carcinoma. 

* dosage:  Adults:  1 teaspoonful  (5  cc.)  or  tablet  every  8-12  hours, 
Children:  Under  1 year:  1/4  teaspoonful  every  12  hours. 

From  1-5  years : 1 /2  teaspoonful  every  1 2 hours.  Over  5 years : 

1 teaspoonful  every  12  hours. 

side  effects:  May  include  mild  constipation,  nausea,  facial 
pruritus,  or  drowsiness.  & 

For  complete  detailed  information,  refer  to  package  insert  or 


ies  Divisioi 
Rochester, 


coughing 
is  not  a harmless 
privilege” 


■Current  Therapy  1967,  ed.  by  Conn,  H.  F.,  P.  88' 


His  heart  tells  him  he’s  an  invalid. 
You  know  he’s  not. 


Photograph  professionally  posed. 


Contraindications:  History  of  sensitivity  to  meprobamate. 


Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


nxiety  is  expected  in  the  cardiovascular  patient, 
. little  may  even  be  desirable. 

ut  when  anxiety  is  exaggerated  . . . when  it 
iterferes  with  sleep  . . . when  it  aggravates 
ardiovascular  symptoms,  your  help  may 
e needed. 

aturally,  you'll  want  to  reassure  the  patient. 

nd  perhaps  prescribe  Equanil  (meprobamate) 

3 adjunctive  therapy.  It  helps  relieve  anxiety 
id  tension  specifically,  yet  gently. 

Imost  15  years'  use  has  shown  that  Equanil 
usually  well  tolerated  as  well  as  effective, 
ide  effects  are  generally  limited  to  transient 
'owsiness;  serious,  therapy-interrupting 
de  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg./day 
are  not  recommended. 

Composition:  Tablets/200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Equanir 

(meprobamate) 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  5 00  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  p.  poythress 


COMPANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 


tonacetMoati 


When  <liarrhea  separates 
a man  from  his  job...  DONNAGEL; 


The  concert  was  just  underway, 
\\  hen  to  the  conductor's  dismay 
Cramps  and  diarrhea. 

Did  so  quickly  appear. 


The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
ike  at  the  most  inopportune  time,  it  takes  a comprehensive  agent  to  treat  the 
al  diarrheal  syndrome  and  help  get  the  patient  hack  on  the  joh.  That’s  why 
many  physicians  rely  on  Donnagel,  especially  during  the  fall  and  winter 
inths  when  “flu”  and  viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin  combination, 
also  contains  the  belladonna  alkaloids  to  calm  GI  hypermotility  and  help 
ieve  the  distressing  discomforts  which  so  often  accompany  diarrhea.  Certainly 
less  expensive  and  more  convenient  than  taking  two  medications.  And  the 
sage  is  lower  too.  Available  in  the  handy  4-oz.  plastic  bottle  at  pharmacies 
rywhere  on  your  prescription  or  recommendation. 


H-POBINS  A.  H.  Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220 


• Diarrhea  and  its  Discomforts 

DonnageF 

:h  fluid  ounce  contains:  Kaolin,  6 Cm.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate, 
037  mg.;  Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.; 
lium  benzoate  (preservative),  60  mg.;  Alcohol,  3.8%. 
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Robitussin  AX’ I 


Robftussin-PE  j 


COUGH  FC 
forCtiildiw 
and  Adults 


- >4Mh 

K J 0/ 

A HU  THERE'S  A ROBITUSSIN  FOR  EVERY  COUGHING  NEED 


All  the  Robitussins  contain  gylceryl 
guaiacolate,  an  outstanding  expec- 
torant agent  that  greatly  increases 
the  output  ot  lower  respiratory  tract 
fluid.  Increased  RTF  volume  exerts  a 
demulcent  effect  on  the  tracheo- 
bronchial mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easierto  raise. 

For  coughs  of  colds  and  "flu” 
ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 
ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Dextromethorphan 
hydrobromide  ....  15.0  mg. 

Alcohol,  1 .4% 


Use  this  handy  guide  to  pick  the  right  formulation  for  each  coughing  need 


Robitussin 

Robitussin-DM 

Robitussin  A-C 

Robitussin-PE 

Cough  Calmers 

Expectorant 

• 

• 

• 

• 

• 

Demulcent 

• 

• 

• 

• 

• 

Cough  Suppressant 

• 

• 

• 

Antihistamine 

• 

Long-Acting  (6-8  hours) 

• 

• 

Nasal,  Sinus  Decongestant 

• 

Non-narcotic 

• 

• 

• 

• 

/MPOBINS  A.  H.  Robins  Company.  Richmond,  Va.  23220 


For  unproductive  allergic  coughs 
ROBITUSSIN  A-C® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Pheniramine  maleate  . . 7.5  mg. 

Codeine  phosphate  . . . 10.0  mg. 

(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Phenylephrine 

hydrochloride 10.0  mg. 

Alcohol,  1.4% 

Robitussin-DM  in  solid 
form  for  "coughs  on  the  go” 

COUGH  CALMERS™ 

Each  Cough  Calmer  contains: 
Glyceryl  guaiacolate  . . 50,0  mg. 

Dextromethorphan 
hydrobromide  ....  7.5  mg. 
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Definitions 

Article  I.  Name  of  Association 
The  name  and  title  of  this  organization  shall  be  the 
Kentucky  Medical  Association. 

Article  II.  Purpose  of  the  Association 

The  purpose  of  the  Association  shall  be  to  federate 
and  bring  into  compact  organization  the  entire  medi- 
cal profession  of  the  State  of  Kentucky  and  to  unite 
with  similar  associations  in  other  states  to  form  the 
American  Medical  Association,  with  a view  to  the 
extension  of  medical  knowledge;  the  advancement  of 
medical  science  and  charity;  the  evaluation  of  the 
standards  of  medical  education;  the  enactment  and 
enforcement  of  just  medical  laws;  the  promotion  of 
friendly  intercourse  among  physicians  and  the  guard- 
ing and  fostering  of  their  material  interests;  the 
protection  of  the  members  thereof  against  unjust  as- 
saults upon  their  professional  care,  skill  or  integrity; 
and  to  the  enlightenment  and  direction  of  public 
opinion  in  regard  to  the  great  problems  of  state 
medicine  so  that  the  profession  shall  become  more 
capable  and  honorable  within  itself  and  more  useful 
to  the  public  in  the  prevention  and  cure  of  disease 
and  in  prolonging  and  adding  comfort  to  life. 

Article  III.  Component  Societies 

Component  societies  shall  consist  of  those  medical 
societies  which  hold  charters  from  this  Association. 

Article  IV.  Composition  and  Meetings  of  the  Association 
The  Association  shall  consist  of  the  members  of 
the  component  societies  but  the  House  of  Delegates 
shall  have  authority  to  adopt  such  bylaws  regulating 
the  admission  and  classification  of  members  as  it 
may  deem  advisable.  The  Association  shall  hold  an 
Annual  Meeting  and  such  Special  Meetings  as  may 
be  called  pursuant  to  the  bylaws. 


Article  V.  Officers 

Section  l.  The  officers  of  this  Association  shall  be 
a President,  a President-elect,  a Vice  President,  a 
Secretary,  a Treasurer,  a Speaker  and  Vice  Speaker 
of  the  House  of  Delegates,  a Trustee  and  an  Alter- 


nate Trustee  from  each  district  that  may  be  estab- 
lished; and  such  other  officers  as  may  be  provided 
for  in  the  Bylaws. 

Section  2.  The  eligibility,  duties  and  terms  of  of- 
fice of  all  officers  of  the  Association  shall  be  as 
prescribed  in  the  Bylaws. 

Section  3.  All  officers  shall  serve  until  their  suc- 
cessors have  been  elected  and  installed. 

Section  4.  All  officers  shall  be  elected  by  the  House 
of  Delegates  at  its  Regular  Session  and  shall  take 
office  on  the  last  day  of  the  Annual  Meeting. 

Article  VI.  House  of  Delegates 

Section  1.  The  House  of  Delegates  shall  be  the 
legislative  body  of  the  Association  and  shall  have 
power,  by  a two-thirds  vote  of  all  the  delegates 
present  at  that  session,  to  adopt  bylaws  to  carry  out 
the  provisions  of  this  Constitution  and  to  provide  for 
the  government  of  the  Association  in  any  other  man- 
ner not  inconsistent  with  this  Constitution.  It  shall 
meet  in  Regular  Session  annually  during  the  Annual 
Meeting  of  the  Association,  and  may  be  called  into 
Special  Session  under  such  conditions  as  may  be 
prescribed  in  the  bylaws. 

Section  2.  Delegates  shall  be  members  of  and 
elected  by  component  societies  in  such  manner  as 
may  be  provided  in  the  bylaws.  Officers  of  the  As- 
sociation, Delegates  and  Alternate  Delegates  to  the 
American  Medical  Association,  and  the  five  im- 
mediate Past  Presidents  shall  be  ex  officio  members 
of  the  House  of  Delegates  and  entitled  to  vote. 

Section  3.  The  House  of  Delegates  shall  elect  a 
Speaker  and  a Vice-Speaker,  one  of  whom  shall  pre- 
side during  the  meetings  of  the  House  of  Delegates. 
The  presiding  officer  shall  not  be  entitled  to  a vote 
except  in  the  event  of  a tie. 

Section  4.  The  House  of  Delegates  shall  be  the 
final  judge  as  to  the  qualification  of  its  members. 

Article  VII.  Districts,  Sections  and  District  Societies 

The  House  of  Delegates  shall  divide  the  state  into 
Districts  composed  of  one  or  more  counties,  for  ad- 
ministrative purposes.  It  may  also  provide  for  a di- 
vision of  the  scientific  work  of  the  Association  into 
appropriate  Sections,  and  for  the  organization  of  such 
District  Societies,  composed  exclusively  of  members 
of  component  societies,  as  will  promote  the  best  in- 
terests of  the  profession. 

Article  VIII.  Board  of  Trustees 

The  House  of  Delegates  shall  make  provision  in 
the  bylaws  for  a Board  of  Trustees  composed  of  one 
Trustee  from  each  District  and  such  of  the  other 
officers  of  the  Association  as  the  House  may  deem 
appropriate,  which  shall  be  charged  with  the  general 
direction  of  the  Association’s  affairs  during  the 
interim  between  meetings  of  the  House.  The  House 
may  delegate  such  powers  to  the  Board  of  Trustees  as 
are  not  specifically  required  by  this  Constitution  to  be 
exercised  by  the  House,  and  may  limit  the  Board’s 
powers  to  such  extent  as  it  may  determine  to  be  nec- 
essary or  desirable.  Provided,  however,  that  in  no 
event  shall  the  Board  of  Trustees  have  power  to  com- 
mit the  Association  to  any  course  of  action  which  is 
contrary  to  or  at  variance  with  any  policy  established 
by  the  House  of  Delegates. 
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Article  IX.  Funds  and  Expenses 

The  House  of  Delegates  shall  provide  funds  for 
meeting  the  expenses  of  the  Association  by  such 
methods  and  from  such  sources  as  it  may  select, 
including  but  not  limited  to  an  equal  per  capita  assess- 
ment by  class  of  membership,  upon  each  component 
county  society.  Funds  may  be  appropriated  by  the 
House  of  Delegates  to  defray  the  expenses  of  the  an- 
nual session,  for  publications  and  for  such  other 
purposes  as  will  promote  the  welfare  of  the  Associa- 
tion and  the  profession. 

Article  X.  Referendum 

The  membership  of  the  Association,  by  written 
petition  signed  by  not  less  than  10%  of  the  active 
membership,  may  obtain  a referendum  on  any  ques- 
tion pending  before  the  House  of  Delegates.  The 
Secretary,  upon  the  presentation  of  such  a petition  to 
him  shall  cause  the  question  to  be  submitted  to  the 
active  membership  by  mail,  and  if  a majority  of  the 
active  members  shall  signify  its  approval  or  dis- 
approval of  a certain  policy  or  course  of  action  with 
respect  to  the  question  thus  submitted,  the  will  of  the 
majority  shall  determine  the  question  and  shall  be 
binding  upon  the  House  of  Delegates  and  the  As- 
sociation upon  certification  of  the  result  of  the  vote 
by  the  Secretary  to  the  President  and  Board  of 
Trustees. 


CHAPTER  I.  MEMBERSHIP 

Section  1.  Membership  in  this  Association  shall  be 
coterminous  with  membership  in  a component  county 
society.  No  physician  shall  be  eligible  for  membership 
in  this  Association  unless  he  is  a member,  in  good 
standing  of  a component  society,  nor  may  he  main- 
tain membership  in  a component  county  society 
unless  he  is  a member,  in  good  standing  of  this  As- 
sociation. 

When  a physician  who  meets  the  qualifications 
hereinafter  set  forth,  is  certified  to  the  Secretary  as 
a member  in  good  standing  of  a component  society, 
properly  classified  as  to  type  of  membership,  and 
when  the  dues  pertaining  to  his  membership  classifi- 
cation have  been  received  by  the  Secretary  of  the 
Association,  the  name  of  the  member  shall  be  in- 
cluded in  the  official  roster  of  the  Association  and 
he  shall  be  entitled  to  all  the  privileges  of  his  class 
of  membership.  Provided,  however,  that  members  in 
good  standing  from  other  state  societies  may,  if 
admitted  to  membership  by  a component  society,  be 
accepted  by  KMA  for  membership  without  paying 
dues  for  the  remainder  of  the  calendar  year  in  which 
the  transfer  is  made.  Provided  further,  that  the  Board 
of  Trustees  shall  have  power,  upon  written  applica- 
tion, approved  annually  by  the  county  society  of 
which  the  applicant  is  a member,  to  excuse  any 
member  from  the  payment  of  dues  because  of  finan- 
cial hardship. 


Article  XI.  The  Seal 

The  Association  shall  have  a common  Seal  with 
power  to  break,  change  or  renew  the  same  at  pleasure. 


Article  XII.  Amendments 

The  House  of  Delegates  may  amend  any  article  of 
this  Constitution  by  a two-thirds  vote  of  the  delegates 
registered  at  the  Regular  Session,  provided  that  such 
amendment  shall  have  been  presented  in  open  meeting 
at  the  previous  regular  session,  and  that  it  shall  have 
been  sent  officially  to  each  component  county  so- 
ciety at  least  two  months  before  the  session  at  which 
final  action  is  to  be  taken. 

Article  XIII.  Definitions 

Whenever  used  in  this  Constitution,  the  Articles  of 
Incorporation  or  the  Bylaws — 

(a)  “County  society,”  “component  county  so- 
ciety,” or  “component  medical  society”  means  “com- 
ponent society.” 

(b)  “Annual  Meeting”  means  the  annual  three- 
day  meeting  of  the  Association. 

(c)  “Scientific  Sessions”  mean  those  sessions  dur- 
ing the  Annual  Meeting  at  which  scientific  subjects 
are  programmed  and  discussed. 

(d)  “Regular  Session”  means  the  regular  session 
of  the  House  of  Delegates  which  is  held  during  the 
Annual  Meeting. 

(e)  “Special  Session”  means  a special,  called  meet- 
ing or  session  of  the  House  of  Delegates. 


Chapter  I. 
Chapter  II. 

Chapter  III. 
Chapter  IV. 
Chapter  V. 
Chapter  VI. 
Chapter  VII. 
Chapter  VIII. 
Chapter  IX. 
Chapter  X. 
Chapter  XT. 
Chapter  XII. 
Chapter  XIII 


BYLAWS 

Membership 

Annual  and  Special  Meetings  of  the 
Association 

The  House  of  Delegates 

Election  of  Officers 

Duties  of  Officers 

Board  of  Trustees 

Discipline — The  Judicial  Council 

Standing  Committees  and  Councils 

Assessments  and  Expenditures 

Rules  of  Conduct 

Rules  of  Order 

County  Societies 

Amendments 


Section  2.  Membership  in  the  Association  shall  be 
divided  into  eight  classes,  to-wit:  Active,  Emeritus, 
Associate,  Inactive,  Student,  Service,  Honorary  and 
Special. 

(a)  Active  Members.  The  active  membership  of 
the  Association  shall  consist  of  the  active  members 
of  the  various  component  medical  societies.  To  be 
eligible  for  active  membership  in  any  component 
society,  the  applicant  must  be  a physician  who 
holds  an  unrestricted  or  limited  license  to  practice 
medicine  and  surgery  in  this  state,  and  who  is  of 
good  moral,  ethical  and  professional  standing. 
Nothing  contained  herein  shall  prevent  a com- 
ponent society  from  requiring  new  members  to 
occupy  provisional  status  for  a reasonable  time 
after  their  admittance  to  membership  under  any 
classification. 

(b)  Emeritus  Members.  Component  societies  may 
elect  as  a member-emeritus  any  doctor  of  medicine 
who  is  70  years  of  age  or  who  has  retired  from 
active  practice  and  who  has  previously  maintained 
active  membership  in  good  standing  in  his  own 
society  for  twenty  years  or  more.  Emeritus  mem- 
bers shall  have  the  right  to  vote  but  shall  not  pay 
dues,  hold  office  or  be  entitled  to  the  benefits  of 
Chapter  VI,  Section  9 of  these  Bylaws.  They  shall 
receive  the  Journal  and  other  publications  of  the 
Association. 

(c)  Associate  Members.  The  associate  membership 
of  the  Association  shall  consist  of  the  associate 
members  of  the  various  component  medical  socie- 
ties. To  be  eligible  for  associate  membership  in  any 
component  society,  the  applicant  must  qualify 
under  one  or  more  of  the  following  groups: 

(1)  Medical  officers  of  the  United  States  Army, 
Navy,  Air  Force,  Veterans  Administration,  Public 
Health  Service,  or  other  governmental  service 
while  on  duty  in  the  State. 

(2)  Interns,  residents  or  teaching  fellows  who 
are  doctors  of  medicine  and  who  have  complied 
with  all  pertinent  regulations  of  the  State  Board 
of  Health. 

(3)  Osteopathic  physicians  who  practice  allo- 
pathic medicine. 

Associate  members  shall  not  have  the  right  to  vote 
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nor  to  hold  office,  but  shall  receive  the  Journal  and 
other  publications  of  the  Association. 

(d)  Inactive  Members.  The  inactive  membership  of 
the  Association  shall  consist  of  the  inactive  mem- 
oers  of  the  various  component  county  societies. 
Any  doctor  of  medicine  licensed  to  practice  medi- 
cine in  Kentucky  who  is  not  engaged  in  the  practice 
of  medicine  but  who  is  otherwise  eligible  for  active 
membership  in  the  Association  may  be  admitted  to 
inactive  membership  by  any  component  county 
society.  Inactive  members  shall  not  have  the  right 
to  vote  nor  hold  office,  but  shall  receive  the  Journal 
and  other  publications  of  the  Association. 

(e)  Student  Members.  Any  student  in  an  accredited 
medical  school  in  Kentucky  or  any  resident  of 
Kentucky  who  is  a student  in  any  accredited  medi- 
cal school  in  the  United  States  shall  be  eligible 
for  student  membership.  Student  members  shall  not 
have  the  right  to  vote  nor  hold  office.  They  may 
apply  directly  to  the  State  Association  for  mem- 
bership and  be  assigned  to  the  county  society  of 
their  choice.  The  membership  year  for  student 
members  shall  run  from  September  1 to  August  31 
of  each  year. 

(f)  Service  Members.  Members  of  the  Association 
in  good  standing  who  enter  military  service  and 
are  ineligible  for  Associate  membership  shall  be 
classified  as  service  members.  Service  Members 
shall  not  be  required  to  pay  dues.  If  a member 
in  good  standing  enters  service  prior  to  April  1 
and  has  paid  his  dues  for  that  year,  he  shall 
receive  all  publications  and  other  benefits  ap- 
plicable to  his  class  of  membership  in  the  Associa- 
tion and  shall  owe  no  further  dues  until  January  1 
following  his  release.  If  a member  in  good  stand- 
ing enters  service  prior  to  April  1 without  paying 
his  dues  for  that  year,  he  shall  receive  publica- 
tions and  other  benefits  but  shall  owe  the  dues 
applicable  to  his  class  of  membership  immedi- 
ately following  his  release  from  active  duty. 
Members  whose  dues  have  not  been  received  by 
April  1 are  not  in  good  standing. 

(g)  Honorary  Members.  Any  physician  possessed 
of  scientific  attainments  who  is  a member  of  a 
constituent  state  medical  association  and  who  has 
participated  in  the  program  of  the  scientific  ses- 
sion and  who  is  not  a citizen  of  Kentucky  may  by 
unanimous  vote  of  the  House  of  Delegates  be 
elected  to  honorary  membership.  Honorary  mem- 
bers shall  be  entitled  to  the  privileges  of  the 
floor  in  ail  scientific  sessions. 

(h)  Special  Members.  Component  societies  may 
invite  dentists,  pharmacists,  funeral  directors,  or 
other  professional  persons  to  become  special  mem- 
bers. Special  members  shall  have  no  rights  or 
obligations  under  these  Bylaws,  but  may  be  ac- 
corded the  privilege  of  attending  and  participating 
in  the  scientific  meetings  of  the  society,  provided, 
however,  that  a registration  fee  may  be  required 
of  special  members  who  desire  to  attend  the  An- 
nual Meeting  of  the  Association. 

Section  3.  Guests  of  Honor.  Any  distinguished 
physician  not  a resident  of  this  State  may  become  a 
guest  of  honor  during  any  Annual  Meeting  upon 
invitation  of  the  Board  of  Trustees  and  shall  be  ac- 
corded the  privilege  of  participating  in  all  of  the 
scientific  work  of  that  meeting. 

Section  4.  No  person  who  is  finally  convicted  of 
a felony  subsequent  to  September  26,  1968,  shall  be 
eligible  for  membership  in  this  Association  unless 
and  until,  upon  proper  application  to  the  Judicial 
Council,  it  is  determined  that  he  is  morally  and 
ethically  qualified.  Except  as  provided  in  Chapter 
VII,  Section  4 of  these  Bylaws,  no  person  who  is 
under  sentence  of  suspension  or  expulsion  from  any 
component  society  of  this  Association  shall  be  en- 
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titled  to  any  of  the  rights  or  benefits  of  membership 
of  this  Association. 

Section  5.  Every  new  active  member  shall  be  re- 
quired to  attend  and  successfully  complete  an  orien- 
tation course  to  be  presented  at  stated  intervals  by 
the  Board  of  Trustees  or  one  of  its  committees.  The 
form  and  content  of  this  course  shall  be  prescribed 
by  the  Board  and  unless  excused  by  the  Board  for 
good  cause  shown,  failure  to  attend  and  successfully 
complete  the  course  within  two  years  after  the 
member  is  first  admitted  to  active  membership  shall 
automatically  revoke  the  delinquent’s  membership 
and  terminate  all  of  his  rights  and  privileges  as  a 
member,  and  he  shall  thereafter,  for  a period  of  one 
year,  be  ineligible  for  membership  in  any  component 
society,  and  shall  not  after  one  year  be  admitted  to 
membership  unless  and  until  he  has  successfully  com- 
pleted the  required  orientation  course. 


CHAPTER  II.  ANNUAL  AND  SPECIAL  MEETINGS 
OF  THE  ASSOCIATION 

Section  1.  The  Association  shall  hold  its  annual  and 
special  meetings  at  such  times  and  places  as  may  be 
determined  by  the  House  of  Delegates. 

Section  2.  The  Annual  Meeting  shall  consist  of  one 
or  more  scientific  sessions,  at  least  two  meetings  of 
the  House  of  Delegates,  and  such  other  gatherings 
as  may  be  authorized  by  the  Board  of  Trustees.  Each 
scientific  session  shall  be  presided  over  by  the  Presi- 
dent or  in  his  absence  or  disability  or  at  his  request 
by  the  President-Elect  or  such  officers  as  the  Board 
of  Trustees  may  direct.  The  entire  time  of  the 
scientific  sessions,  as  far  as  may  be,  shall  be  devoted 
to  papers  and  discussions  related  to  scientific  medi- 
cine. 

Section  3.  The  name  of  a physician  upon  the  proper- 
ly certified  roster  of  members  or  list  of  delegates  of 
a component  society  which  has  paid  its  annual  assess- 
ment, shall  be  prima  facie  evidence  of  his  right  to 
register  at  any  meeting  of  this  Association. 

Section  4.  Each  member  in  attendance  at  any  meet- 
ing shall  enter  his  name  on  the  registration  book 
indicating  the  component  society  of  which  he  is  a 
member.  When  his  right  to  membership  has  been 
verified  by  reference  to  the  roster  of  the  society,  he 
shall  receive  a badge  which  shall  be  evidence  of  his 
right  to  all  the  privileges  of  membership  at  that  meet- 
ing. No  member  or  delegate  shall  take  part  in  any 
of  the  proceedings  of  any  meeting  until  he  has  com- 
plied with  the  provisions  of  this  section. 


CHAPTER  III.  THE  HOUSE  OF  DELEGATES 

Section  1.  The  House  of  Delegates  shall  meet  in 
Regular  Session  at  the  time  and  place  of  the  Annual 
Meeting,  and  shall,  insofar  as  is  practicable,  fix  its 
hours  of  meeting  so  as  to  give  delegates  an  opportun- 
ity to  attend  the  scientific  sessions  and  other  proceed- 
ings. Provided,  however,  that  if  the  business  interests 
of  the  Association  and  profession  require,  the  Speaker, 
with  the  consent  of  the  Board  of  Trustees,  may  con- 
vene the  Regular  Session  in  advance  of  the  Annual 
Meeting,  and  the  House  may  remain  in  session  after 
the  final  adjournment  thereof. 

Section  2.  The  House  may  be  called  into  Special 
Session  by  the  President  with  the  approval  of  the 
Board  of  Trustees,  and  a special  session  shall  be 
called  by  the  President  on  the  written  request  of 
delegates  representing  fifty  or  more  component  so- 
cieties. The  purpose  of  all  special  sessions  shall  be 
stated  in  the  call,  and  all  business  transacted  at  any 
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such  special  session  shall  be  germane  to  the  stated 
purpose. 

Section  3.  When  a special  session  is  called,  the 
Secretary  shall  mail  a notice  of  the  time,  place,  and 
purpose  of  such  meeting  to  the  last  known  address 
of  each  delegate  at  least  ten  days  before  such  session. 

Section  4.  The  Speaker  shall,  by  virtue  of  his  office, 
be  responsible  for  making  all  arrangements  for  all 
sessions,  regular  or  special,  of  the  House. 

Section  5.  The  members  of  the  House  of  Delegates 
shall  be  elected  by  the  various  component  societies 
in  the  manner  prescribed  in  Chapter  XII  of  these 
Bylaws. 

Section  6.  In  the  event  a component  society  is  not 
represented  at  any  meeting  of  the  House,  the  Speaker 
shall  consult  with  any  officer  of  the  component  so- 
ciety who  is  in  attendance  and,  with  the  approval  of 
the  Credentials  Committee,  may  appoint  any  active 
member  of  such  component  society  who  is  in  at- 
tendance, as  its  alternate  delegate.  If  no  officer  of 
such  society  is  present,  the  Speaker  may  make  the 
appointment  without  consultation,  but  with  the  ap- 
proval of  the  Credentials  Committee.  All  such  ap- 
pointments shall  also  be  subject  to  the  approval  of 
the  House. 

Section  7.  Forty  per  cent  of  the  qualified  delegates, 
as  defined  by  Article  VI  of  the  Constitution,  shall 
constitute  a quorum  and  all  of  the  meetings  of  the 
House  shall  be  open  to  the  members  of  the  Associa- 
tion. The  House  shall  have  the  right  to  go  into  ex- 
ecutive session  whenever  in  its  judgment  such  action 
is  indicated;  except  that  active  members  of  the  Asso- 
ciation shall  have  the  right  to  attend  all  executive 
sessions. 

Section  8.  Each  resolution  introduced  into  the  House 
shall  be  in  writing  and  signed  by  the  author  and 
presented  to  the  Secretary  following  its  introduction. 
If  the  author  be  an  individual  member,  it  shall  be 
signed  by  him.  If  the  author  be  a group  of  members, 
it  shall  be  signed  by  the  authorized  spokesman  for 
that  group.  Immediately  after  the  Delegate  has  intro- 
duced the  Resolution,  it  shall  be  referred  to  the 
proper  Reference  Committee  before  action  thereon  is 
taken. 

Section  9.  No  resolution  shall  be  introduced  in  the 
first  meeting  of  the  House  of  Delegates  by  any  mem- 
ber or  group  of  members  other  than  the  Board  of 
Trustees  unless  a copy  thereof  was  furnished  to  the 
Headquarters  Office  at  least  seven  days  prior  to  its 
introduction.  The  only  exception  to  this  shall  be  that 
a resolution  which  has  been  signed  by  ten  or  more 
members  of  the  House  of  Delegates  and  of  which 
there  are  sufficient  printed  copies  to  distribute  to  each 
member  of  the  House  of  Delegates  may  be  received 
for  consideration  by  an  affirmative  vote  of  three- 
fourths  of  the  members  present  and  voting.  No  new 
business  shall  be  introduced  in  the  last  meeting  of  the 
House  without  unanimous  consent,  except  when  pre- 
sented by  the  Board  of  Trustees.  All  new  business  so 
presented  shall  require  the  affirmative  vote  of  three- 
fourths  of  those  delegates  present  and  voting,  for 
adoption. 

Section  to.  The  House  shall  give  diligent  attention 
to  and  foster  the  scientific  work  and  spirit  of  the 
Association,  and  shall  constantly  study  and  strive  to 
make  each  Annual  Meeting  a stepping  stone  to  further 
ones  of  higher  interest. 

Section  11.  It  shall  consider  and  advise  as  to  the 
material  interests  of  the  profession,  and  of  the  public 
in  those  important  matters  wherein  the  public  is 
dependent  upon  the  profession,  and  shall  use  its 
influence  to  secure  and  enforce  all  proper  medical 
and  public  health  legislation,  and  to  diffuse  informa- 
tion in  relation  thereto. 


Section  12.  It  shall  make  careful  inquiry  into  the 
condition  of  the  profession  of  each  county  in  the 
State,  and  shall  have  authority  to  adopt  such  methods 
as  may  be  deemed  most  efficient  for  building  up 
and  increasing  the  interest  in  such  county  societies 
as  already  exist  and  for  organizing  the  profession  in 
counties  where  societies  do  not  exist.  It  shall  especially 
and  systematically  endeavor  to  promote  friendly  inter- 
course between  physicians  of  the  same  locality  and 
shall  continue  these  efforts  until  every  physician  in 
every  county  of  the  State  who  will  agree  to  abide 
by  the  constitution,  bylaws  and  other  rules  and  regula- 
tions of  the  Association  and  the  appropriate  com- 
ponent society,  has  been  brought  under  medical  society 
influence. 

Section  13.  It  shall  encourage  postgraduate  work 
in  medical  centers  as  well  as  home  study  and  research 
and  shall  endeavor  to  have  the  results  of  the  same 
utilized  and  intelligently  discussed  in  the  county  soci- 
eties. 

Section  14.  It  shall  elect  representatives  to  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion in  accordance  with  the  Constitution  and  Bylaws 
of  that  body. 

Section  15.  It  shall,  upon  application,  provide  and 
issue  charters  to  county  societies  organized  in  con- 
formity with  the  Constitution  and  Bylaws  of  this 
Association. 

Section  16.  The  state  shall  be  divided  into  the  fol- 
lowing districts: 

No.  1 — Ballard,  Calloway,  Carlisle,  Fulton,  Graves, 
Hickman,  Livingston,  McCracken,  and  Marshall. 

No.  2 — Daviess,  Hancock,  Henderson,  McLean, 
Ohio,  Union,  and  Webster. 

No.  3 — Caldwell,  Christian,  Crittenden,  Hopkins, 
Lyon,  Muhlenberg,  Todd,  and  Trigg. 

No.  4 — -Breckinridge,  Bullitt,  Grayson,  Green,  Har- 
din, Hart,  Larue,  Marion,  Meade,  Nelson,  Taylor, 
and  Washington. 

No.  5 — Jefferson. 

No.  6 — Adair.  Allen.  Barren.  Butler,  Cumberland, 
Edmonson,  Logan,  Metcalf,  Monroe,  Simpson,  and 
Warren. 

No.  7— Anderson,  Carroll,  Franklin,  Gallatin, 
Grant,  Henry,  Oldham,  Owen,  Shelby,  Spencer,  and 
Trimble. 

No.  8 — Boone,  Campbell,  and  Kenton. 

No.  9 — Bath,  Bourbon,  Bracken,  Fleming.  Har- 
rison, Mason,  Nicholas,  Pendleton,  Scott,  and  Robert- 
son. 

No.  10 — Fayette,  Jessamine,  and  Woodford. 

No.  1 1 — Clark,  Estill,  Jackson,  Lee,  Madison, 
Menifee,  Montgomery,  Owsley,  Powell,  and  Wolfe. 

No.  12 — Boyle.  Casey,  Clinton,  Garrard.  Lincoln, 
McCreary,  Mercer,  Pulaski,  Rockcastle,  Russell,  and 
Wayne. 

No.  13 — Boyd,  Carter,  Elliott,  Greenup,  Lawrence, 
Lewis,  Morgan,  and  Rowan. 

No.  14 — Breathitt,  Floyd,  Johnson,  Knott,  Letcher, 
Magoffin,  Martin,  Perry,  and  Pike. 

No.  15 — Bell,  Clay,  Harlan,  Knox,  Laurels,  Leslie, 
and  Whitley. 

District  meetings  may  be  held  as  desired,  and  Dis- 
trict Medical  Associations  may  be  organized  as  de- 
sired, according  to  the  districts  outlined  above. 

Section  17.  It  shall  have  authority  to  appoint  com- 
mittees for  special  purposes  from  among  members  of 
the  Association  who  are  not  members  of  the  House 
of  Delegates  and  such  committees  may  report  to  the 
House  of  Delegates  in  person,  and  may  participate  in 
the  debate  thereon. 
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Section  18.  Except  as  provided  in  Chapter  VI, 
Section  4,  it  shall  approve  all  memorials  and  resolu- 
tions issued  in  the  name  of  the  Association  before  the 
same  shall  become  effective. 

Section  19.  A digest  of  proceedings  of  the  House 
of  Delegates  shall  be  published  in  the  Journal  of  the 
Association. 


CHAPTER  IV.  ELECTION  OF  OFFICERS 
AND  DELEGATES  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 

Section  1.  The  President-Elect  and  the  Vice  Presi- 
dent shall  be  elected  for  a term  of  one  year,  the 
President-Elect  succeeding  to  the  presidency  at  the 
expiration  of  his  term  as  President-Elect.  The  Vice 
President  shall  be  elected  from  the  same  general  area 
in  which  the  president  resides.  Delegates  to  the  AMA 
and  their  alternates  shall  be  elected  for  terms  of  two 
years.  The  Speaker  of  the  House  of  Delegates,  the 
Vice  Speaker,  the  Secretary,  and  the  Treasurer  shall 
be  elected  for  terms  of  three  years,  but  no  member 
shall  be  eligible  for  election  to  more  than  two  con- 
secutive full  terms  as  Secretary  or  Treasurer.  Trustees 
and  their  Alternates  shall  be  elected  for  terms  of 
three  years  and  Trustees  shall  be  limited  to  serving 
for  not  more  than  two  consecutive  full  terms.  The 
terms  of  the  Trustees  and  their  Alternates  shall 
coincide  and  be  so  arranged  that  one-third  of  the 
terms  expire  each  year,  insofar  as  possible,  provided, 
however,  that  nothing  contained  herein  shall  preclude 
an  Alternate  Trustee  from  serving  two  full  terms  as 
a Trustee.  No  member  shall  be  eligible  for  the  of- 
fice of  President,  President-Elect,  Vice  President, 
Speaker  or  Vice  Speaker  of  the  House  of  Delegates, 
Trustee  or  Alternate  Trustee  who  has  not  been  an 
active  member  of  the  Association  for  at  least  five 
years. 

Section  2.  During  the  last  meeting  of  the  regular 
session  of  the  House  of  Delegates,  the  Speaker  of 
the  House  of  Delegates  shall  submit  to  the  members 
of  the  House  of  Delegates  a list  of  ten  names  from 
which,  by  ballot,  the  House  of  Delegates  shall  select 
five  members  to  serve  as  the  Nominating  Committee 
for  the  next  year.  The  five  names  receiving  the 
most  votes  shall  form  the  committee.  The  committee 
shall  select  one  of  its  members  as  chairman  at  an 
organization  meeting  held  during  the  Interim  Meet- 
ing, or  at  some  other  appropriate  place  designated  by 
the  Board  of  Trustees  at  least  four  months  before 
the  Annual  Meeting.  The  committee,  in  addition  to 
such  other  meetings  as  it  may  choose  to  hold,  shall 
schedule  an  open  meeting  immediately  after  the  close 
of  the  first  meeting  of  the  House  at  each  Annual 
Meeting.  This  open  meeting  shall  be  held  in  the 
meeting  place  of  the  House  of  Delegates,  shall  re- 
ceive broad  publicity,  and  those  who  have  business 
to  discuss  with  the  committee  shall  have  a hearing. 
Before  noon  of  the  following  day,  the  committee 
shall  post  a bulletin  board  near  the  entrance  to  the 
hall  in  which  the  Annual  Meeting  is  being  held,  its 
nominations  for  each  office  to  be  filled,  and  shall 
formally  present  said  nominations  to  the  House  at 
the  time  of  the  election.  Additional  nominations  may 
be  made  from  the  floor  by  submitting  the  nomina- 
tions without  discussion  or  comment.  Vacancies  oc- 
curring on  the  Nominating  Committee  by  virtue  of 
death,  resignation,  or  disability,  shall  be  filled  by 
appointment  of  the  Speaker. 

Section  3.  The  election  of  officers  and  delegates  to 
the  AMA  and  their  alternates  shall  be  held  at  the 
second  meeting  of  the  regular  session  of  the  House 
of  Delegates. 


Section  4.  All  elections  shall  be  by  secret  ballot, 
and  a majority  of  the  votes  cast  shall  be  necessary  to 
elect.  Provided,  however,  that  when  there  are  more 
than  two  nominees,  the  nominee  receiving  the  least 
number  of  votes  on  the  first  ballot  shall  be  dropped 
and  the  balloting  shall  continue  in  like  manner  until 
an  election  occurs. 

Section  5.  Any  member  known  to  have  directly  or 
indirectly  solicited  votes  for,  or  sought  any  office 
within  the  gift  of  the  Association  shall  be  ineligible 
for  any  office  for  two  years. 

Section  6.  The  Delegates  representing  the  counties 
in  each  District  form  the  Nominating  Committee  for 
the  purpose  of  nominating  a Trustee  and  an  Alter- 
nate Trustee  for  the  District  concerned.  This  com- 
mittee shall  hold  a well-publicized  meeting  open  to 
all  active  members  of  the  District  concerned  who 
are  in  attendance  at  the  Annual  Meeting  for  the 
purpose  of  discussing  the  nomination  of  the  Trustee 
and  his  Alternate  to  serve  the  District.  Additional 
nominations  may  be  made  from  the  floor  when  the 
Nominating  Committee  makes  its  report  to  the  House 
of  Delegates. 


CHAPTER  V.  DUTIES  OF  OFFICERS 

Section  l.  Except  as  provided  in  Chapter  II,  Section 
2 hereof,  the  President  shall  preside  at  all  scientific 
sessions  of  the  Association  and  shall  appoint  all  com- 
mittees not  otherwise  provided  for.  He  shall  deliver 
an  annual  address  at  such  time  as  may  be  arranged 
and  shall  perform  such  duties  as  custom  and  parlia- 
mentary usage  may  require.  He  shall  be  the  real  head 
of  the  profession  in  the  State  during  his  term  of  office 
and  so  far  as  practicable,  shall  visit  by  appointment, 
the  various  sections  of  the  State  and  assist  the  Trus- 
tees in  building  up  the  county  societies  and  in  making 
their  work  more  practical  and  useful.  He  shall  be  re- 
imbursed for  his  reasonable  and  necessary  travel 
expense  incurred  in  the  performance  of  his  duties  as 
President,  in  an  amount  not  to  exceed  the  total 
amount  appropriated  for  that  purpose  in  the  annual 
budget. 

Section  2.  The  President-Elect  shall  assist  the  Presi- 
dent in  visitation  of  county  and  other  meetings.  He 
shall  become  president  of  the  Association  at  the  next 
Annual  Meeting  following  his  election  as  president- 
elect. In  the  event  of  his  death  or  resignation,  or  if 
he  becomes  permanently  disqualified  or  disabled,  his 
successor  shall  be  elected  by  the  House  of  Delegates 
and  shall  be  installed  as  President  of  the  Association 
at  its  next  regular  session. 

Section  3.  The  Vice  President  shall  assist  the  Presi- 
dent in  the  discharge  of  his  duties,  and  shall  perform 
such  other  duties  as  may  be  prescribed  by  the  Board 
of  Trustees.  In  the  event  of  a vacancy  in  the  office  of 
the  President,  the  Vice  President  shall  succeed  to 
the  office  of  the  President. 

Section  4.  The  President-Elect  and  the  Vice  Presi- 
dent, when  acting  for  and  in  behalf  of  the  President, 
may  be  reimbursed  for  their  reasonable  and  necessary 
travel  expenses  incurred  in  the  performance  of  their 
duties,  in  such  amounts  as  may  be  available  out  of 
the  sum  appropriated  in  the  annual  budget  for  travel- 
ing expenses  of  the  President. 

Section  5.  The  Speaker  of  the  House  shall  preside 
at  all  meetings  of  the  House  of  Delegates.  He  shall  ap- 
point all  committees  of  the  House  of  Delegates  with 
the  approval  of  the  House  of  Delegates.  He  shall  be  a 
non-voting  member  of  said  committees,  and  shall  per- 
form such  other  duties  as  custom  and  parliamentary 
usage  may  require. 
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Section  6.  The  Vice  Speaker  shall  assume  the  duties 
of  the  Speaker  in  his  absence,  and  shall  assist  the 
Speaker  in  the  performance  of  his  duties.  In  the  event 
of  the  death,  disability,  resignation,  or  removal  of  the 
Speaker,  the  Vice  Speaker  shall  automatically  become 
Speaker  of  the  House  of  Delegates. 

Section  7.  The  Secretary  shall  advise  the  Executive 
Director  in  all  secretarial  matters  of  this  Associa- 
tion and  shall  act  as  the  corporate  secretary  insofar 
as  the  execution  of  official  documents  or  institution 
of  official  actions  are  required.  He  shall  perform  such 
duties  as  are  placed  upon  him  by  the  Constitution  and 
Bylaws,  and  in  the  event  of  the  death,  resignation  or 
removal  of  the  Executive  Director,  shall  assume  the 
duties  of  that  office  until  the  vacancy  is  filled. 

Section  8.  The  Treasurer  shall  demand  and  receive 
all  funds  due  the  Association,  including  bequests  and 
donations.  He  shall,  if  so  directed  by  the  House  of 
Delegates,  sell  or  lease  any  real  estate  belonging  to 
the  Association  and  execute  the  necessary  papers  and 
shall,  subject  to  such  direction,  have  the  care  and  man- 
agement of  the  fiscal  affairs  of  the  Association.  All 
vouchers  of  the  Association  shall  be  signed  by  the 
Secretary  or  the  Executive  Director  and  shall  be 
countersigned  by  the  Treasurer  of  the  Association. 
Under  unusual  circumstances,  when  one  or  more  of 
the  above-named  officials  are  not  readily  available,  the 
President  or  the  Chairman  of  the  Board  of  Trustees 
is  authorized  to  sign  the  vouchers,  provided  that  in 
any  event  all  vouchers  of  the  Association  shall  bear  a 
signature  and  a counter-signature.  All  five  officials 
shall  be  required  to  give  bond  in  an  amount  to  be 
determined  by  the  Board  of  Trustees.  The  Treasurer 
shall  report  the  operations  of  h:s  office  annually  to  the 
House  of  Delegates,  via  the  Board  of  Trustees,  and 
shall  truly  and  accurately  account  for  all  funds  be- 
longing to  the  Association  and  coming  into  his  hands 
during  the  year.  His  accounts  shall  be  audited  annu- 
ally by  a certified  public  accountant  appointed  by  the 
Board  of  Trustees. 


CHAPTER  VI.  BOARD  OF  TRUSTEES 

Section  1.  The  Board  of  Trustees  shall  be  the 
executive  body  of  the  House  of  Delegates  and  be- 
tween sessions  of  the  House  of  Delegates  shall  exer- 
cise the  powers  conferred  upon  the  House  of  Dele- 
gates by  the  Constitution  and  Bylaws.  The  Board  of 
Trustees  shall  consist  of  the  duly  elected  Trustees  and 
the  President,  the  President-Elect,  the  Vice- 
President,  the  immediate  Past-President,  the  Speaker, 
and  Vice-Speaker  of  the  House  of  Delegates,  the 
Secretary,  the  Treasurer,  and  the  Delegates  to  the 
American  Medical  Association.  The  Executive  Com- 
mittee of  the  Board  of  Trustees  shall  consist  of  the 
President,  the  Vice  President,  the  President-Elect, 
the  Secretary,  the  Chairman  of  the  Board  of  Trustees, 
the  Vice  Chairman  of  the  Board  of  Trustees,  and 
two  trustees  to  be  elected  annually  by  the  Board 
of  Trustees.  A majority  of  the  full  Board,  to-wit,  14, 
and  a majority  of  the  full  Executive  Committee, 
to-wit,  4,  shall  constitute  a quorum  for  the  trans- 
action of  all  business  by  either  body.  Between  sessions 
of  the  Board,  the  Executive  Committee  shall  exer- 
cise all  of  the  powers  belonging  to  the  Board  except 
those  powers  specifically  reserved  by  the  Board  to 
itself. 

Section  2.  The  Board  shall  meet  daily,  or  as  re- 
quired, during  the  Annual  Meeting  of  the  Association 
and  at  such  other  times  as  necessity  may  require, 
subject  to  the  call  of  the  Chairman  or  on  petition  of 
three  Trustees.  It  shall  meet  on  the  last  day  of  the 
Annual  Meeting  for  reorganization  and  for  the  out- 
lining of  the  work  for  the  ensuing  year.  It  shall, 
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through  its  Chairman,  make  an  annual  report  to  the 
House  of  Delegates  at  such  time  as  may  be  pro- 
vided, which  report  shall  include  an  audit  of  the 
accounts  of  the  Treasurer  and  other  agents  of  this 
Association  and  which  shall  also  specify  the  character 
and  cost  of  all  the  publications  of  the  Association 
during  the  year,  and  the  amounts  of  all  other  property 
belonging  to  the  Association,  or  under  its  control, 
with  such  suggestions  as  it  may  deem  necessary. 
By  accepting  or  rejecting  this  report,  the  House  may 
approve  or  disapprove  the  action  of  the  Board  of 
Trustees  in  whole  or  in  part,  with  respect  to  any 
matter  reported  upon  therein.  In  the  event  of  a 
vacancy  in  any  office  other  than  that  of  President, 
the  Board  may  fill  the  same  until  the  annual  election. 

Section  3.  Each  Trustee  shall  be  organizer,  peace- 
maker and  censor  for  his  district.  He  shall  visit  each 
county  in  his  district  at  least  once  a year  for  the  pur- 
pose of  organizing  component  societies  where  none 
exist,  for  inquiring  into  the  condition  of  the  profession 
and  for  improving  and  increasing  the  zeal  of  the 
existing  component  societies  and  their  members.  He 
shall  likewise  hold  at  least  one  district  meeting  each 
year  in  order  to  afford  a forum  for  the  exchange  of 
views  on  problems  relating  to  organized  medicine  and 
for  postgraduate  scientific  study.  The  necessary  travel- 
ing expenses  incurred  by  a Trustee  in  the  line  of  his 
duties  herein  imposed  may  be  paid  by  the  Treasurer 
upon  a proper  itemized  statement,  but  this  shall  not  be 
construed  to  include  his  expenses  in  attending  the 
Annual  Meeting  of  the  Association. 

Section  4.  The  Board  shall  have  the  right  to  com- 
municate the  views  of  the  profession  and  of  the  As- 
sociation in  regard  to  health,  sanitation,  and  other 
important  matters,  to  the  public  and  press.  Such  com- 
munications shall  be  signed  by  the  President  of  the 
Association  and  the  Chairman  of  the  Board. 

Section  5.  The  Journal  of  the  Kentucky  Medi- 
cal Association  shall  be  the  official  organ  of  the 
Association  and  shall  be  published  under  the  super- 
vision of  the  Board.  The  Editor  of  the  Journal  shall 
be  elected  by  the  Board.  All  money  received  by  the 
Journal  or  by  any  member  of  its  staff  on  its  behalf, 
shall  be  paid  to  the  Treasurer  on  the  first  of  each 
month.  The  Board  shall  provide  for  and  superintend 
the  publication  and  distribution  of  all  proceedings, 
transactions,  and  memoirs  of  the  Association,  and 
shall  have  authority  to  appoint  such  assistants  to  the 
Editor  as  it  deems  necessary. 

Section  6.  All  commercial  exhibits  during  the  An- 
nual Meeting  shall  be  within  the  control  and  direction 
of  the  Board. 

Section  7.  In  the  event  of  the  death,  resignation, 
removal  or  disability  of  a Trustee,  between  sessions 
of  the  House  of  Delegates,  the  Alternate  Trustee 
shall  succeed  to  the  office  of  Trustee.  In  case  of  dis- 
ability, the  Alternate  shall  serve  until  the  disability 
is  removed  or  the  Trustee's  term  expires,  and  in  the 
absence  of  the  Trustee,  the  Alternate  Trustee  shall 
vote  in  his  place  and  stead. 

Section  8.  The  Association,  upon  the  request  of  any 
member  in  good  standing  who  is  a defendant  in  a 
professional  liability  suit,  will  provide  such  member 
with  the  consultative  service  of  competent  legal  coun- 
sel selected  by  the  Secretary  acting  under  the  general 
direction  of  the  Executive  Committee.  In  addition, 
the  Association  may,  upon  application  to  the  Board 
outlining  unusual  circumstances  justifying  such  ac- 
tion, provide  such  member  with  the  services  of  an 
attorney  selected  by  the  Board  to  defend  such  suit 
through  one  court. 

Section  9.  The  Board  shall  employ  an  Executive 
Director  whose  principal  duty  shall  be  to  carry  out 
and  execute  the  policies  established  by  the  House  of 
Delegates  and  the  Board.  His  compensation  shall  be 
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fixed  by  the  Board.  The  Executive  Secretary  shall  act 
as  general  administrative  officer  and  business  manager 
of  the  Association  and  shall  perform  all  administra- 
tive duties  necessary  and  proper  to  the  general  man- 
agement of  the  Headquarters  Office,  except  those 
duties  which  are  specifically  imposed  by  the  Constitu- 
tion and  Bylaws  upon  the  officers,  committees,  coun- 
cils and  other  representatives  of  the  Association.  He 
shall  refer  to  the  various  elected  officials  all  admin- 
istrative questions  which  are  properly  within  their 
jurisdiction. 

He  shall  attend  the  Annual  Meeting,  the  meetings 
of  the  House  of  Delegates,  the  meetings  of  the  Board, 
as  many  of  the  committee  and  council  meetings  as 
possible,  and  shall  keep  separately  the  records  of 
their  respective  proceedings.  He  shall,  at  all  times, 
hold  himself  in  readiness  to  advise  and  aid,  so  far 
as  is  possible  and  practicable,  all  officers,  committees, 
and  councils  of  the  Association  in  the  performance 
of  their  duties  and  in  the  furtherance  of  the  purposes 
of  the  Association.  He  shall  be  allowed  traveling  ex- 
penses to  the  extent  approved  by  the  Board. 

He  shall  be  the  custodian  of  the  general  papers  and 
records  of  the  Association  (including  those  of  the 
Treasurer)  and  shall  conduct  the  official  correspond- 
ence of  the  Association.  He  shall  notify  all  members 
of  meetings,  officers  of  their  election,  and  committees 
and  councils  of  their  appointment  and  duties. 

He  shall  account  for  and  promptly  turn  over  to 
the  Treasurer  all  funds  of  the  Association  which  come 
into  his  hands.  It  shall  be  his  duty  to  receive  all  bills 
against  the  Association,  to  investigate  their  fairness 
and  correctness,  to  prepare  vouchers  covering  the 
same,  and  to  forward  them  to  the  Treasurer  for  ap- 
propriate action.  He  shall  keep  an  account  with  the 
component  societies  of  the  amounts  of  their  assess- 
ments, collect  the  same,  and  promptly  turn  over  the 
proceeds  to  the  Treasurer.  He  shall  within  thirty 
days  preceding  each  Annual  Meeting,  submit  his 
financial  books  and  records  to  a certified  public  ac- 
countant, approved  by  the  Board,  whose  report  shall 
be  submitted  to  the  House  of  Delegates. 

He  shall  keep  a card  index  register  of  all  practition- 
ers in  the  State  by  counties,  noting  on  each  his  status 
in  relation  to  his  county  society  and  upon  request 
shall  transmit  a copy  of  this  list  to  the  American 
Medical  Association. 

He  shall  act  as  Managing  Editor  of  the  Journal 
of  the  Kentucky  Medical  Association  under  super- 
vision of  the  Board  and  in  a similar  capacity  to  the 
extent  that  other  publications  are  authorized  by  the 
House  of  Delegates. 

He  shall  perform  such  additional  duties  as  may 
be  required  by  the  House  of  Delegates,  the  Board, 
or  the  President,  and  shall  employ  such  assistants  as 
the  Board  may  direct.  He  shall  serve  at  the  pleasure 
of  the  Board,  and  in  the  event  of  his  death,  resigna- 
tion, or  removal,  the  Board  shall  have  the  power  to 
fill  the  vacancy.  From  time  to  time,  or  as  directed  bv 
the  Board,  he  shall  make  written  reports  to  the  Board 
and  House  of  Delegates  concerning  his  activities  and 
those  of  the  Headquarters  Office. 


CHAPTER  VII.  DISCIPLINE  — THE 
JUDICIAL  COUNCIL 

Section  1.  There  is  hereby  created  a Judicial  Council 
composed  of  the  Secretary  of  the  Association  and 
four  members  to  be  elected  by  the  House  of  Dele- 
gates for  terms  of  four  years  each.  One  member  shall 
be  elected  from  each  of  the  traditional  eastern,  west- 
ern, and  central  districts,  and  one  member  from  the 
state  at  large.  Members  of  the  first  Judicial  Council 


shall  be  elected  for  terms  of  one,  two,  three,  and  four 
years,  respectively  so  that  thereafter,  one  member  will 
be  elected  each  year.  The  Council  shall  annually 
elect  a chairman. 

To  be  eligible  for  membership  on  the  Judicial 
Council,  a nominee  shall  possess  at  least  one  of  the 
following  qualifications:  (1)  Have  served  one  term 
as  an  officer,  trustee,  or  as  Delegate  to  the  AMA 
or  (2)  Have  served  five  years  as  a member  of  the 
House  of  Delegates. 

It  shall  be  the  duty  of  the  Board  of  Trustees  to 
nominate  at  least  one  candidate  for  each  vacancy  on 
the  Judicial  Council,  but  additional  nominations  may 
be  made  from  the  floor.  Vacancies  which  occur  be- 
tween Regular  Sessions  of  the  House  of  Delegates, 
shall  be  filled  by  the  Board  of  Trustees.  No  member, 
other  than  the  Secretary,  shall  serve  more  than  two 
consecutive  terms. 

Section  2.  The  Judicial  Council  shall  be  the  Board 
of  Censors  of  the  Association.  It  shall  be  the  final 
arbiter  of  all  questions  involving  the  right  and  stand- 
ing of  members,  whether  in  relation  to  other  mem- 
bers, to  the  component  societies,  or  to  this  Associa- 
tion. All  questions  of  an  ethical  nature  brought  be- 
fore the  House  of  Delegates  shall  be  referred  to  the 
Judicial  Council  without  discussion.  A member  who 
has  been  convicted  of  a felony  or  of  any  violation  of 
the  Medical  Practice  Act,  or  who  violates  any  of  the 
provisions  of  the  constitution,  bylaws,  or  any  rule  or 
regulation  of  this  Association,  or  the  Principles  of 
Ethics  of  the  American  Medical  Association  shall  be 
liable  to  censure,  fine,  suspension,  or  expulsion  upon 
order  of  the  Judicial  Council.  Provided,  however,  that 
if  in  addition  to  discipline  by  the  Association,  the 
Judicial  Council  shall  be  of  the  opinion  that  the 
offending  member’s  license  to  practice  medicine 
should  be  revoked,  it  shall  report  this  to  the  Board 
of  Trustees  as  a recommendation  that  the  Board 
refer  the  matter  to  the  State  Board  of  Health  for 
this  purpose. 

Upon  the  complaint  of  any  member  or  aggrieved 
individual  involved,  the  Judicial  Council  may  initiate 
disciplinary  proceedings  against  any  member,  and  may 
intervene  in  or  supersede  county,  individual  trustee,  or 
district  disciplinary  proceedings,  whenever  in  its  sole 
judgment  and  opinion,  a disciplinary  matter  is  not 
being  handled  in  an  expeditious  manner,  and  may 
render  a decision  therein.  In  all  cases  in  which  the  As- 
sociation, rather  than  a member  or  aggrieved  indi- 
vidual, appears  to  be  the  real  party  in  interest,  the 
Judicial  Council  may  refer  the  complaint  to  the  Board 
of  Trustees  for  a determination  as  to  whether  prob- 
able cases  for  disciplinary  action  exist.  If  the  Board 
of  Trustees  resolves  this  question  in  the  affirmative, 
it  shall  so  charge  the  respondent  and  a representative 
of  the  Board  shall  thereupon  be  responsible  for  pre- 
senting the  evidence  in  support  of  such  charge  at  any 
hearing  held  thereon. 

In  all  proceedings  of  the  Judicial  Council,  the  due 
process  requirements  of  reasonable  notice  and  a full 
and  fair  hearing  shall  be  observed.  No  recommended 
disciplinary  decision  of  an  individual  trustee  or  any 
district  grievance  committee  shall  become  effective 
unless  and  until  approved  by  the  Judicial  Council. 

Section  3.  It  shall  consider  all  appeals  from  the 
recommended  decisions  of  individual  trustees  and 
District  Grievance  Committees.  In  the  case  of  ap- 
peals from  the  decisions  of  individual  trustees,  the 
Judicial  Council  may  admit  such  oral  or  written  evi- 
dence as  in  its  judgment  will  best  and  most  fairly 
present  the  facts,  but  all  appeals  from  the  recom- 
mended decisions  of  District  Grievance  Committees 
shall  be  considered  on  the  record  made  before  such 
committee.  It  shall  be  the  duty  of  the  Secretary  to 
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notify  the  parties  with  respect  to  its  disposition  of 
each  case. 

Section  4.  The  Judicial  Council  may  hear  appeals 
from  the  disciplinary  orders  of  component  societies. 
Provided,  however,  that  such  appeals  shall  be  con- 
sidered on  the  record  made  before  the  component 
societies. 

Section  5.  Efforts  toward  conciliation  and  compro- 
mise shall  precede  the  hearing  of  all  disciplinary 
cases,  but  the  decision  of  the  Judicial  Council  shall 
be  final. 

Section  6.  Component  societies  are  encouraged  to 
create  suitable  disciplinary  procedures  which  guaran- 
tee due  process,  and  to  dispose  of  all  disciplinary 
problems  which  come  to  their  attention.  It  is  recog- 
nized, however,  that  it  may  not  be  feasible  for  some 
societies  to  do  so,  and  the  District  Grievance  Com- 
mittees hereinafter  created,  are  designed  to  meet  the 
needs  of  county  societies  which  are  without  a func- 
tioning grievance  committee. 

Section  7.  The  trustee  of  each  district  is  hereby  de- 
signated the  chairman  of  his  District  Grievance  Com- 
mittee. The  Judicial  Council  shall  designate  two  addi- 
tional trustees  from  districts  adjoining  that  of  the 
chairman,  and  the  three  trustees  thus  selected  shall 
constitute  the  District  Grievance  Committee.  All 
grievances  which  cannot  be  resolved  by  individual 
trustees,  shall  be  referred  to  the  local  grievance 
committee  or  the  district  grievance  committee  for  the 
district  in  which  the  respondent  physician  or  county 
society  resides. 

Section  8.  District  Grievance  Committees  shall  in- 
vestigate every  grievance  coming  to  their  attention, 
taking  care  that  the  physician  complained  of  shall 
have  ample  opportunity  to  respond  to  the  complaint. 
If,  after  careful  investigation,  the  complaint  appears 
to  be  without  merit,  the  committee  shall  so  report 
to  the  Judicial  Council,  including  sufficient  facts  in 
its  report  to  enable  the  Judicial  Council  to  form  its 
own  conclusions. 

If  the  District  Grievance  Committee’s  investiga- 
tion indicates  that  the  member  may  be  a proper 
subject  of  disciplinary  action,  the  committee  shall, 
upon  reasonable  notice,  hold  a hearing  at  which  the 
complainant  and  the  respondent  shall  be  entitled  to 
be  represented  by  counsel,  to  present  the  testimony  of 
witnesses  in  his  behalf,  and  to  cross-examine  witnesses 
against  him.  All  testimony  shall  be  under  oath  and 
shall  be  recorded  by  a competent  reporter  at  the  ex- 
pense of  the  Association,  but  shall  not  be  transcribed 
unless  and  until  an  appeal  is  taken  as  hereinafter  pro- 
vided. 

When  all  of  the  testimony  has  been  heard  and 
all  evidence  received,  the  committee  shall  make 
written  findings  and  recomendations  which  it  shall 
transmit  to  the  Judicial  Council,  furnishing  copies 
thereof  to  the  parties. 

Section  9.  Any  party  aggrieved  by  the  findings  or 
recommendations  of  the  committee,  may,  within  30 
days,  appeal  to  the  Judicial  Council.  Appeals  shall 
be  taken  by  filing  with  the  Secretary  a copy  of  the 
entire  record  made  before  the  District  Grievance 
Committee  (including  a transcript  of  the  testimony, 
procured  at  the  appellant’s  expense)  together  with  a 
written  statement  of  appeal  pointing  out  in  detail 
wherein  the  committee  has  erred,  and  directing  the 
attention  of  the  Judicial  Council  to  those  portions  of 
the  transcript  upon  which  he  relies,  provided,  how- 
ever, that  the  Judicial  Council  may  extend  the  time 
in  which  the  transcript  must  be  filed,  upon  request 
made  within  the  initial  thirty-day  period. 
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CHAPTER  VIII.  COMMITTEES  AND  COMMISSIONS 

Section  l.  The  Board  of  Trustees  shall  have  authori- 
ty from  time  to  time  to  appoint,  fix  the  duties  of,  and 
abolish  such  standing  committees  and  commissions  as 
it  deems  necessary  or  desirable  to  assist  it  in  carrying 
on  the  Association’s  activities  in  the  fields  of  business 
and  scientific  meetings,  medical  education  and  hos- 
pitals, legislation,  medical  services,  communications 
and  public  service,  and  governmental  medical  serv- 
ices. 

Section  2.  The  Executive  Committee  shall  serve  as 
the  nominating  committee  for  all  standing  committee 
and  commission  appointments,  but  the  trustees  may 
make  additional  nominations.  When  the  Executive 
Committee  sits  as  such  nominating  committee,  the 
President-Elect  shall  serve  as  Chairman. 

Section  3.  The  President,  with  the  advice  and  con- 
sent of  the  Chairman  of  the  Board  of  Trustees,  may 
appoint  temporary,  ad  hoc,  committees  to  perform 
specified  functions.  All  such  committees  shall  expire 
at  the  end  of  the  term  of  the  President  by  whom  ap- 
pointed. 

Section  4.  No  committee  or  commission  shall  have 
power  or  authority  to  fix  or  determine  Associational 
policy  or  to  commit  the  Association  to  any  course  of 
action,  such  powers  being  expressly  reserved  to  the 
House  of  Delegates  and  the  Board  of  Trustees. 


CHAPTER  IX.  ASSESSMENTS  AND  EXPENDITURES 

Section  l.  The  annual  dues  for  membership  in  this 
Association  shall  be  as  follows:  (1)  Active  Members, 
$80,  except  Active  Members  who  devote  all  of  their 
time  to  teaching  or  research  and  have  no  private 
practice,  $55;  (2)  Emeritus  Members,  no  dues;  (3) 
Associate  Members,  $10;  (4)  Inactive  Members,  $10; 
(5)  Student  Members,  $1;  (6)  Service  Members,  no 
dues;  (7)  Special  members,  no  dues.  Dues  fixed  by 
these  Bylaws  shall  constitute  assessments  against  the 
component  societies.  The  Secretary  of  each  com- 
ponent society  shall  forward  its  assessment  together 
with  its  roster  of  all  officers  and  members,  list  of 
delegates,  and  list  of  non-affiliated  physicians  of  the 
county  to  the  Secretary  of  this  Association  as  of  the 
first  day  of  January  in  each  year. 

Section  2.  Any  component  society  which  fails  to 
pay  its  assessments,  or  make  the  report  as  required, 
on  or  before  the  first  day  of  April  in  each  year,  shall 
be  held  as  suspended  and  none  of  its  members  or 
delegates  shall  be  permitted  to  participate  in  any  of 
the  business  or  proceedings  of  the  Association  or  of 
the  House  of  Delegates  until  such  requirements  have 
been  met. 

Section  3.  All  motions  and  resolutions  appropriat- 
ing money  shall  specify  a definite  amount  or  so 
much  thereof  as  may  be  necessary  for  the  purpose, 
and  must  have  prior  approval  of  the  Board  of  Trus- 
tees before  they  can  become  effective.  No  motion 
or  resolution,  the  adoption  of  which  would  require  a 
substantial  expenditure  of  funds,  shall  be  considered 
by  the  House  of  Delegates  unless  the  funds  have 
been  budgeted  or  are  provided  by  the  motion  or 
resolution. 


CHAPTER  X.  RULES  OF  CONDUCT 

The  principles  set  forth  in  the  Principles  of  Ethics 
of  the  American  Medical  Association,  together  with 
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the  Constitution  and  Bylaws  of  the  Association  and 
all  duly  adopted  resolutions  of  the  House  of  Dele- 
gates, shall  govern  the  conduct  of  members  in  their 
relation  to  each  other  and  to  the  public. 


CHAPTER  XI.  RULES  OF  ORDER 

The  deliberations  of  this  Association  shall  be  gov- 
erned by  parliamentary  usage  as  contained  in  Robert’s 
Rules  of  Order,  unless  otherwise  determined  by  a 
vote  of  its  respective  bodies. 


CHAPTER  XII.  COUNTY  SOCIETIES 

Section  1.  Except  as  provided  in  Section  4 of  this 
Chapter,  all  county  medical  societies  in  this  state 
which  have  adopted  principles  of  organization  not  in 
conflict  with  this  Constitution  and  Bylaws  shall,  upon 
application  to  the  House  of  Delegates,  receive  a char- 
ter from  and  become  a component  part  of  this  As- 
sociation. 

Section  2.  As  rapidly  as  can  be  done  after  the 
adoption  of  this  Constitution  and  Bylaws,  a medical 
society  shall  be  organized  in  every  county  in  the  state 
in  which  no  component  society  exists,  and  charters 
shall  be  issued  thereto. 

Section  3.  Charters  shall  be  issued  only  upon  ap- 
proval of  the  House  of  Delegates  and  shall  be  signed 
by  the  President  and  Secretary.  The  House  of  Dele- 
gates shall  have  authority  to  revoke  the  charter  of 
any  component  society  whose  actions  are  in  conflict 
with  the  letter  or  spirit  of  this  Constitution  and  By- 
laws. 

Section  4.  Only  one  component  society  shall  be 
chartered  in  any  county.  Membership  in  the  compo- 
nent society  thus  created  shall  entitle  the  members 
thereof  to  all  the  rights  and  benefits  of  membership 
in  the  Kentucky  Medical  Association. 

Section  5.  In  sparsely  settled  sections  two  or  more 
component  societies  may  join  for  scientific  programs, 
the  election  of  officers,  and  such  other  matters  as 
they  may  deem  advisable.  The  component  societies 
thus  combined  shall  not  lose  any  of  their  privileges 
or  representation.  The  active  members  of  each  com- 
ponent society  shall  annually  elect  at  least  a Secre- 
tary and  a Delegate  for  the  transaction  of  its  busi- 
ness with  the  Association. 

Two  or  more  adjacent  component  societies  may 
also  combine  into  one  multi-county  component  so- 
ciety by  adopting  resolutions  to  that  effect  at  special 
meetings  called  for  that  purpose  on  at  least  ten 
days’  notice.  Copies  of  the  resolutions,  certified  as 
to  their  adoption  by  the  Secretary  of  each  society, 
shall  be  forwarded  to  the  Headquarters  Office.  If 
approved  by  the  Board  of  Trustees,  the  multi-county 
society  shall  thereupon  be  issued  a charter,  the  con- 
solidating county  societies  shall  cease  to  exist  and 
the  multi-county  society  shall  become  a component 
society  of  this  Association;  provided,  however,  that 
the  active  members  residing  in  each  county  com- 
prising the  multi-county  society  shall  be  entitled  to 
elect  a delegate  or  delegates  to  the  House  of  Dele- 
gates, as  if  each  such  county  constituted  a component 
society  within  the  meaning  of  Section  12  of  this 
Chapter;  and  provided,  further,  that  multi-county  so- 
cieties may  elect,  at  large,  one  alternate  delegate  for 
each  delegate  to  which  it  is  entitled  under  this  sec- 
tion and  such  alternate  may  serve  in  the  absence 
of  the  delegate  for  whom  he  is  the  designated  alter- 
nate. 

Section  6.  Each  component  society  shall  be  the 
sole  judge  of  the  qualifications  of  its  own  members. 
All  members  of  component  societies  shall  be  members 
of  the  Kentucky  Medical  Association,  and  shall  be 


classified  in  accordance  with  Chapter  I,  Section  2 
of  these  Bylaws.  Provided,  however,  that  no  physician 
who  is  under  suspension  or  who  has  been  expelled 
shall  thereafter,  without  reinstatement  by  the  Board 
of  Trustees  be  eligible  for  membership  in  any  com- 
ponent society.  Any  physician  who  desires  to  become 
a member  of  the  Kentucky  Medical  Association  shall 
first  apply  to  the  component  society  in  the  county 
in  which  he  resides,  for  membership  therein.  Except 
as  hereinafter  provided  in  Sections  7 and/or  9 of 
this  chapter,  no  physician  shall  be  an  active  member 
of  a component  society  in  any  county  other  than 
the  county  in  which  he  resides. 

Section  7.  Any  physician  who  may  feel  aggrieved 
by  the  action  of  the  component  society  of  the  county 
in  which  he  resides,  in  refusing  him  membership,  shall 
have  the  right  to  appeal  to  the  Board  of  Trustees, 
which,  upon  a majority  vote,  may  permit  him  to 
apply  for  membership  in  a component  society  in  a 
county  which  is  adjacent  to  the  county  in  which  he 
resides. 

Section  8.  When  a member  in  good  standing  in  a 
component  society  moves  to  another  county  in  the 
State,  his  name,  upon  request,  shall  be  transferred 
without  cost  to  the  roster  of  the  component  society 
into  whose  jurisdiction  he  moves,  if  he  is  admitted  to 
membership  therein. 

Section  9.  A physician  whose  residence  is  closer 
to  the  headquarters  of  an  adjacent  component  society 
than  it  is  to  the  headquarters  of  the  component  society 
of  the  county  in  which  he  resides,  may,  with  the 
consent  of  the  component  society  within  whose  juris- 
diction he  resides,  hold  membership  in  said  adjacent 
component  society. 

Section  10.  Each  component  society  shall  have 
general  direction  of  the  affairs  of  the  profession  in 
the  county,  and  its  influence  shall  be  constantly  exert- 
ed for  bettering  the  scientific,  moral  and  material 
conditions  of  every  physician  in  the  county.  Systematic 
efforts  shall  be  made  by  each  member,  and  by  the 
society  as  a whole,  to  increase  the  membership  until 
it  embraces  every  qualified  physician  in  the  county. 

Upon  reasonable  notice  and  after  a hearing,  com- 
ponent societies  may  discipline  their  members  by 
censure,  fine,  suspension  or  expulsion,  for  any  breach 
of  the  Principles  of  Medical  Ethics  or  any  bylaw, 
rule  or  regulation  lawfully  adopted  by  such  societies 
or  this  Association.  At  every  hearing,  the  accused 
shall  be  entitled  to  be  represented  by  counsel  and 
to  cross-examine  witnesses,  and  the  society  shall  cause 
a stenographic  record  to  be  made  of  the  entire  pro- 
ceedings. The  stenographer’s  notes  need  not  be  tran- 
scribed unless  and  until  requested  by  the  respondent 
member. 

Any  physician  aggrieved  by  the  disciplinary  action 
of  a component  society  may,  within  ninety  (90)  days 
appeal  to  the  Judicial  Council,  whose  decision  shall 
be  final.  This  appeal  shall  be  in  writing  and  shall 
point  out  in  detail  the  errors  committed  by  the  county 
society.  It  shall  be  accompanied  by  a transcript  of 
the  proceedings  before  the  county  society,  procured 
at  appellant’s  expense,  and  the  statement  of  appeal 
shall  direct  the  attention  of  the  Judicial  Council  to 
those  portions  of  the  transcript  upon  which  he  relies. 

Any  member  who  fails  or  refuses  to  comply  with 
the  lawful  disciplinary  orders  of  his  component  so- 
ciety shall,  if  such  failure  or  refusal  continues  for 
more  than  thirty  (30)  days,  be  automatically  sus- 
pended from  membership.  Provided,  however,  that 
an  appeal  shall  stay  the  suspension  until  a final  de- 
cision is  made  by  the  Judicial  Council. 

The  resignation  of  a member  against  whom  dis- 
ciplinary charges  are  pending  or  who  is  in  default 
of  the  disciplinary  judgment  of  his  county  society, 
a district  grievance  committee  or  the  Board  of  Trus- 
tees shall  not  be  accepted  and  no  member  who  is 
suspended  or  expelled  may  be  reinstated  or  read- 
mitted unless  and  until  he  complies  with  all  lawful 
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orders  of  his  component  society  and  the  Board  of 
Trustees. 

Section  ll.  Frequent  meetings  shall  be  encouraged, 
and  the  most  attractive  programs  arranged  that  are 
possible.  The  younger  members  shall  be  especially  en- 
couraged to  do  postgraduate  and  original  research 
work,  and  to  give  the  society  the  first  benefit  of  such 
labors.  Official  positions  and  other  references  shall 
be  unstintingly  given  to  such  members. 

Section  12.  At  the  time  of  the  annual  election  of 
officers,  each  component  society  shall  elect  a delegate 
or  delegates  to  represent  it  in  the  House  of  Delegates. 
The  term  of  a delegate  shall  commence  on  the  first 
day  of  the  regular  session  of  the  House  following  his 
election,  and  shall  end  on  the  day  before  the  first  day 
of  the  next  regular  session.  Provided,  however,  that 
component  societies  may  elect  delegates  for  more  than 
one  term  at  any  election.  Each  component  society 
may  elect  one  delegate  for  each  25  voting  members 
in  good  standing,  plus  one  delegate  for  one  or  more 
voting  members  in  excess  of  multiples  of  25.  Pro- 
vided, however  that  each  component  society  shall  be 
entitled  to  at  least  one  delegate  regardless  of  the 
number  of  voting  members  it  may  have  and  that 
each  multi-county  society  shall  be  entitled  to  the 
same  number  of  delegates  as  its  component  societies 
would  have  had.  The  secretary  of  the  society  shall 
send  a list  of  such  delegates  to  the  Secretary  of  this 
Association  not  later  than  45  days  before  the  next 
Annual  Meeting.  It  shall  be  the  obligation  of  a com- 
ponent society  which  elects  delegates  to  serve  more 
than  one  year,  to  provide  the  KMA  Headquarters 
Office  with  a certified  list  of  its  delegates  each  year. 

Section  13.  The  secretary  of  each  component  society 
shall  keep  a roster  of  its  members  and  a list  of  non- 


affiliated  licensed  physicians  of  the  county,  in  which 
shall  be  shown  the  full  name,  address,  college  and 
date  of  graduation,  date  of  license  to  practice  in  this 
State,  and  such  other  information  as  may  be  deemed 
necessary.  He  shall  furnish  an  official  report  containing 
such  information  upon  blanks  supplied  him  for  the 
purpose,  to  the  Secretary  of  the  Association,  on  the 
first  day  of  January  of  each  year,  or  as  soon  thereafter 
as  possible,  and  at  the  same  time  the  dues  accruing 
from  the  annual  assessment  are  sent  in.  In  keeping 
such  roster  the  secretary  shall  note  any  change  in  the 
personnel  of  the  profession  by  death  or  by  removal  to 
or  from  the  county,  and  in  making  his  annual  report 
he  shall  be  certain  to  account  for  every  physician  who 
has  lived  in  the  county  during  the  year. 

Section  14.  The  secretary  of  each  component  society 
shall  report  to  the  Journal  of  the  Kentucky  Medical 
Association  full  minutes  of  each  meeting  and  for- 
ward to  it  all  scientific  papers  and  discussions  which 
the  society  shall  consider  worthy  of  publication. 


CHAPTER  XIII.  AMENDMENTS 

These  Bylaws  may  be  amended  at  any  session  of 
the  House  of  Delegates  by  a two-thirds  vote  of  all 
the  delegates  present  at  that  session,  after  the  amend- 
ment has  laid  on  the  table  for  one  day,  provided, 
however,  that  an  amendment  may  be  proposed  in  the 
report  of  a reference  committee  and  considered  by 
the  House  without  having  laid  on  the  table  for  one 
day. 


itucky  Medical  Association  * December  1969 


993 


THE  JOURNAL 

of  the 

KENTUCKY  MEDICAL  ASSOCIATION 

Index  to  Volume  67 — 1969 


January  

1 

to 

76 

July  

459 

to 

538 

February  

Pages 

77 

to 

152 

August  

Pages 

539 

to 

624 

March 

Pages 

153 

to 

234 

September  

Pages 

625 

to 

704 

April  

Pages 

235 

to 

314 

October 

Pages 

705 

to 

788 

May 

Pages 

315 

to 

382 

November 

Pages 

789 

to 

870 

June 

Pages 

383 

to 

458 

December 

Pages 

871 

to 

1000 

Edited  by  Walter  S.  Coe,  M.D. 

Under  the  Supervision  of  the  Board  of  Trustees 


SCIENTIFIC  ARTICLES 
A 

Anesthetics,  An  Evaluation  of  the  Therapeutic  Efficacy  of  In- 
travenous Local,  42 

Asthma,  Treatment  of  Childhood,  491 

B 

Botulism — A Case  Report,  820 

C 

Cancer  Chemotherapy,  565 
Carcinoma  of  the  Colon  in  Childhood,  895 
Cardiac  Pacemakers,  An  Unusual  Complication  in  Permanent,  823 
Cholecystectomies  in  a Small  Community  Hospital,  A Study  of, 
420 

Chronic  Conditions  in  Kentucky,  Estimated  Prevalence  of,  665 
Chronic  Disease  Screening  in  a General  Practice,  409 
Cyanotic  Heart  Disease  in  Infants,  Emergency  Operation  for,  413 

D 

Deaths  in  a Small  Community  Hospital,  749 
Diabetic  Children,  Kentucky  Camp  for,  743 

E 

Empyema,  Treatment  of  Non-Tuberculous,  40 

Enteritis,  Regional,  and  Chronic  Ulcerative  Colitis,  343 

Eventration  through  Umbilical  Hernia  during  Pregnancy,  110 

F 

Fibroplastic  Endocarditis  with  Eosinphilia,  272 
Flourescein  Retinal  Angiography  As  An  Aid  in  Ocular  Diag- 
nosis, 185 

Flurandrenolone  Tape,  668 

H 

Health  Knowledge  Among  Residents  of  a Rural  Kentucky 
County,  113 

Hemangioma  of  Spinal  Canal,  825 
Histoplasmosis,  A Familiar  Microepidemic  of,  569 
Hydroxyurea:  A New  Agent  for  the  Management  of  Refrac- 
tory Psoriasis,  899 

Hyper.drenalism,  The  Genesis  and  Treatment  of,  281 

L 

Laryngeal  Blastomycosis,  53 

Lung  Cancer  Patient,  Pre-  Intra-  and  Post-Operative  Care  of 
the,  191 

N 

Nurse  Assistants,  Extension  of  Medical  Services  through,  101 


P 

Paint-Thinner  Sniffer,  Case  Report  of  a,  195 
Percutaneous  Catheterization  of  the  Subclavian  Vein  in  Various 
Clinical  Situations,  902 
"Phlebitis”  and  Arthritis,  107 
Primary  Inguinal  Hernia  Repair,  350 
Prosthetic  Heart  Valves,  What’s  New  in,  352 

R 

Reye  s Syndrome:  An  Association  with  Influenza  A Infection,  269 

S 

Subarachnoid  Hemorrhage,  752 

Subtotal  Gastrectomy  Versus  Vagotomy  and  Antrectomy,  659 

T 

Tetanus  in  the  Bluegrass  Area,  496 
Tetanus  Immunity  Survey  of  Six-Year-Old  Children,  817 
Tracheobronchial  and  Esophageal  Foreign  Body  Extraction  in 
Infants  and  Children,  573 
Tuberculosis  Eradication  . . . ?,  33 

U 

Urinary  Tract  Infection,  Detection  of  Asymptomatic,  662 

W 

Whiplash  Abdominal  Injury,  501 


AUTHORS  OF  SCIENTIFIC  ARTICLES 
B 

Barbee,  John  Y.,  Jr.,  185 

Bard,  James  W..  668 

Baughman.  Branham  B.,  895 

Beasley,  W.  B.  Rogers,  101 

Berardi,  Romeo  S„  350,  420,  501,  659,  749 

Blacker,  H.  Martin,  752 

Bosomworth,  Peter  P. , 42 

Broghamer,  Walter  L.,  272 

Bryant,  Lester  R.,  352,  413 

C 

Clemons,  Gil,  662 

D 

Dunbar,  Ronald  W.,  42 

E 

Edwards,  William  C.,  185 


994 


December  1969  • The  Journal  oj 


F 


Fadell,  Edward  J.,  53 

French,  Robert  E.,  743 

Furcolow,  Michael  L.,  496,  569,  817 

G 

Garison,  Gary  B.,  823 
Gaventa,  William  C.,  272 
Glenn,  Frank,  281 

H 

Hall,  Bryan  D.,  269 
Hall,  Mary  A.,  749 
Haller,  Harold  D.,  Sr.,  820 
Handelman,  N.  I.,  491 
Hoffman,  Franklin  G.,  272 
Holland,  Nancy  H.,  662 
Hughes,  Walter  T.,  Jr.,  269 
Huth,  Thomas,  191 


Ildirim,  Ibrahim,  496,  569,  817 

J 

Johnston,  Coleman  C.,  343 
Jurichs,  Roger,  662 

K 

Kane,  Robert  L.,  113,  409 
Kmetz,  Donald,  269 
Kruegel,  David  L.,  665 

L 

Leavell,  Ullin  W.,  899 
Lehn,  Frank,  107 

M 

Macdonald,  Roderick,  Jr  , 185 

Makk,  Laszlo,  825 

Man,  Pang  L.,  195 

May,  R,  T.,  820 

Mayo,  Porter,  40 

Mavs,  E.  Truman,  110,  902 

McElvein,  Richard  B.,  40 

Meira,  Affonso  R,  496,  817 


N 

Nall,  M,  S„  491 

Noonan,  Jacqueline,  A.,  413 

Norrell,  Horace  A.,  Jr  , 752 

O 

Osborne,  Mary,  107 

P 

Peak,  William  P.,  107 

R 

Rainey,  R.  L.,  823 
Roth,  Richard  L.,  820 

S 

Saliba,  N.  A„  33 
Sanders,  Neal,  743 
Smiley,  Gordon  L.,  825 
Smith,  Charles  C.,  53 

T 

Trinkle,  J.  Kent,  352,  413 

U 

Udhe,  George  I,,  53 

V 

Van  Cader,  Thomas,  185 

W 

Walker,  J.  Murray,  Jr.,  409 
Weakley.  Sam,  Jr  , 902 
Welsh.  Kenneth  S.,  569 
Wilson,  Charles  B.,  752 
Wilson,  Emery  A.,  113 
Wright,  Donald,  107 

Y 

Yarbro,  J.  W.,  565,  899 


SPECIAL  ARTICLES 


B 

Blue  Shield's  Partnership  with  Medicine,  362 

C 

CHP,  289 

Clinical  Associate,  The,  677 

H 

Health  Manpower — Mostly!,  427 

M 

Medical  Credit  Cards,  832 
Medicare  and  Medicaid,  More  On,  582 

O 

OEO  Programs  in  Kentucky:  A Progress  Report,  504 

P 


Presidential  Address,  763 


U 


Usual  and  Customary  Guidelines  Approved,  122 
Usual  and  Customary,  House  Takes  Action  on,  831 


AUTHORS  OF  SPECIAL  ARTICLES 
A 


Asman,  Henry  B.,  763 


Brockman,  George  F.,  289 


B 


Coe,  Walter  S„  831 
Dunlop,  George,  362 
Eichenberger,  Ralph  W.,  677 


Hendon,  James  Robert,  203 


Moore,  Roy,  Jr,,  122 


Weihaupt,  David  B.,  55 
White.  David,  203 
Wood,  Donald  E.,  427 


M 


W 


EDITORIALS 

A 

Annual  Meeting,  1969  KMA,  587 

B 


Board  of  Health,  Proposed  Changes  for  the,  841 

C 


Coquette,  128 


D 


Deans,  Then  and  Now,  688 

F 

Face  Lifting  at  Sixty-Six,  A,  60 
Fair  Representation,  208 


H 

Health  Careers  in  Kentucky,  208 

K 

Kentucky  Medicine,  126 

L 

Learning  Centers,  365 
Long,  Robert  C.,  M.D.,  907 

M 

Medicaid  Today,  513 

Medical  Educational  Television  Is  Here,  907 


A N 

Adult  Diabetes  Mellitus,  203  Neglected  Opportunity,  292 

AMA,  Ever  Done  For  You?,  What  Has,  55  Nurse!,  127 


tucky  Medical  Association  • December  1969 


995 


p 


Physician,  The  New,  772 

S 

S.M.A.  in  Atlanta,  The,  773 

T 

Th-nk  You,  A,  908 

Tuberculosis  Eradication  in  Kentucky,  59 

U 

Ulcerative  Disease  of  the  Bowel,  432 


AUTHORS  OF  EDITORIALS 
C 

Coe.  Walter  S . 60,  365,  587,  772,  907,  908 

H 

Hamburg,  Joseph,  208 
Heavern,  Thomas  L . Jr.,  907 

M 

Mardis,  R.  E.,  59 

O 

Overstreet,  Sam  A.,  208,  292,  432,  513,  688,  773.  841 


SPEC/AL  FEATURES 
B 

Baker,  Everett  H , M.D.,  In  Memoriam,  840 

D 

Digest  of  Proceedings,  1969  House  of  Delegates,  914 

G 

Gaither,  J.  Gant,  M.D.,  In  Memoriam,  129 

H 

Howard,  E.  M.,  M.D.,  In  Memoriam,  293 

K 

KMA  Annual  Meeting  Section,  593-616 
KMA  Constitution  and  Bylaws,  984 
KMA  Interim  Meeting  Program,  1969,  133 
KMA  Organization  Chart,  24 


ORGANIZATION  SECTION 
A 

ASC  Sectional  Meeting  To  Be  in  Louisville,  Feb,  24-26,  68 
AMA/AMPAC  Seminar,  18-member  Ky.  Delegation  Attends,  526 
AMA  Approves  2-Year  Curriculum  for  Medical  Assistants,  780 
AM  A Committee  Appointments  Include  Eight  Ky.  Doctors,  134 
AMA  Delegates  at  Annual  Session  Consider  196  Business  Items, 
693 

AMA  House  Acts  on  94  Matters  During  Clinical  Convention,  68 
AMA  House  Adopts  Resolutions  on  Nursing  Education,  449 
AMA  Lists  73  Kentucky  Physicians  at  Annual  Convention  in 
New  York,  694 

AMA  To  Hold  118th  Convention  in  New  York  July  13-17,  367 
Annual  Meeting,  Crackerbarrel  Session,  Luncheon  Featured  at, 

693 

Annual  Meeting,  Distinguished  Guest  Speakers  to  Appear  on 
Scientific  Program  of,  September  23-25  in  Louisville,  366 
Annual  Meeting,  Miscellaneous  Meetings  Planned  During  KMA, 
695 

Annual  Meeting,  Sept.  23-25.  New  Crackerbarrel  Session,  Panel 
Discussions  to  Highlight,  442 

Annual  Mtg.,  Sept.  23-25,  Prominent  National  Authorities  to 
Join  Kentucky  Physicians  in  Timely  Discussion,  516 
Annual  Mtg.,  Scientific  Program  Outline  Released  for,  517 
Asman,  Dr.  Bernard,  97,  Dies,  1897  Graduate  of  UL  Med 
School,  694 

Auto  Crash  Research  Program  Enters  Fifth  Phase  in  Ky.,  219 
Auto  Safety  Award  to  Louisville  VA  Hospital,  KMA  Gives,  443 
Auxiliary  Installs  Mrs.  Gardner,  Elects  Mrs.  Hornaday,  847 
Awards  Committee,  KMA,  to  Accept  Nominations  at  Interim 
Meeting,  132 

B 

Blue  Shield.  One-Millionth  Member  Enrolls  in  Ky.,  526 
Board  of  Trustees  Minutes  December  11-12,  1968,  Digest  of, 
136 

Board  of  Trustees,  Digest  of  Proceedings,  March  26,  1969,  374 
Brockman,  George  F.,  M.D.,  To  Head  TB  Study  Group,  446 

c 

Cancer  Symposium,  St.  Joseph  Infirmary  to  Hold  June  23,  442 
Chiropractic  Available  To  Kentucky  Physicians,  Book  On.  966 
Congressmen,  Know  Your,  70 

Continuing  Medical  Education  Now  Presented  in  TV  Series,  779 


F 

Faculty  Awards  Presented  to  Drs.  Bosomworth,  Fishel,  852 
First  Trustee  District  to  Meet  January  22  in  Paducah,  67 
Florida  Medical  Deanship  Goes  to  Ex-U.L.  Dean,  Dr.  Smith,  852 
Former  KMA  President  Named  as  Blue  Plans  Director,  847 


H 

Hall,  Dr.,  Named  Board  Chairman,  Vice  Chairman  is  Dr  Bryan, 
845 

Handley,  Richard,  Guest  of  Surgeons,  To  Speak  at  UL  Sym- 
posium, 294 

Health  Consultant  Appt.  Goes  to  Dr.  Gradie  Rowntree.  619 
Heart  Association  Symposium  Planned  March  26-27,  135 
HEW  Chiropractic  Report  Summary  Printed  for  Information,  296 
House  of  Delegates  Summary,  KMA,  854 


I 

Immunization  Week,  Annual,  Set  May  4-10  in  Kentucky,  295 
Interim  Meeting,  KMA  Finalizes  Plans  for  1969,  217 
Interim  Meeting,  KMA,  March  26-27  in  Lexington,  Governor 
Nunn  to  Deliver  Keynote  Address  at,  67 
Interim  Meeting,  Record  Attendance  Reported  at  1969.  368 
Interim  Meeting  to  Feature  Discussions  of  Health  Manpower, 
Comprehensive  Health  Planning  March  26-27,  in  Lexington, 
132 


J 

Johnson.  Doctor  Sidney,  Lecture  to  Honor,  779 


K 

KAGP  Elects  Dr.  Roach,  Honors  Dr.  Seeley,  443 
KAGP  Plans  18th  Annual  Meeting  May  6-10  in  Louisville,  294 
KEMPAC  Invites  U S.  Congressmen  to  Speak  at  Annual  Seminar, 
526 

KEMPAC  Physicians  Hear  Views  of  Two  U.S.  Senators  At 
Seminar,  846 

Ky.  Hospital  Association,  Mr.  Frazier  Named  Pres.-Elect  of,  446 
Kentucky  Hospital  Association  to  Meet  April  21-24,  296 
KMA  Committees  and  Commissions  for  the  1969-70  Associa- 
tional  Year,  967 

KMA  Districts  Hear  Dr.  Asman  at  Meetings,  Fourth  and  Seventh, 
218 

KMA  Surpasses  2400  Mark  with  Addition  of  22  New  Mem- 
bers, 966 

KMA's  Top  Awards,  Two  Physicians,  One  Layman  Receive,  852 
KMA  Washington  Dinner  Hosts  All  Ky.'s  U.S.  Congressmen,  526 
KNA  Elects  1st  President-Elect  At  63rd  Annual  Convention.  966 
KPA  Names  Glasgow  Pharmacist  President-Elect  at  July  Mtg., 

693 

KSAMA  Holds  7th  Convention  May  16-18  at  Elizabethtown.  527 

Ky.  Surgeons  Elect  Dr.  Clardy,  Dr.  Ray,  525 

Ky.  Thoracic  Society  Conference  Features  Lung  Transplant,  TB, 

779 


L 

Lexington  Clinic  Conference  Scheduled  April  3,  135 
Logan,  Theodore  E.,  D.M.D.,  Ky.  Dentists  Name  President- 
Elect  at  Meeting,  367 

Long  Announces  Candidacy  for  AMA  President-Elect,  965 
Luncheon  Speaker  Remarks  on  Current  Political  Thought,  847 


M 

Mahoney,  Mr.,  Joins  KMA  Staff  in  Field  Services  Division,  218 
McConnell  To  Speak  At  Interim  Meeting,  J.  Ed,  965 
Medical  Assistants  to  Meet  at  Elizabethtown  in  May,  296 
Membership,  KMA  Again  Attains  Record  for  1969,  853 
Membership,  KMA  Adds  28  Physicians  to  its,  780 
MLA,  1970  Officers  Elected  At  Annual  Meeting,  974 


O 

OB-GYN  Society  Schedules  Mtg.  April  11-12  in  Louisville,  218 
Oral  Cancer  Symposium,  U of  L,  to  Be  Presented  February  8,  67 
Orientation  Course  to  Be  Offered  March  26,  New  Member.  1 34 
Orientation  Program,  Fifty-Seven  Physicians  Attend  Spring,  374 


P 

Pediatricians,  Ky.  Chapter,  Plan  11th  Annual  Spring  Meeting, 

295 

Peters  Elected  As  KEMPAC  Board  Chairman,  Dr.  C.  Kenneth, 

966 

Physical  Fitness  Award  Given  to  Dr.  Kelley  of  Somerset,  619 
Physicians  Placement  Service,  Opportunities  Available  Through, 
620 

President’s  Luncheon,  KMA,  Journalist  to  Address  Physicians 

At.  443 

Proiect  MED-AID:  MARCO,  Doctors,  Wives  Urged  to  Help 
in,  136 


O 

Quertermous,  Dr.,  House  Elects,  Dr  Hull  at  Annual  Mtg.,  845 


996 


December  1969  • The  Journal  oj 


R 

Radiology  Symposium,  UK,  Topic  to  be  Bone  & Joint  Disease, 
217 

Reception  Planned  During  Mtg.,  Given  By  KMA  and  Auxiliary, 

693 

"Relative  Value  Studies”  To  Ee  Available  October  1,  695 
Rheumatic  Diseases  Conf.,  UL,  Arthritis  Foundation  Plan,  217 


S 

Scholarship  Fund  Grants  Loans  to  35  Medical  Students,  527 
Seeley  Represents  KMA  At  USP  Conference  Oct.  20,  Dr.,  966 
Senior  Day  Program  to  Feature  Completely  Redesigned  Format, 
134 

SMA  Convention,  Ky.  Physician  Attendance  High  at  Annual,  68 
Spangler,  Phillip  R.,  Named  to  Head  Ky.  Public  Health  Assn.. 
367 

Surgeons  to  Hold  Joint  Mtg.  May  16-17  in  Somerset,  294 


T 

TB  Organizations,  Kentucky,  Plan  Meetings  April  23  and  24, 
296 

Transplant  Surgeon  to  Deliver  L.  E.  Smith  Lecture,  Nov.  6,  779 
Trustee  Districts  Plan  Spring  Meetings,  Six  KMA,  217 
Trustee  Districts  To  Meet  During  May  and  June,  Seven,  366 
Trustee  Districts,  All  15  KMA,  Hold  Meetings  in  ’68-’69.  525 
Twelfth  Norton  Seminar  To  Ee  Held  Dec.  18,  974 


Ef- 

fic- 

iency 

Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's  — 144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


LEASING 

TAILORED  FOR 

Doctors! 

The  quickest,  easiest, 
most  economical  way  to 
acquire  a car. 

Conserve  your  precious  time 
and  keep  your  cash! 

Let  us  do  your 
Car  shopping  for  you! 

(Any  make  or  model) 


WE  ALSO  LEASE 
Medical  & Surgical  Equipment 
and  Office  Furnishings 


Why  Make  a Capital  Investment? 

General 

LEASING 

CORPORATION 

A DIVISION  OF  KOSTER-SWOPE,  INC. 

3712  FRANKFORT  AVENUE 
Louisville — St.  Matthews 

897-1641  895-2451 


tucky  Medical  Association  • December  1969 


997 


KENTUCKY  MEDICAL  ASSOCIATION 

BOARD  OF  TRUSTEES— 1969-70 

Officers 


WALTER  L.  CAWOOD,  1200  Bath  Ave.,  Ashland  (606)  325-1665  President 
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One  of  the  best  things  you  can  do 
for  the  cold  sufferer 


Ornade  Spansule 

Trademark  ' -• 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate)  ; 50  mg.  of 
phenylpropanolamine  hydrochloride,  2.5  mg.  of  isopropamide,  as  the  iodide. 


© 


brand  of 

sustained  release  capsules 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  POP 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery  disease; 
warn  vehicle  or  machine  operators  of  possible  drowsiness 

Usage  In  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only  when 
potential  benefits  have  been  weighed  against  possible  hazards. 

Note:  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  I131  uptake; 
discontinue  Ornade'  one  week  before  these  tests. 

Adverse  Reactions : Drowsiness ; excessive  dryness  of  nose,  throat  or  mouth  ; nervousness ; insomnia. 
Other  known  possible  adverse  reactions  of  the  individual  ingredients  nausea,  vomiting,  diarrhea,  rash, 
dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia,  headache,  incoordination, 
tremor,  difficulty  in  urination  Thrombocytopenia,  leukopenia  and  convulsions  have  been  reported. 
Supplied  : Bottles  of  50  capsules. 

One  capsule  q12h  for  round-the-clock  relief 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hlium  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion: acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 
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